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Borderline personality disorder (BPD) is<one\of the most challenging clinical presentations in
adolescent psychiatry. Its main symptoms<are /pronounced emotional dysregulation, unstable
interpersonal relationships, impulsivity,,and=a high risk of self-harm and suicidal behavior.
Dialectical behavior therapy (DBT), developed by Marsha Linehan for adults with BPD, has been
adapted for adolescents (DBI=A).through an abbreviated protocol combining individual therapy,
group skills training,«telephone coaching, and family involvement. Before DBT-A became
available, conventional therapeutic approaches for adolescents with BPD produced inconsistent
and largely modest results, marked by high treatment dropout. This review critically evaluates the
efficacy of DBT in general and DBT-A in reducing BPD symptoms in adolescents by reviewing
relevant randomized controlled trials (RCTs), naturalistic and qualitative studies, and systematic
reviews andwmeta-analyses. The available findings consistently show that DBT-A significantly
reduces non-suicidal self-injury (NSSI), suicide attempts, suicidal ideation, and depressive
symptoms compared with standard treatment or supportive therapy, alongside relatively high
treatment retention and particularly strong effects on emotion regulation, a domain that emerges as
a key mediator of therapeutic change. At the same time, the evidence points to three notable
boundaries on that efficacy. First, DBT is not consistently superior to other structured treatments
such as general psychiatric management, leaving open the question of whether its effects are
specific to DBT or reflect common therapeutic factors. Second, functional recovery remains
limited, and in adolescents shows no statistically significant advantage over treatment as usual at
the level of pooled meta-analytic data. Third, the evidence base for DBT-A specifically in
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adolescents still rests on a small number of RCTs at high risk of bias, with high treatment dropout,
warranting considerable methodological caution in generalizing its conclusions. The available
evidence suggests that DBT-A is the most empirically supported intervention for reducing the
acute, life-threatening symptoms of BPD in adolescence, but its efficacy is neither universal nor
unconditional and depends on therapeutic alliance, treatment fidelity, and implementation context.
Evidence on broader functional recovery and the long-term stability of personality change remains
limited and calls for further, more methodologically rigorous longitudinal research.
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emotion regulation
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Grani¢ni poremecaj licnosti (BPD) predstaylja jedan od najizazovnijih psihijatrijskih entiteta u
adolescentnoj psihijatriji. Glavne karakteristike su.izrazena emocionalna disregulacija, nestabilnost
interpersonalnih odnosa, impulsivnast T visok rizik od samopovredivanja i suicidalnog ponasanja.
Dijalekticka bihejvioralna terapija (DBT), koju je razvila Marsha Linehan za odrasle sa BPD,
adaptirana je za adolescentnu” populaciju (DBT-A) kroz skraeni protokol koji ukljucuje
individualnu terapiju, grupni trening vestina, telefonsko konsultovanje i uklju¢ivanje porodice. Pre
uvodenja DBT-A, konvencionalni terapijski pristupi kod adolescenata sa BPD, davali su
nedosledne 1'uglavnom skromne rezultate, uz visoku stopu napustanja terapije. Cilj ovog rada je da
kroz pregled relevantnih randomizovanih kontrolisanih studija (RCT), naturalistickih 1
kvalitativnih studija, kao i sistematskih pregleda i meta-analiza, kriticki proceni efikasnost DBT-A
unredukciji. simptoma BPD kod adolescenata. Dostupni nalazi dosledno pokazuju da DBT-A
znacajno smanjuje ucestalost nesuicidalnog samopovredivanja (NSSI), suicidalnih pokusaja,
suicidalne ideacije 1 depresivnih simptoma u poredenju sa standardnim tretmanom ili suportivnom
terapijom, uz relativno visoku stopu zadrzavanja pacijenata u tretmanu i naroc€ito izrazene efekte u
domenu regulacije emocija, koja se pokazuje kao kljuéni medijator terapijske promene.

Istovremeno, dokazi ukazuju na tri znacajne granice efikasnosti. Prvo, DBT nije dosledno
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superioran u odnosu na druge strukturisane tretmane poput opSteg psihijatrijskog menadzmenta,
Sto otvara pitanje da li su njegovi efekti specificni za DBT ili odraz opstih terapijskih faktora.
Drugo, funkcionalni oporavak (obrazovanje, zaposlenje, socijalno funkcionisanje) ostaje ograni¢en
1 kod adolescenata nije statisticki znacajno razlicit od uobicajenog tretmana na nivou objedinjenih
meta-analitickih podataka. Tre¢e, dokazna osnova specifi¢no za DBT-A kod adolescenata i dalje se
oslanja na mali broj RCT studija visokog rizika od pristrasnosti, uz visoke stope napustanja
tretmana, Sto nalaZze znatnu metodoloSku opreznost pri generalizaciji zaklju¢akad:Na osnovu
dostupnih dokaza, moze se zakljuciti da DBT-A predstavlja empirijski najbolje.potkrepljenu
intervenciju za redukciju akutnih, po zivot opasnih simptoma BPD u adolescenciji, ali njena
efikasnost nije univerzalna niti bezuslovna, ve¢ zavisi od terapijskog saveza, vernosti protokolu i
konteksta implementacije. Dokazi o Sirem funkcionalnom oporavku™ dugorocnoj stabilnosti
licnostnih promena i dalje su ogranieni i zahtevaju dodatna, metodoloSki rigoroznija

longitudinalna istrazivanja.

Kljucne re€i: dijalekticka bihejvioralna terapija, grami€ni poremecaj licnosti, adolescenti,

samopovredivanje, emocionalna regulacija



Introduction

Borderline Personality Disorder

Borderline personality disorder (BPD) is a chronic condition characterized by emotion
dysregulation, an unstable self-image, impulsivity, and intense, unstable interpersonal
relationships, along with a high risk of self-harm and suicidal behavior [1]. Affective shifts are
typically abrupt and reactive, and the resulting psychological crises lead to high rates of emergency
department and inpatient psychiatric service utilization, with significant impairment in‘educational,
occupational, and interpersonal functioning [1,2]. Comorbidity awith depressive disorders,
substance use disorders, and eating disorders is common, further’complicating risk assessment and
treatment planning [2]. Non-suicidal self-injury (NSSI) has_a lifetime prevalence of 17-23%
among adolescents in the general population, with a significantly higher rate among girls (21.3%)
than boys (13.7%), with peak onset between 12:and 14 years of age and peak prevalence between
15 and 16 years, thereafter declining toward the end of adolescence [3,4]. According to CDC data
for the United States [5], adolescents aged 12-17 years account for the highest proportion of
emergency department visitS for suspected suicide attempts of any age group. In 2024,
approximately 2.7% of adolescents aged 12-17 reported a suicide attempt in the preceding year,
and suicide remains the third leading cause of death in the 14-18 age group [5,6], with peak

frequency occurring around 15-16 years of age.

Among adolescents hospitalized with a diagnosis of BPD, the lifetime rate of NSSI is
approximately 90%, and the rate of suicide attempts approximately 75%, figures nearly identical
to'those reported in adult BPD patients, although adolescents with BPD report considerably more
frequent and more extreme lifetime patterns of self-harm, particularly cutting [7]. The clinical

prevalence of BPD is high in this population: it is estimated at 11% among adolescents receiving



outpatient treatment, and as high as 78% among suicidal adolescents presenting to emergency
departments [8]. The literature indicates that between 3% and 10% of individuals with BPD across
all age groups die by suicide [9]. Longitudinal data on completed suicide specifically among

adolescents with BPD are not currently available as a separate, reliably isolated dataset [10].

Diagnostic Criteria for Early Identification of BPD

According to the DSM-5-TR, BPD may be diagnosed prior to age 18,/ provided a key
condition is met: a stable pattern of symptom expression must have been present for at least one
year [1,8,11]. The clinical and research literature further indicates that BPD can be reliably
diagnosed as early as age 11, although in clinical practice diagnosis is often delayed due to stigma

associated with early diagnosis [8,12].

Dialectical Behavior Therapy (DBT)

Dialectical behavior therapy (DBT) is thesmost widely implemented and empirically
supported psychotherapy for BPD. it 'was developed by Marsha Linehan [13,14] for chronically
suicidal individuals, integrating-behavioral change strategies (exposure, contingency management,
skills coaching) withsacceptance-based strategies derived from mindfulness practice (validation,
radical acceptance), organized around a "dialectical” philosophical stance that treats acceptance
and change not.as opposing goals but as a synthesis to be continuously balanced within the
therapeutic. relationship. This dialectical framework is grounded in Linehan's biosocial theory of
BPD, which conceptualizes the disorder as arising from the interaction between a biological

vulnerability to emotion dysregulation and an invalidating developmental environment.

Standard DBT is delivered through four coordinated treatment modalities: 1) weekly

individual psychotherapy; 2) group skills training, comprising four core modules (mindfulness,



distress tolerance, emotion regulation, and interpersonal effectiveness, operationalized through
structured skill sets such as "DEAR MAN," "GIVE," and "FAST"); 3) between-session telephone
coaching to support skill generalization in daily life; and 4) a therapist consultation team, which
structures adherence to the model and reduces the risk of clinician burnout [14]. Individual therapy
(and, to some extent, telephone coaching) is hierarchically organized to prioritize the reduction.of
life-threatening behaviors first, followed by therapy-interfering behaviors, and then quality-of-life-
interfering behaviors, whereas group skills training follows a fixed, predetermined curriculum of

modules.

Dialectical behavior therapy for adolescents (DBT-A) is a developmentally adapted version

of this model, first described by Miller [15] and formally.manualized by

Rathus and Miller [16]. Key adaptations include a'shortened treatment duration (typically
12-24 weeks rather than one year), a reduced and simplified skills curriculum, the introduction of
a fifth skills module addressing family- .and, adolescence-specific interpersonal challenges
("Walking the Middle Path™) [16,17], simplified psychoeducational language, and the structured
involvement of parents or caregivers inthe skills group and, where appropriate, in family sessions.
These modifications were designed to account for the developmental, cognitive, and systemic
(family-related) contextin which emotion dysregulation and self-harm typically emerge in

adolescents.

Literature Review

Evidence for the Efficacy of DBT

Evidence for the efficacy of DBT in adults with BPD derives primarily from randomized

controlled trials. Early RCTs demonstrated the superiority of DBT over community treatment by



experts [18]. Subsequent trials comparing DBT with General Psychiatric Management (GPM)
found that both treatments produced comparable, sustained reductions in self-harm and BPD
symptom severity, with no significant superiority of DBT over GPM [19,20]. Meta-analytic data
consistently indicate small-to-moderate pooled effect sizes for DBT relative to treatment as usual,
particularly with respect to reductions in self-harm and suicidal behavior, whereas effects.on
broader personality pathology and long-term diagnostic remission remain more maodest and

heterogeneous across studies [21,22].

Beyond controlled efficacy trials, evidence for effectiveness alse.derives from naturalistic
and applied settings, offering a complementary but more heterogeneous picture. Kroger et al. [23]
reported moderate effect sizes and a 45% treatment response rate among 1,423 hospitalized patients
receiving DBT, alongside substantial sample attrition, highlighting that real-world outcomes tend
to be more modest than those observed in tightly controlled RCTs. Nee and Farman [24], in a study
of three cases involving incarcerated women with . BPD, reported significant reductions in self-
harming behavior following 12 months:of DBJ-delivered within a prison setting, accompanied by
concurrent improvement on psychometric measures of dissociation, impulsivity, and self-esteem.
Abbreviated formats_based solely on skills training have also been evaluated. Heerebrand et al.
[25], in a quasi-experimental study with a waitlist control group (N=114), found that the standalone
skills-training ‘ecomponent significantly reduced BPD symptoms, psychological distress, and
depression, (p<0.001), as well as emergency department presentation rates (p=0.001), supporting
the theoretical model in which skills acquisition serves as the central mechanism of change.
\onderlin et al. [26] provided evidence that standard one-year DBT delivered via telehealth (N=39)
achieved large effect sizes for BPD symptoms and quality of life, with a reduction in the frequency
of self-harm from 80% to 28%, thereby extending the potential accessibility of treatment, although
an elevated dropout rate was also recorded. The qualitative study by McSherry et al. [27] indicated
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that group-based DBT led to improvements in interpersonal functioning and identity, through the
increasingly automatic application of mindfulness and interpersonal effectiveness skills in daily
life, alongside clearer communication, firmer boundaries, and a shift away from a "borderline™ self-
concept toward a more stable self-image. A case study demonstrated that standard DBT, applied as
a transdiagnostic framework to comorbid BPD and eating disorder presentations, can result«in
complete loss of diagnostic criteria for BPD, alongside a concurrent reduction in eating.disorder
symptoms [28]. Another study, contrasting two clients with divergent treatment outcomes,
indicated that therapeutic alliance is a plausible mechanism differentiating treatment responders

from non-responders [29].

The number of RCTs conducted in adolescent populations remains small relative to the
adult literature (Table 1). Evidence for adolescents has accumulated relatively recently, though with
increasing methodological rigor. The largest and‘methodologically most rigorous adolescent trial
to date [30] found that DBT-A produced significantly greater reductions in suicide attempts and
self-harm compared with individual and:group.supportive therapy. These findings were synthesized
in the systematic review and meta-analysis by Kothgassner et al., [31], which pooled data from
RCTs, controlled clinical trials; and pre-post evaluations, confirming moderate treatment effects of
DBT-A on self-harm ‘and suicidal ideation in adolescents, alongside a secondary reduction in
borderline personality disorder symptoms. This synthesis has recently been expanded and updated:
[32],.pooling 12 RCTs (N=844 adolescents) of various structured psychotherapies, including DBT-
A, confirmed a small but statistically significant effect on BPD symptom severity (SMD=-0.27),
with. no evidence that DBT-A is superior to other approaches such as Mentalization-Based
Treatment for Adolescents (MBT-A), Cognitive Analytic Therapy (CAT), or Emotion Regulation

Training (ERT).



Fleischhaker et al. [33] reported a sustained reduction in suicidal and non-suicidal self-
injurious behavior at one-year follow-up in a German pilot cohort. Mehlum et al. [34,35] conducted
a randomized trial comparing DBT-A with enhanced usual care in Norwegian adolescents with
repeated self-harm, in which DBT-A proved superior in reducing self-harm, suicidal ideation, and
depressive symptoms, with effects sustained at one-year follow-up. Syversen et al. [36], In.an
outpatient sample of 41 adolescents receiving 20 weeks of DBT-A, reported moderate-to-large
effect sizes for the reduction of self-harm over the course of treatment (d=0.64 at 1-5 weeks,
increasing to d=1.68 by the end of treatment). During treatment, nine participants were hospitalized

and five attempted suicide, although no suicide was completed.

Sesma Pardo et al. [37], in a sample of adolescents.(mean‘age 15.4 years), obtained findings
comparable to those reported by McSherry et al. [27] in adults: mindfulness and distress-tolerance
skills became increasingly automatic over the course of DBT skills training, alongside improved
reflective capacity and intrapsychic change. Family involvement adds a systemic/family-based
dimension to DBT-A, as demonstrated-by Smith et al. [38], whose study of 41 parents/caregivers
who completed a 6-month parallel DBT/skills training program found significant reductions in

parental distress and improvements in family communication and functioning.

HERE TABLE 1

Counterarguments to DBT's efficacy

Lack of unique superiority over other structured treatments

In the previously mentioned RCT by McMain et al. [20], with a two-year follow-up after
one year of treatment, DBT did not outperform GPM on any outcome, fewer than half of

participants completed all treatment phases, and functional recovery remained limited. Because
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DBT and GPM share overlapping therapeutic components (structure, crisis planning,
psychoeducation), isolating mechanisms specific to DBT is difficult. This finding places a
boundary on the claim that DBT is the "gold standard™ and suggests that its benefits may partly
stem from common therapeutic factors rather than from mechanisms exclusive to DBT. With
respect to adolescents, Brandrett and Gajwani [39], pooling 7 RCTs (N=657) of adolescents and
young adults with BPD features, found that improvements in functioning were not“statistically
significantly different from treatment as usual (TAU), either immediately. post-treatment
(SMD=0.13) or at follow-up (SMD=0.12). Bo et al. [40] note that available RCTs in‘adolescents
generally show modest results and that different structured treatments produce approximately
equivalent effects, suggesting that further improvement in outcomes may require extending the
therapeutic focus beyond individual psychotherapy toward the adelescent's broader socioecological

context (family, school, peer environment).

Outcomes depend on therapeuticalliance and engagement, not on the method alone

A qualitative comparative case study, which followed two clients ("Marie" and "Dean")
with equally weak initial therapeutic alliances, found divergent outcomes after one year of
treatment [29]. The ¢lient who developed a collaborative working alliance, consistently completing
diary cards, practicing skills outside of sessions, and tolerating emotional exposure, showed steady
progress.across all, target domains. The client with persistent alliance ruptures and ambivalence
toward. skills practice showed limited clinical gains. The authors concluded that DBT's technical
strategies (behavioral chain analysis, contingency management) lose effectiveness when the
balance between acceptance and change is not successfully maintained, indicating that a positive
outcome is not guaranteed by the protocol alone but depends significantly on the quality of the

therapeutic alliance and client engagement.
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Contextual influences on treatment effects, remission maintenance, and dropout

Findings from Kroger et al. [23] challenge the claim of DBT's universal efficacy: although
symptom improvement occurs, remission rates remain low and treatment dropout high. The study
analyzed data from 1,423 hospitalized patients with BPD receiving DBT. Symptom improvement
was rated as moderate (effect size ~0.54): 45% of patients met treatment response eriteria, 31%
showed no significant change, and 11% deteriorated, while the remission rate wasslow (14.8%).
Younger patients and those with comorbid substance use disorders were more. likely.to drop out of
treatment, and dropout rates were higher in units with inconsistent functioning of.the consultation
team, suggesting that efficacy depends on patient characteristics,treatmentdntensity, and specific

implementation, particularly in high-acuity settings.

Modest and unstable effect sizes at the level of pooled meta-analyses

Cristea et al. [41], in a meta-analysis.of 33:RCTs (N=2256) of psychotherapies for BPD in
adults, found that although DBT and_psychodynamic approaches show statistically significant
effects on BPD symptoms (self-harm and suicidality), effect sizes are small, inflated by risk of
methodological and publicationbias;and particularly unstable at follow-up. This finding represents
a systemic limitation'on all preceding claims of efficacy, suggesting that enthusiasm for DBT as a
leading intervention rest partly on studies of lower methodological quality, whose effects diminish

once corrected for bias.

Insufficiency and weakness of the evidence for psychological therapies, including

DBT-A

Jorgensen et al. [42], in a systematic review and meta-analysis incorporating Trial

Sequential Analysis, identified only 10 relevant RCTs of psychological therapies (including DBT-
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A) for adolescents with BPD or BPD features. All included studies were rated at high risk of bias,
and the overall quality of evidence was judged "very low," with treatment dropout rates ranging
from 15% to 75% across the experimental interventions. The authors conclude that, given the high
risk of bias, high dropout rates, and underpowered studies, it is difficult to draw any reliable
conclusion regarding the efficacy of psychological therapies for BPD in adolescence. This finding
is directly relevant to the subject of the present paper, as it indicates that the enthusiasm generated

by individual RCTs [30,34,35] should be interpreted with methodological caution.

Conclusions

The findings suggest that, in the treatment of BPD, DBT produces durable, multidomain
psychological benefit rather than isolated symptom relief. /At.the same time, the reliance on case
studies, quasi-experimental, and naturalistic designs, rather than on a larger body of well-powered
RCTs, means these conclusions should be interpreted as convergent evidence rather than definitive

causal proof, given the limitations in implementing DBT under real-world clinical conditions.

None of the counterarguments presented call into question that DBT produces measurable
clinical improvement, but they do, establish three key limits on how its efficacy should be
interpreted. First, DBT.is‘not consistently superior to other structured therapies, leaving open the
question of whether its effects are specific to DBT or reflect common therapeutic factors. Second,
at the levelof.individual process, outcome depends on therapeutic alliance and client engagement,
indicating that.the manualized protocol alone does not guarantee success. Third, at the population
and implementation level, real-world clinical contexts, whether inpatient or meta-analytic,
consistently show more modest, less stable, and more heterogeneous effects than those suggested
by individual, well-controlled RCTs. When these findings are extended to the adolescent

population, this limitation becomes even more pronounced. DBT-A, although promising in
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individual adolescent RCTs, rests overall on a small number of studies at high risk of bias, with
high treatment dropout rates, warranting considerable caution in generalizing conclusions about its
clinical efficacy. Current knowledge suggests that further improvement in DBT-A outcomes would
require extending the therapeutic focus beyond individual psychotherapy toward the adolescent's

broader socioecological context, primarily the family, school support teams, and peers.

14



References

1. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders,
5th ed., Text Revision (DSM-5-TR). Washington, DC: American Psychiatric Association

Publishing; 2022. https://doi.org/10.1176/appi.books.9780890425787

2. National Institute of Mental Health. Borderline Personality Disorder. Bethesda, MD:
NIMH, U.S. Department of Health and Human Services 2022, Revised 2025:

3. Apicella M, Pontillo M, Maglio G, Di Vincenzo C, Della Santa G, Andracchio E, Vicari S.
Non-suicidal self-injury in adolescents: a clinician's guide ‘to” understanding the
phenomenon, diagnostic challenges, and evidence-based, treatments. Front Psychiatry.

2025:16:1605508. https://doi.org/10.3389/fpsyt.2025.1605508

4. Brown RC, Plener PL. Non-suicidal self-injury infadolescence. Curr Psychiatry Rep.

2017:;19:20. https://doi.org/10.1007/s11920-017-0767-9

5. Singichetti B, Cammack AL, Rekieta'P; et al. Emergency Department Visits for Suspected
Suicide Attempts — UnitedmStates, «2021-2025. MMWR Morb Mortal Wkly Rep

2026:75:304-310. DOI:_http:l/dx.doi.org/10.15585/mmwr.mm7524al

6. Center for Behavioral Health'Statistics and Quality. Key Substance Use and Mental Health
Indicators in thedUnited States: Results from the 2024 National Survey on Drug Use and
Health (HHS Publication No. PEP25-07-007, NSDUH Series H-60), 2025.

7. Goeodman M, Tomas IA, Temes CM, Fitzmaurice GM, Aguirre BA, Zanarini MC. Suicide
attempts and self-injurious behaviours in adolescent and adult patients with borderline
personality disorder. Personal Ment Health. 2017 Aug;11(3):157-163. doi:

10.1002/pmh.1375

15


https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.3389/fpsyt.2025.1605508
https://doi.org/10.1007/s11920-017-0767-9
http://dx.doi.org/10.15585/mmwr.mm7524a1

10.

11.

12.

13.

14.

15.

16.

Guilé JM, Boissel L, Alaux-Cantin S, Garny de La Riviere S. Borderline personality
disorder in adolescents: prevalence, diagnosis, and treatment strategies. Adolesc Health
Med Ther. 2018;9:199-210. https://doi.org/10.2147/AHMT.S156565

Buronfosse A, Robin M, Speranza M, Duriez P, Silva J, Corcos M, Perdereau F, Younes N,
Cailhol L, Gorwood P, Pham-Scottez A. The impact of a telephone hotline on suicide
attempts and self-injurious behaviors in patients with borderline personality disorder. Front
Psychiatry. 2024 Jan 4;14:1288195. doi: 10.3389/fpsyt.2023.1288195.

Thakur B, Pathak M, Strenth C, Wilmoth K, Arnold EM. The relationship between
borderline personality disorder and self-injurious/suicidal behaviors in adolescents and
young adults: A protocol for systematic review and meta-analysis. Health Sci Rep. 2024
Jun 11;7(6):e2143. doi: 10.1002/hsr2.2143.

Kaess M, Brunner R, Chanen A. Borderling personality disorder in adolescence. Pediatrics.

2014;134(4):782-793. https://doi.org/10.1542/peds.2013-3677
Chanen AM, McCutcheon L. Personality/disorder in adolescence: the diagnosis that dare

not speak its name. Personal Ment Health. 2008;2(1):35-41. https://doi.org/10.1002/pmh.28

Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality Disorder. New
York: Guilford,Press; 1993.

Linehan MM. DBT Skills Training Manual, 2nd ed. The Guilford Press, 2014.

Miller AL. Dialectical behavior therapy: a new treatment approach for suicidal adolescents.
Am J Psychother. 1999;53(3):413-417.

https://doi.org/10.1176/appi.psychotherapy.1999.53.3.413

Rathus JH, Miller AL. Dialectical behavior therapy adapted for suicidal adolescents.
Suicide Life Threat Behav. 2002;32(2):146-157.

https://doi.org/10.1521/suli.32.2.146.24399

16


https://doi.org/10.1542/peds.2013-3677
https://doi.org/10.1002/pmh.28
https://doi.org/10.1176/appi.psychotherapy.1999.53.3.413
https://doi.org/10.1521/suli.32.2.146.24399

17.

18.

19.

20.

21.

22,

23.

24,

Rathus JH, Miller AL. DBT Skills Manual for Adolescents, Guilford Press, 2014.

Linehan MM, Comtois KA, Murray AM, et al. Two-year randomized controlled trial and
follow-up of dialectical behavior therapy vs. therapy by experts for suicidal behaviors and
borderline  personality  disorder. Arch Gen Psychiatry. 2006;63(7):757-766.

https://doi.org/10.1001/archpsyc.63.7.757

McMain SF, Links PS, Gnam WH, et al. A randomized trial of dialectical behavior therapy
versus general psychiatric management for borderline personality<disorder. Am J

Psychiatry. 2009;166(12):1365-1374. https://doi.org/10.1176/appi.ajp.2009.09010039

McMain SF, Guimond T, Streiner DL, Cardish RJ, Links PS.[Dialectical behavior therapy
compared with general psychiatric management for borderline personality disorder: clinical
outcomes and functioning over a 2-year follow-up. Am JiPsychiatry. 2012;169(6):650-661.

https://doi.org/10.1176/appi.ajp.2012.11091416

Kliem S, Kroger C, Kosfelder J. Dialectical behavior therapy for borderline personality
disorder: a meta-analysis using .amixed-effects modeling. J Consult Clin Psychol.

2010;78(6):936-951. https//doi.org/10.1037/a0021015

Storebg OJ, StofferssWinterling JM, Vollm BA, et al. Psychological therapies for people
with borderline personality disorder. Cochrane Database Syst Rev. 2020;(5):CD012955.

httpsi//doi.org/10.1002/14651858.CD012955.pub2

Kréger C, Harbeck S, Armbrust M, Kliem S. Effectiveness, response, and dropout of
dialectical behavior therapy for borderline personality disorder in an inpatient setting.

Behav Res Ther. 2013;51(8):411-416. https://doi.org/10.1016/j.brat.2013.04.008

Nee C, Farman S. Dialectical behaviour therapy as a treatment for borderline personality
disorder in prisons: three illustrative case studies. J Forens Psychiatry Psychol.

2007;18(2):160-180. https://doi.org/10.1080/14789940601104792

17


https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1176/appi.ajp.2009.09010039
https://doi.org/10.1176/appi.ajp.2012.11091416
https://doi.org/10.1037/a0021015
https://doi.org/10.1002/14651858.CD012955.pub2
https://doi.org/10.1016/j.brat.2013.04.008
https://doi.org/10.1080/14789940601104792

25.

26.

27.

28.

29.

30.

31.

Heerebrand SL, Roberts RM. Effectiveness of dialectical behavior therapy skills training
group for adults with borderline personality disorder. J Clin Psychol. 2021;77(7):1573-

1590. https://doi.org/10.1002/jclp.23134

Vonderlin R, Boritz T, Claus C, Seny(iz B, Mahalingam S, Tennenhouse R, Lis S, Schmahl
C, Margraf J, Teismann T, Kleindienst N, McMain S, Bohus M. Acceptance, safety, and
effect sizes in online dialectical behavior therapy for borderline personality disorder:

interventional pilot study. IMIR Form Res. 2025;9:66181. https://doi.org/10.2196/66181

McSherry P, O'Connor C, Hevey D, Gibbons P. Service user experience of adapted
dialectical behaviour therapy in a community adult mental health setting. J Ment Health.

2012 Dec;21(6):539-47. https://doi.org/10.3109/09638237.2011.651660

Navarro-Haro MV, Morillo AA, Garcia-Palacios A. Applying Dialectical Behavior Therapy

as a Transdiagnostic Treatment in a Case.of Borderline Personality Disorder and Eating

Disorder. J Clin Psychol. 2025 Feb;81(2):202-112. https://doi.org/10.1002/jclp.23754.

Burckell LA, McMain S. Contrasting'clients in Dialectical Behavior Therapy for borderline
personality disorder: "Marie" and "Dean," two cases with different alliance trajectories &
outcomes. Pragmat Case Stud Psychother. 2011;7(2):246-267.

https://doi.org/10.14713/pcsp.v7i2.1090

McCauley E, Berk*MS, Asarnow JR, et al. Efficacy of dialectical behavior therapy for
adolescentshat high risk for suicide: a randomized clinical trial. JAMA Psychiatry.

2018;75(8):777-785. https://doi.org/10.1001/jamapsychiatry.2018.1109

Kothgassner OD, Goreis A, Robinson K, Huscsava MM, Schmahl C, Plener PL. Efficacy
of dialectical behavior therapy for adolescent self-harm and suicidal ideation: a systematic
review and meta-analysis. Psychol Med. 2021;51(7):1057-1067.

https://doi.org/10.1017/S0033291721001355

18


https://doi.org/10.1002/jclp.23134
https://doi.org/10.2196/66181
https://doi.org/10.3109/09638237.2011.651660
https://doi.org/10.1002/jclp.23754
https://doi.org/10.14713/pcsp.v7i2.1090
https://doi.org/10.1001/jamapsychiatry.2018.1109
https://doi.org/10.1017/S0033291721001355

32.

33.

34.

35.

36.

37.

38.

Cai M, Song X, Tong J. Efficacy of psychological interventions for adolescents with
borderline personality disorder: a systematic review and meta-analysis. Front Psychiatry.

2026:17:1833555. https://doi.org/10.3389/fpsyt.2026.1833555

Fleischhaker C, Bohme R, Sixt B, Briick C, Schneider C, Schulz E. Dialectical Behavioral
Therapy for Adolescents (DBT-A): a clinical trial for patients with suicidal and self-
injurious behavior and borderline symptoms with a one-year follow-up. Child,Adolesc

Psychiatry Ment Health. 2011;5:3. https://doi.org/10.1186/1753-2000-5-3

Mehlum L, Termoen AJ, Ramberg M, et al. Dialectical behavior therapy ,foradolescents
with repeated suicidal and self-harming behavior: a randomized trial. J Am Acad Child

Adolesc Psychiatry. 2014;53(10):1082-1091. https://doi.org/10.1016/j.jaac.2014.07.003

Mehlum L, Ramberg M, Tarmoen AJ, et al. Dialecticalybehavior therapy compared with
enhanced usual care for adolescents with repeated suicidal and self-harming behavior:
outcomes over a one-year follow-up. J AmAcad Child Adolesc Psychiatry. 2016;55(4):295-

300. https://doi.org/10.1016/j.jaac:2016.01.005

Syversen AM, Schenning V, Fjellheim GS, Elgen I, Wergeland GJ. Evaluation of dialectical
behavior therapy for adolescents, in routine clinical practice: a pre-post study. BMC

Psychiatry. 2024 Jun 14,24(1):447. https://doi.org/10.1186/s12888-024-05876-z

Pardg ES, Rivas AF, Barnier PO, Mirabent MB, Lizeaga IK, Cosgaya AD, Alcantara AC,
Gonzélez EV, Aguirre B, Torres MAG. A qualitative research of adolescents with
behavioral problems about their experience in a dialectical behavior therapy skills training

group. BMC Psychiatry. 2020 May 19;20(1):245. https://doi.org/10.1186/s12888-020-

02649-2.
Smith L, Hunt K, Parker S, Camp J, Stewart C, Morris A. Parent and Carer Skills Groups

in Dialectical Behaviour Therapy for High-Risk Adolescents with Severe Emotion

19


https://doi.org/10.3389/fpsyt.2026.1833555
https://doi.org/10.1186/1753-2000-5-3
https://doi.org/10.1016/j.jaac.2014.07.003
https://doi.org/10.1016/j.jaac.2016.01.005
https://doi.org/10.1186/s12888-024-05876-z
https://doi.org/10.1186/s12888-020-02649-2
https://doi.org/10.1186/s12888-020-02649-2

39.

40.

41.

42.

Dysregulation: A Mixed-Methods Evaluation of Participants’ Outcomes and Experiences.
Int J Environ Res Public Health. 2023 Jul 10;20(14):6334.

https://doi.org/10.3390/ijerph20146334.

Brandrett BD, Gajwani R. The impact of psychological interventions on functioning in the
context of borderline personality disorder features for adolescents and young adultsia
systematic review and meta-analysis. Early Interv Psychiatry. 2026;20(1):e70112.

https://doi.org/10.1111/eip.70112

Bo S, Sharp C, Kongerslev MT, Luyten P, Fonagy P. Improving treatment outcomes for
adolescents with borderline personality disorder through a socioecological approach.

Borderline Personal Disord Emot Dysregul. 2022;9:16. https://doi.org/10.1186/s40479-

022-00187-9
Cristea 1A, Gentili C, Cotet CD, Palomba D, Barbui C, Cuijpers P. Efficacy of
psychotherapies for borderline personality:disorder: a systematic review and meta-analysis.

JAMA Psychiatry. 2017;74(4):319-328. https://doi.org/10.1001/jamapsychiatry.2016.4287

Jargensen MS, Storebg OJ, Stoffers-Winterling JM, Faltinsen E, Todorovac A, Simonsen
E. Psychological therapies for adelescents with borderline personality disorder (BPD) or
BPD features=a systematic review of randomized clinical trials with meta-analysis and
Trial Sequential Analysis. PLo0S One. 2021;16(1):e0245331.

https://doi.org/10.1371/journal.pone.0245331.

20


https://doi.org/10.3390/ijerph20146334
https://doi.org/10.1111/eip.70112
https://doi.org/10.1186/s40479-022-00187-9
https://doi.org/10.1186/s40479-022-00187-9
https://doi.org/10.1001/jamapsychiatry.2016.4287
https://doi.org/10.1371/journal.pone.0245331



