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p = 0.54). However, removing the hospitalisation days for the pa-
tient who began treatment as a long-term inpatient, the difference 
was statistically significant (incidence rate ratio 9.08, 95% CI 1.01–
81.6, p = 0.05).

  Six-month post-intervention follow-up data was obtained for 
14 of the 19 patients allocated to DBT who completed the full 12 
months of treatment. A standardised self-harm interview was used 
to assess self-harm frequency during the follow-up period. The 
mean number of days with self-harm in the last 2 months of treat-
ment for DBT completers was 1.79 (SD 3.68) whilst the mean num-
ber of days with self-harm during the 6 months after treatment was 
1 (SD 1.80), i.e. a rate of 0.33 days per 2-month period. A Wilcox-
on signed-rank test showed that this was not a significant differ-
ence (z = 1.42, p = 0.16). No DBT completers had any inpatient 
hospitalisations during the 6-month follow-up period. For treat-
ment dropouts, the rate of follow-up was too low (8 of 21 partici-
pants) to render statistical comparison valid.

  Our findings on hospitalisation concur with international 
RCTs that have shown DBT can reduce hospitalisation  [3, 4] , but 
are in contrast with another UK RCT which found hospitalisation 
days did not differ between DBT and TAU  [5] . Treatments which 
reduce the use of inpatient resources are particularly important, 
given that patients with BPD have been found in several studies to 
make greater use of inpatient psychiatric services than patients 
with other personality disorders  [6]  and than patients with major 
depressive disorder  [7] . The high healthcare costs (and presumably 
patient distress) resulting from such frequent hospitalisation ren-
der the implementation of interventions that can reduce hospi-
talisation an important priority for this patient group.

 In 2012 in this journal we published the results of a pragmatic 
randomised controlled trial (RCT) of dialectical behaviour therapy 
(DBT) versus treatment as usual (TAU) in the United Kingdom 
National Health Service for patients with borderline personality 
disorder (BPD) and frequent self-harm  [1] . This was a sample of 
80 patients, 40 allocated to DBT and 40 to TAU. In this publication 
we reported on the primary outcome, self-harm, and showed that 
patients in the DBT condition achieved a significantly greater re-
duction in self-harm frequency over time than patients in the TAU 
condition. We report here the effect of DBT compared to TAU on 
inpatient service use, and a follow-up 6 months after the end of 
treatment. The sample and treatment characteristics are reported 
in full in the original RCT publication  [1] .

  Data on psychiatric hospitalisation were collected by interview-
ing patients at two monthly intervals using the Client Service Re-
ceipt Inventory  [2] , which was then triangulated with data from 
electronic patient records.  Figure 1  shows the percentage of pa-
tients admitted to hospital in each condition in the year before and 
the year during treatment. In the year prior to treatment, 24 pa-
tients had been hospitalised with the number of inpatient days 
ranging from 0 to 365 (mean 20.5, SD 63.1). The number of inpa-
tient days in the year prior to treatment did not differ between 
conditions. During the 12-month intervention period, 2 patients 
allocated to DBT and 11 allocated to TAU were hospitalised. For 
the 2 patients hospitalised in the DBT condition, 1 was hospitalised 
following dropping out of DBT, whilst the other was a long-term 
inpatient when beginning DBT, and remained so for the first 3 
months of treatment. A logistic regression showed that the odds of 
hospitalisation during the intervention period were significantly 
higher in patients allocated to the TAU condition (odds ratio 4.68, 
95% CI 1.20–18.3, p = 0.03). This difference remained significant 
after adjusting for whether patients had been hospitalised in the 
year prior to treatment (adjusted odds ratio 10.77, 95% CI 1.96–
59.2, p < 0.01). The total number of inpatient days per person over 
the year was lower in the DBT condition (mean 4.0 days, SD 20.0) 
than in the TAU condition (mean 8.4 days, SD 17.6), but a negative 
binomial regression showed that this was not a statistically sig-
nificant difference (incidence rate ratio 2.06, 95% CI 0.21–20.5,
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  Fig. 1.  Percentage of patients hospitalized in each condition. 
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  We showed that patients completing DBT did not experience 
an increase in self-harming behaviour once discharged from treat-
ment. In fact, self-harm on average continued to decrease follow-
ing treatment, although this decrease was not statistically signifi-
cant. This occurred despite their high initial rate of self-harm 
(mean 23 days per 2-month period, SD 26.0). Thus self-harm was 
initially a major problem for these patients, yet they did not regress 
once treatment finished. This is significant given that discharge 
from DBT entails a large reduction in support and therapeutic 
time. In addition, therapeutic endings are known to sometimes be 
distressing and problematic for patients with BPD  [8] . The find-
ings concur with other post-intervention follow-ups of patients 
receiving DBT  [4, 9, 10] .

  The findings presented here indicate that DBT should be con-
sidered an effective intervention for keeping self-harming patients 
with BPD out of hospital, and that positive effects on self-harm and 
hospitalisation are sustained once treatment is over. Limitations in-
cluded the poor follow-up rate amongst treatment dropouts, and 
the impossibility of making a comparison with follow-up data from 
those allocated to the TAU condition, since once the initial 12-month 
study period was over, patients allocated to TAU began a course of 
DBT. In addition, it may have been challenging for patients to recall 
accurately all episodes of self-harm over the 6-month post-interven-
tion follow-up period. Future research on DBT should include a 
longer post-treatment follow-up period and should direct more re-
sources towards following up treatment dropouts.

  Acknowledgements 
 The research reported here was funded by a National Institute 

for Health Research for Patient Benefit (grant PB-PG-0906-10540) 
and an NIHR Doctoral Research Fellowship (DRF-2009-02-11). 
The views expressed are those of the authors and not necessarily 
those of the NHS, the NIHR or the Department of Health.

  Disclosure Statement 
 The authors have no conflicts of interest to disclose.
 

 References 
  1 Priebe S, Bhatti N, Barnicot K, Bremner S, Gaglia A, Katsakou C, Molo-

sankwe I, McCrone P, Zinkler M: Effectiveness and cost-effectiveness of 
dialectical behaviour therapy for self-harming patients with personality 
disorder: a pragmatic randomised controlled trial. Psychother Psycho-
som 2012;   81:   356–365. 

  2 Beecham J, Knapp M: Costing psychiatric interventions; in Thornicroft 
G (ed): Measuring Mental Health Needs, ed 2. London, Gaskell, 2001. 

  3 Linehan MM, Armstrong HE, Suarez A, Allmon D, Heard HL: Cogni-
tive-behavioral treatment of chronically parasuicidal borderline patients. 
Arch Gen Psychiatry 1991;   48:   1060–1064. 

  4 Linehan MM, Comtois KA, Murray AM, Brown MZ, Gallop RJ, Heard 
HL, Korslund KE, Tutek DA, Reynolds SK, Lindenboim N: Two-year 
randomised 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:   757–767. 

  5 Feigenbaum JD, Fonagy P, Pilling S, Jones A, Wildgoose A, Bebbington 
PE: A real-world study of the effectiveness of DBT in the UK National 
Health Service. Br J Clin Psychol 2012;   51:   121–141. 

  6 Hörz S, Zanarini MC, Frankenburg FR, Reich DB, Fitzmaurice G: Ten-
year use of mental health services by patients with borderline personal-
ity disorder and with other axis II disorders. Psychiatr Serv 2010;   61:   612–
616. 

  7 Bender DS, Dolan RT, Skodol AE, Sanislow CA, Dyck IR, McGlashan 
TH, Shea MT, Zanarini MC, Oldham JM, Gunderson JG: Treatment uti-
lization by patients with personality disorders. Am J Psychiatry 2001;   158:  
 295–302. 

  8 Linehan MM: Cognitive-Behavioral Treatment of Borderline Personal-
ity Disorder. New York, Guildford Press, 1993. 

  9 Linehan MM, Heard HL, Armstrong HE: Naturalistic follow-up of a be-
havioral treatment for chronically parasuicidal borderline patients. Arch 
Gen Psychiatry 1993;   50:971–974. 

 10 Van den Bosch LM, Koeter MW, Stijnen T, Verheul R, van den Brink W: 
Sustained efficacy of dialectical behaviour therapy for borderline person-
ality disorder. Behav Res Ther 2005;   43:   1231–1241. 

  

D
ow

nl
oa

de
d 

by
: S

. P
rie

be
 -

 1
36

05
1

86
.2

8.
73

.1
61

 -
 4

/2
5/

20
14

 1
2:

17
:0

6 
P

M




