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Abstract
Background: Dysregulating emotional and behavioural phenomena of patients with Borderline
Personality Disorder (BPD), such as repeated non-suicidal self-injury, are strongly affecting patients’
family members or partners. In addition, critical disapproval of this emotional and behavioural
phenomena by family members and reconciling understanding, affects the patients’ sensitivity for
rejection. As a result, individuals with BPD appear to have less satisfying social support. This negative
spiral possibly elicits further challenging behaviour. Therapy programs for BPD might therefore bene�t
from the inclusion of family members or partners in the treatment. One of the programs that includes
family members is the network training of Dialectical Behaviour Therapy (DBT). This study examines the
impact of the DBT network training on the perceived criticism of both patients and network members.

Method: This study follows a pre-post design where a DBT network training is given to 33 patients (mean
age 25 years) and 61 relatives during 8 group sessions. The degree of perceived criticism is measured by
using a self-report questionnaire.

Results: Results show that the overall scores of the perceived criticism scale decrease signi�cantly for
both patients and relatives after following the DBT network training. More speci�c, item scores of both
patients and relatives concerning how critical they looked towards the other and how critical they thought
the other looked at them also decreased signi�cantly after following the DBT network training.

Conclusion: Findings suggest that a DBT network training may be instrumental in decreasing levels of
perceived criticism. Further research may focus on the putative mechanisms of behaviour such as
improved perspective taking, behavioural change, and the evaluation of social cues.

Background
One of the most prevalent examples of emotion dysregulation disorders is Borderline Personality Disorder
(BPD), de�ned as “a pervasive pattern of instability of interpersonal relationships, self-image, and affects,
and marked impulsivity that begins in early adulthood and is present in a variety of contexts” (p. 456). (1)
Apart from emotion dysregulation, the disorder is characterized by e.g., impulsive aggression, repeated
non-suicidal self-injury (NSSI) and chronic suicidal tendencies (2). BPD has the highest rates of utilization
of psychosocial services. (3-5) In the Netherlands, the number of patients with a diagnosis of BPD is
estimated at 1 to 2% of the population. (6)

            Dialectical Behaviour Therapy (DBT) is a treatment program for individuals with BPD that was
developed by Marsha Linehan. (7, 8) Standard DBT consists of weekly skills training, weekly individual
therapy, telephone consultation between sessions if needed and team consultation for therapists. A meta-
analysis by Stoffers et. al. shows that DBT for BPD is especially helpful in the improvement of general
functioning and reducing inappropriate anger and NSSI. (9)  The DBT model understands the disruption
of the emotional regulation as the result of a transaction between emotional vulnerabilities (the biological
component) and the invalidating environment (the social component). It thus considers chronic and
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pervasive emotion dysregulation to lead to disruption of someone’s emotional life in all areas: identity,
behaviour, cognition and interpersonal.

An invalidating environment is one which lacks acknowledgement of the experiences or expressions of
emotions from an individual. As a response to a child that’s crying, an invalidating environment could say
‘why are you crying? There is no reason for crying. Just act normal’, and then soothe the child when it
throws a tantrum. Or answering to a child who says being thirsty they could say ‘you’re not thirsty, you
just have had a drink’. Expressed emotions, especially emotions linked to pain and suffering, are
punished by the invalidating environment by judging the emotion as inappropriate or neglect the emotion
until the reaction is seen as disproportional and then responds, thereby reinforcing extreme emotional or
behavioural reactions. The invalidating environment contributes to emotion dysregulation because it
does not teach the individual how to recognize, label and regulate their emotions. Nor does it teach the
individual how to tolerate frustrations. On the contrary, the individual learns to self-invalidate her or his
own experiences and emotions. (7, 8)

On the other hand, we know how di�cult it can be for the environment to respond in an appropriate way
to an individual with biological vulnerabilities like a high negative affect, high reactivity and lowered
inhibition to stimuli. If you are not equally sensitive, it is di�cult to understand the reaction of each other.
Family members or partners of people with BPD are directly affected by dysregulating emotional and
behavioural phenomena, including repeated (non-suicidal) self-injuries (NSSI). They experience severe
impact from the patient’s problem behaviour and are concurrently most likely the ones who affect the
patient. (10)

Research shows that invalidating responses lead to signi�cant changes in heart rate, skin conductance
and negative affect. (11) To reduce this autonomous bottom up emotional reactivity, (12) studies show
that self-destructive behaviour is helpful to reduce this, (13) but unfortunately leads to misunderstanding,
rejection, or invalidation in the environment. Also, individuals with BPD are more likely to evaluate social
cues in a negative way and notice criticism or rejection where others would not. Research from Domsalla
et al. (14) shows in a simulated computer game that participants with BPD reported a more intense
feeling of rejection when being rejected but also reported a more intense feeling of rejection while having
the same neutral interaction as others. Being prone to feeling rejected or suspected criticism can lead to
avoidance of social relationships and in the end to feelings of abandonment.This causes a negative
spiral of emotions and reactions where disruption of interpersonal contact in turn leads to increased
reactivity to social stressors in patients with BPD, and due to higher rates of perceived criticism, to a
stronger chance of relapse after treatment. (15) As a result, individuals with BPD appear to have less
satisfying social interaction and receive less support when they try to cope with their distress, causing
further impairment of their emotion regulation abilities. (16)

To reduce the tendency to evaluate social cues in a negative way, to minimisez drop out and relapse rates
for patients and maximise generalisation of new skills, therapy programs have been developed in the last
twenty-�ve years. More recently there is a growing tendency to include family members or partners in the
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treatment of BPD individuals to increase the degree of generalization of the therapy and enhance social
support. One of these therapy programs is the family network training of DBT. (17) In this training
patients and network are trained together.

Until now few studies have focused on the effect of standard DBT - including a network module - on the
transaction between individuals with BPD and their network members. What we do know is that
residential DBT has an in�uence on change in attachment style of BPD patients, (18) but as far as we
know, this is the �rst study to investigate the possible impact of a DBT family training with patients and
network members on perceived criticism towards each other. In this study, the DBT network training was
added to the standard DBT program. The network training was given every other week and uses the
standard DBT skills training as framework. Family members, partners and other important relatives or
friends of patients diagnosed with BPD received the DBT network training. The training consisted of eight
sessions in which patients together with family and friends, guided by the skills manual, (8) learned to
understand the theory of DBT and learned to apply the skills together.

To assess changes in interpersonal judgment we measured perceived criticism before and after family
network training.  It was hypothesized that after following the DBT network training patients and their
family would be less critical towards each other.

Method
Participants

This study comprises 33 female patients aged 17-50 (M=25.3 years, SD=8.6) who all participated in a
step-down DBT program at Jelgersma Center for Personality Disorders, based on  Linehan’s protocol (19)
which consisted of 3 months residential DBT plus 6 months of outpatient DBT. (20) Originally the group
of patients consisted of 36, but three patients dropped out.

All patients met the criteria for Borderline Personality Disorder according to the Dutch version of the
Structured Clinical Interview for DSM-IV Axis II personality disorders (SCID-II) (21, 22) and showed a
severe level of borderline symptomatology (> 24 on the Borderline Severity Index; BPDSI) (23) with
parasuicidal behaviour present in the last month preceding the start of residential DBT. Other inclusion
criteria were adequate understanding of the Dutch language and living within travelling distance from
Leiden. Exclusion criteria were an IQ<80, a chronic psychotic condition, bipolar disorder, drug abuse that
requires inpatient detoxi�cation, forced treatment framework, and DBT treatment in the year preceding
intake.

The network training was considered part of the residential DBT program, but in the event of a network
that could not or did not want to cooperate the patient could continue the residential DBT program.
Patients were informed about the residential program through an extensive script, they were asked to read
the script and there was an appointment where they could ask questions about it. Then they were asked
to �ll in an informed consent about the program, about permission to make video recordings of sessions
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and where they gave permission to evaluate the effectiveness of the program. In conclusion they were
informed about the fact that all information would be processed anonymously. Patients could bring
family members, partners, friends or other persons of importance to them to the DBT network training. All
33 patients followed the DBT network training, 31 of them together with their network. The network group
consisted of 61 people:  mothers (N=21), fathers (N=16), partners (N=11), sisters (N=6) and friends (N=7).
All patients and network members were asked to sign a written informed consent about the use of the
data for scienti�c purposes.

 

Measures

The perceived criticism (PC) scale (15) re�ects how critical an individual is towards his or her
environment and how critical someone experiences their environment to him or her. Two questions are
asked: ‘how critical are you of your relative?’ and ‘how critical is your relative of you?’. The scale is a 10-
point Likert scale from not at all critical to very critical indeed. Patients �lled in the PC scale that refers to
the family member(s), partner or other important relative they brought with them to the DBT network
training. Network members who came with a patient to the DBT network training �lled in the PC scale that
refers to the patient. The scales were �lled in at the end of the �rst session and again at the end of the
last one, after 16 weeks.

 

Intervention

The DBT network training consisted of 8 sessions of two hours (break included), every other week. This
network training was based on the network training of Hoffman, Fruzzetti & Swenson. (18) The meetings
were always planned in the beginning of the evening to give network members with jobs the opportunity
to participate without having to take leave. The DBT network training was led by experienced skills
trainers from the DBT team who received supervision on a regular basis by the second author, who is a
certi�ed DBT clinician.

            The �rst two meetings of the training consisted of psycho-education (information about the
treatment program of dialectical behaviour therapy and about Borderline Personality Disorder), followed
by the commitment question i.e. whether the participants were willing (and able) to participate in all
sessions of the skills training part of the training. The content of the next six meetings was structured as
follows: the start of the session consisted of a mindfulness exercise given by one of the trainers, followed
by an overview of the content of that session and last week’s theory was summarized. This summary
was followed by discussing the homework assignments by patients and their relatives and after a short
intermission �nally new theory was discussed and practiced (including role plays in the group). The
theory of the third, fourth, �fth and sixth meetings was respectively mindfulness, interpersonal
effectiveness, emotion regulation and distress tolerance. The last two meetings of the training consisted



Page 6/14

of evaluating all the DBT skills previously discussed. At the end of the last meeting there was an
evaluation of how to continue practicing the DBT skills in the future.   

 

Procedure

All patients participated in an intensi�ed adapted DBT program, which consisted of 3 months residential
DBT plus 6 months of outpatient DBT. (24) In residential DBT, support staff were present during o�ce
hours to help the patients apply DBT skills. Different program parts were added to the standard DBT
program like daily mindfulness classes, daily meetings about living together as a group, weekly drama
therapy, weekly group sessions on validation skills and chain analyses and every other week the network
training was given. Therefore, the network training was also a part of the 3 months residential DBT
program. Patients could choose who they wanted to participate with in the DBT network training. In
clinical practice, this meant that mothers, fathers, partners, friends and siblings were invited in person by
the patients to join the DBT network training with them.

As mentioned before at the end of the second meeting, all participants were asked for commitment to
continue training in the skill modules. Commitment not only consisted of participating in the remaining
meetings, but also the willingness to practice the skills material and practice homework assignments
together (both network member and patient).

At the start of the �rst network training session everyone was asked to �ll in the PC scale. At the end of
the last network-training session, everyone was asked again to �ll in the PC scale.

Data collection took place during the years that residential DBT was provided by the Jelgersma Centre. In
the last part of this period, the study of the effectivity of residential DBT treatment took place (24) but the
collection of data of the network training was not included in the study protocol. The scienti�c
commission and the board of GGZ Rivierduinen agreed to support the execution of the data collection.

 

Statistical analyses

Statistical analyses are performed by SPSS for windows version 22. The impact of the DBT network
training is determined by paired sample t-tests. Scores of the perceived criticism scale before and after
following the DBT network training were compared. All tests where two-tailed tests and alpha was set at
.05. To determine the size of the effect, Cohen’s d is calculated. The formula d = t/√n is used because of
the within-subject design. (25)

Results
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The results of the paired sample t-tests, as showed in Table 1, were used to identify signi�cant
differences between PC scale score before and after following the DBT network training. First, we
examined whether the DBT network training led to change in the overall PC scale rates.

 

  Pre Training (T0)

 

Post Training (T1)

 

Outcomes

 

  M (Sd) M (Sd) T Df P Cohen's d

Total scores PC scale

PC Patient (N33) 6.91 (1.84) 5.01 (1.47) 7.90 32 0.00 1.38

PC Relative (N61) 6.54 (1.40) 4.89 (0.99) 7.57 30 0.00 1.36

Table 1 Pre and post scores concerning the DBT network training of the perceived criticism scale (PC),
total scores.

The perceived criticism scores of both patients and network members were signi�cant higher before the
DBT network training than after the training with a large effect (Figure 1).

Next, we examined whether the DBT network training led to changes in scores of the two separate items
of the PC scale, because these differentiate  between how critical they looked towards the other and how
critical they thought the other looked at them (Table 2).  The difference in scores of patients and their
relatives concerning how critical they think the other is towards them, decreased signi�cantly after
following the DBT network training, with a large effect. The difference in the scores of patients and their
relatives concerning how critical they are towards the other, also decreased signi�cantly after following
the DBT network training, with a large effect.

 

Table 2 Pre and post scores concerning the DBT network training of the perceived criticism (PC) scale:
subscales.
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  Pre Training (T0)

 

Post Training (T1)

 

Outcomes

 

  M (Sd) M (Sd) T Df P Cohen's d

Item:  ‘How critical do you think your relative is towards you?’

PC Patient (N33) 7.48 (1.69) 5.27 (1.49) 7.16 32 0.00 1.25

PC Relative (N61) 6.91 (2.19) 5.30 (1.60) 6.21 30 0.00 1.12

Item: ‘how critical do you think you are towards your relative?’

PC Patient (N=33) 6.34 (2.39) 4.75 (1.92) 5.76 32 0.00 1.00

PC Relative (N=61) 6.16 (1.43) 4.48 (0.96) 5.77 30 0.00 1.04

             

 

 

Discussion
To our knowledge, this is the �rst study to examine the impact of a DBT network training on perceived
criticism of patients and family members, partners and other important relatives towards each other. As
hypothesized, we found that the overall scores of the perceived criticism scale decreased signi�cantly for
both patients and relatives after following the DBT network training. Given the large effect sizes, this may
be considered a highly relevant �nding, although the speci�c mechanisms underlying the indicated
change remain unclari�ed as yet.                                                   It can be argued that the results cannot be
explained by an interactional change. Relatives and members of the network might take advantage of the
fact that they are trained in the DBT skills. Research shows that it is common to �nd psychiatric disorders
in relatives of individuals with BPD. Most common disorders are primarily characterized by negative
affect like depression, anxiety and trauma related disorders and di�culties in impulse control like
substance abuse. (26) It is possible that such disorders were present during the DBT network training.
The results then would indicate that through the training the network members learn how to react better
to the patient but also how to cope with and manage their own distress. This might explain why the
positive results on the PC scale were also found by the relatives of people with BPD.      

         A more cognitively based explanation for the results could be that a change in perspective taking
takes place. Change in perspective taking means the ability to see the world from your own or from others
perspective. (27) Perspective taking is an important feature of social cognition and interpersonal
communication. (28) The meta-analysis of Berkhout and Malouff (29) shows that we can train
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perspective taking consisting of cognitive, behavioural and affective elements to help develop the
understanding of (other peoples) feelings, react accurately to the feelings of others and feel the same
emotions that someone else is feeling. The decrease in perceived criticism could point out that the
network training results in changing emotion regulation processes and subsequently in creating the
possibility of a less critical and more realistic stance for both patients and network members.
Unfortunately, we have no data on the emotion regulation processes because the data of the e�cacy
study (24) could not be used. The change in perspective taking can be in�uenced directly by role playing
during the DBT network training. It gives the patients the opportunity to feel validated because they are
ahead of their families in that they already know some of the skills applied. Patients and family members
are asked to take each other’s perspective in a role play. On this way, they can experience and feel how
certain (di�cult) interpersonal situations that can arise in normal life can be for the other. During the role
play trainers (and participants) also can help by shaping new (emotional) reactions for both patients and
family members. Besides directly in�uencing perspective taking, analysing situations together and talking
about different ways to react or respond to each other for sixteen weeks could also change the
perspective by reconciliation and �nding a new way to connect with each other. Perspective taking is one
of the core elements of DBT and mentalization. Mentalizing includes the interpretation of your own or
others behaviour based on mental states of thoughts, believes, desires or feelings. (30) Montgomery-
Graham (31) shows that DBT enhances the perspective taking skills by making automatic or indirect
thoughts, feelings and behaviour more explicit, for example through the process of chain analysis. When
mentalization is more explicit, helped by interpersonal skills learned in DBT, people can better in�uence
their behaviour instead of being led by impulsive, automatic responses. 
        From a behavioural framework it can be hypothesized that attending to a skill training and doing
homework assignments together leads to changes in (interpersonal) behaviour and thus changes the
interaction between patients and family members. Also, patients and relatives learn and train new
behaviour and social skills in the training session. This is a form of active learning. (32) We know that
active learning is superior to passive learning (33) when it comes to learning new skills. According to the
research of Holsbrink-Engels (34) role plays are most common to practice the development of
interpersonal skills. This way individuals not only learn theoretical new skills, but also practice new
behaviour directly in the group through role play.  Moreover, patients and relatives were motivated to plan
homework sessions between two training meetings. In this way they trained a lot of interpersonal and
emotion regulation skills by planning, spending time together and carrying out the homework
assignments together. Also, because the homework was discussed in the following meeting, feedback
and encouragements of other families/networks could reinforce their interactions and behaviour change.
Spending time together with important relatives and receiving support might also contribute to positive
long-term effects for patients with BPD. Research from Hooley and Hoffman (35) showed that higher
emotional involvement from family/network members leads to better longitudinal results in patients with
BPD.  
Behavioural change may redirect the circle of invalidation by learning new interpersonal skills for both
patients and network members. (36) This supports the notion that BPD is a transactional, systemic
disorder in which all parts of the system in�uence each other. Furthermore, support for the behavioural
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change comes from observations made during the DBT network training. Patients and network members
show changed behaviour towards each other. The following quote of a father who participated in the DBT
network training with his daughter can be seen as an example. During the last session of the training
father said:

“I never realised till this training that I was judging you. Whenever I was trying to reach out a hand to help
you, I thought you refused to take it because you blamed me for your problems. And I got mad at you.
Now I see that you couldn’t see my hand because of your regulation problems. And my own.”

A strength of this study is the fact that this study has been conducted in clinical practice. This kind of
research gives a representation of effects and achieved results without all kind of preconditions.

The present study is limited in several ways. First of all, we missed control measures by a lack of a
control group. Although the effect sizes are big, results have to be interpreted with caution. The DBT
network training was a training added to the standard DBT program, so we don’t know if the results are
speci�cally attributed to the DBT network training or to the fact that patients were in psychological
treatment in general. Secondly, the residential DBT program was a supra-regional program. This could
have in�uenced the external validity of this study because of the high level of expertise in this clinic and
the fact that all attendees needed to be highly motivated to participate in the program since they came
from all over the country. It should be noted that patients and their network members had the opportunity
to refuse future participation at any time without consequences for the treatment. However, there were no
refusals. Next, all participants were referred to the treatment centre because of a high burden of illness,
seen as untreatable by the referring hospitals. Results from this group might therefore differentially apply
to patients with a lower illness burden. A further limitation is that attachment style of patients and
network members could not be systematically assessed. Oostendorp and Chakhssi (18) showed that
attachment style and change in attachment style of BPD patients can be a predictor of psychological
functioning. The possible in�uence of attachment style of patient and network members and how this
might in�uence the degree of change in the context of perceived criticism could be the focus of future
research.  

Conclusion
If we take up the gauntlet of Kirtley and colleagues (37) in which they asked to address the concept of
criticism in designated interventions because caretakers of individuals with BPD experience higher levels
of burden and criticism than other caretakers, we can on the hand of our present �ndings conclude that
adding a network training (of 8 sessions duration) to a standard DBT program seems to be feasible. We
found that the application of the DBT network training in the context of a DBT program resulted in a
signi�cant decrease in scores on the perceived criticism scale. This study contributes to our knowledge of
the relationship between the DBT network training for patients and social network and perceived
criticism. The results seem to support the biosocial theory of DBT where the importance of the
transaction between an individual and the invalidating environment is emphasized. However, a multitude
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of mechanisms might play a role in the changes found. Whether adding a network training enhances the
e�cacy of a DBT program concerning the BPD problems of patient stays unanswered. Therefore, further
research is needed to understand the relationship between DBT treatment, the application of the DBT
network training and perceived criticism.
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Criticism.
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Figure 1

Average scores of the total PC scale pre and post DBT network training for patients and their relatives.


