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Background to our research   
§  Specialist service for BPD and Eating Disorders 

§  Ten years ago: Using both Dialectical Behaviour Therapy 
(DBT) and Conversational Model (CM) – believe that both 
models effective (based on clinical experience) 

§  Can we tell which model is best for whom? 

§  To date, CM not evaluated against another active treatment 

§  First step was to do a study comparing CM to an established 
treatment 

§  RCT for BPD examining DBT & CM 
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2 
What I’ve learnt along the way about 

clinical research 
§  Things I’d learnt at Uni, things I vaguely knew about, 

things I didn’t know at all 

§  All of them important in recognising the factors that 
affect outcomes in clinical trials beyond how ‘good’ a 
particular model is. 

§  Why bore you with this research stuff? 

§  Clinicians want to do what works. 

§  How do we evaluate what works? 
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Efficacy vs effectiveness vs           
hybrid efficacy / effectiveness   

§  Efficacy involves tightly controlled design in order to 
test if an intervention works in ideal conditions.                 

§  Effectiveness – does this work in  

    standard clinical settings                                     



5 

Factors affecting outcomes in trials   
§  Researcher allegiance to model 

§  Models initially tested by treatment developers 

§  Model is usually developed in a thorough and clear way 

§  Have the passion to carry it through 

§  Problem: researcher allegiance effect 

§  Also need research by independents 



6 

Factors affecting outcomes in trials   
§  Intention to treat analysis vs completer analysis  

§  Intention to treat analysis takes everyone into account, 
including those who drop out. Who ‘started’ therapy. 

§  Completer analysis only looks at those that finish.  

§  Both tell slightly different stories. 
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Understanding components of research 
§  Need efficacy and effectiveness trials 

§  Need treatment developers to develop / test models 
and need people independent to do so also 

§  Need intention to treat and completer analyses 

§  As clinicians need to understand which of the above 
it is so know how to interpret it. 
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Factors affecting outcomes in trials   
§  Adherence – in other words are you actually doing 

the treatment? 
–  E.g., In CM, setting an agenda at the start of the model 

would be non-adherent to the model.  
–  In DBT, not setting an agenda based on target hierarchy 

would be non-adherent to the model.  

§  Adherence retrospectively vs  

§  Done over time + feedback 
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Factors affecting outcomes in trials   
§  No BPD trial so far has been powered to see if two 

models are equally effective.  
–  If you’re comparing 2 active models of treatment and your 

hypothesis is that they’re the same, then this is an 
equivalency trial and needs much higher power 

§  Looking at longer-term follow-up. Do people sustain 
the gains they made in treatment? 

§  Dealing with missing data 
–  Difficulty getting people to come back 
–  What do you do if don’t have the data 
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RCT of DBT and CM for BPD at CFP 

 
§ Wanted to look at these 2 active treatments, but 
didn’t want to do an equivalency design (no need to 
be trailblazers here!) 

Hypotheses 
1. DBT will be more effective at reducing deliberate 
self-harm 
2. CM will be more effective at                         
reducing depression 
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Participants 
§  Inclusion criteria: 

–  Persons meeting diagnostic criteria for BPD 
–  Minimum of 3 parasuicidal episodes in past 12 months 

–  Aged between 18-65 years 

§  Exclusion criteria: 

–  Prior treatment with DBT or Conversational Model 
–  Alcohol or other drug dependence (can enter study & treatment once 

no longer dependent) 

–  Acute psychotic illness 

–  Developmental disability 
–  Unable to speak or read English 
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Design 
§  Persons referred to specialist public sector service for 

BPD, and meeting inclusion criteria, invited to participate. 

§  If they consent, randomly allocated to DBT or CM & 
stratified according to gender and anti-depressant use 

§  Approx ½ therapists doing both models, ¼ doing DBT only; 
¼ doing CM only. 

§  Assessment completed by RA blind to treatment condition 

§  Both groups receive 14 months of therapy.  

§  Assessed at multiple time periods 
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Eligible: 
 

Meet diagnostic criteria for BPD  
Min of 3 self-harm episodes in past year 

Between age of 18-65 
Consent to randomisation 

 

Ineligible 
 

Did not meet inclusion criteria OR  
Did not consent to randomisation 

 
Potential persons referred to service 

 

Dialectical Behaviour Therapy Conversational Model 

 
Mid-treatment assessment (7 months) 

 
Mid-treatment assessment (7 months) 

 
Post-treatment assessment (14 months) 

 
Post-treatment assessment (14 months) 

Follow  up at 1 year post-treatment 
 

Follow – up at 1 year post-treatment 

 
Follow – up at 2 year post-treatment 

Follow – up at 5 year post-treatment 

Follow – up at 2 year post-treatment 

Follow – up at 5 year post-treatment 

Randomised 

Total 
sample 

size of 162 
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Treatment  
§  In DBT treatment arm: 

– Weekly individual therapy (1 hour) 

– Weekly skills training group (2.5 hours)  

– Therapist weekly consultation group (1 hour) 

– access to individual therapist by phone during 
working hours or access to DBT therapist 
rostered on on-call phone 8:30am-10:00pm 
daily, 7 days per week. 



15 

Treatment  
§  In CM treatment arm: 

– 2x weekly ind therapy (1 hr each session) 

– Access to therapist by phone during working 
hours 

– Therapists receive weekly supervision 
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Adherence 
§  In DBT treatment arm: 

–  Grant received to conduct adherence coding for DBT 
sessions with reliable coder on DBT Adherence Scale 
and this is currently underway 

§  In CM treatment arm: 

–  There is an existing adherence scale for Psychodynamic 
Interpersonal Therapy (PIT), a similar therapy to CM.  

–  PIT scale modified by Doctorate student for CM and 
evaluated for it’s psychometric properties 
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Clinician administered measures  
§  Structured Clinical Interview for DSMIV – Axis I Disorders 

(SCID-I; First et al, 1996) 

–  Substance Abuse, Mood Disorders, Anxiety Disorders 

§  Structured Clinical Interview for DSMIV – Axis II Disorders 
(SCID-II; First et al, 1996) 

§  Suicide Attempt Self-Injury Interview (SASII; Linehan et al, 2006) 
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Self-report measures  
§  Beck Depression Inventory II (BDI-II; Beck et al, 1996) 

§  Inventory of Interpersonal Problems (IIP; Horowitz et al, 1988) 

§  Kentucky Inventory of Mindfulness Skills (KIMS; Baer et al, 
2004) 

§  Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986) 

§  Working Alliance Inventory (WAI; Horvath & Greenberg, 1989) 
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Additional information 
§  Clients: 

–  Service Utilisation 

–  Qualitative data re: goals, preference for structure / groups 

§  Therapists:   

–  Working Alliance Inventory 

–  Therapeutic allegiance 
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Baseline data to date 
§  162 participants consented to participate 

§  81 randomised to DBT, 81 randomised to CM. 

§  75% females and 25% male 

§  Retention rates in study 

–  67% retention at post-treatment for data collection 

§  Final post data will be collected July 2014.  
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