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Abstract
Background: While dialectical behaviour therapy (DBT) has much empirical support 
for treating borderline personality disorder (BPD) and other conditions, little research 
has examined the dissemination of DBT in Southeast Asia.
Aims: This study evaluated training outcomes following a 5- day intensive DBT train-
ing programme in a group of psychologists in Singapore, who were in the process of 
implementing DBT as part of the training's objectives.
Methodology: A mixed- methods design was employed. Fourteen psychologists from 
a public psychiatric hospital in Singapore were recruited. Seven self- selected into DBT 
training, and the remaining were matched controls who were not attending the train-
ing programme. The latter served as a nonrandomised control group. Prior to and 
3 months after training, all participants completed measures of stigma towards BPD 
patients, burnout and therapeutic alliance. DBT training participants additionally at-
tended a focus group discussion assessing their experiences and challenges imple-
menting DBT in Singapore's context.
Findings: Quantitative analyses using mixed ANOVA showed that, compared with con-
trols, DBT- trained participants demonstrated significantly greater increases in accept-
ance towards BPD patients. No between- group differences were found on changes in 
burnout or therapy alliance with patients. Analyses of qualitative data using thematic 
analysis revealed that DBT training impacted the way participants conceptualised and 
delivered therapy for BPD patients, and highlighted several challenges in implement-
ing DBT in the local hospital context.
Conclusion: The findings demonstrate the potential of DBT training in improving clini-
cians' attitudes towards BPD patients and support a need for policymakers to prepare 
organisations for DBT implementation to ensure programme sustainability.
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1  |  INTRODUC TION

Dialectical behaviour therapy (DBT) is a third- wave cognitive 
behavioural therapy that synthesises mindfulness with change- 
oriented cognitive behavioural therapy principles and strategies 
(Linehan, 2015). Initially designed for individuals with recurrent 
suicidal behaviours, DBT has been shown to be effective in treat-
ing borderline personality disorder (BPD; Chapman, 2006; Koekkoek 
et al., 2006), a condition characterised by extreme difficulties with 
regulating emotions (Harned et al., 2006; Westen, 1991).

The core dialectic of DBT involves balancing acceptance and 
change, wherein clinicians incorporate validation and problem- 
solving as key treatment strategies. A meta- analysis found that in-
dividuals with BPD demonstrated reduced parasuicidal behaviour, 
suicidal risk and dropout rates after DBT (Panos et al., 2014). DBT 
has also been applied for other conditions, such as eating disorders, 
post- traumatic stress disorder, treatment- resistant depression and 
substance use disorders (Ritschel et al., 2015). Standard DBT con-
sists of four components, namely individual therapy, DBT skills train-
ing (which involves teaching patients four core skills of mindfulness, 
distress tolerance, emotion regulation and interpersonal effective-
ness, usually in a group setting), phone coaching between therapy 
sessions and a therapist consultation team (Linehan, 1993). The lat-
ter requires the formation of a team of DBT providers who work 
closely with one another to treat patients and is strongly encouraged 
when carrying out DBT.

1.1  |  DBT training for therapists

With its expanding evidence base, there has been an increasing de-
mand for DBT training worldwide (Swenson, 2000). Among several 
training programmes, Behavioral Tech offers a 10- day DBT Intensive™ 
training (Behavioral Tech, 2019; Landes & Linehan, 2012) specifically 
for clinicians interested in establishing DBT teams. Developed based 
on the programme change model (Simpson & Flynn, 2007), the train-
ing equips teams with skills to lead and implement a DBT programme 
in their local treatment setting (Landes & Linehan, 2012). The training 
has two parts, each comprised of a 5- day instructor- led workshop. 
Parts 1 and 2 are separated by several months of independent study, 
homework assignments and consultation with a Behavioral Tech 
mentor. In Part 1, teams are introduced to the foundations of DBT 
(e.g., assumptions and principles), and are taught how to structure 
DBT sessions with their patients, manage patients in crisis and other 
treatment delivery strategies via a combination of didactic teaching, 
role- play exercises and live demonstrations. Part 2 serves to review 
homework tasks and is a platform for workshop participants to dis-
cuss implementation issues encountered.

Dialectical behaviour therapy training may have positive effects 
for mental health professionals that could translate into positive 
treatment outcomes for patients. Researchers have studied the im-
pact of DBT therapist training on certain therapist- related factors 
such as burnout and their stigma towards patients. Additionally, 

the effects of DBT training on the therapeutic alliance, the work-
ing and emotional relationship between therapist and patient 
(Martin et al., 2000), may be worth studying, having been identi-
fied as underlying the positive effects of psychotherapy (Bachelor 
& Horvath, 1999; Martin et al., 2000). These factors are reviewed 
below.

Existing literature pertaining to DBT training and therapist burn-
out is mixed. Carmel et al. (2013) found that clinicians reported lower 
levels of exhaustion and fatigue following a comprehensive 10- day 
DBT training programme. Other studies showed that DBT training 
had no effect on burnout (Clarke et al., 2015), or even resulted in a 
short- term increase in burnout (Perseius et al., 2007) that could be 
attributed to initial difficulties with grasping DBT concepts and early 
implementation of DBT strategies, resulting in elevated stress levels.

Several studies have linked reduced stigma towards patients 
with BPD with DBT training. As the treatment emphasises vali-
dation and cultivating a non- judgemental perspective towards 
persons with BPD (Linehan, 2015), training in it could facilitate 
more accepting attitudes towards a patient population sometimes 
stigmatised by service providers (Cleary et al., 2002; O'Key, 2014). 
In one study, mental health workers demonstrated improved at-
titudes towards individuals with BPD following a 2- day DBT 

Implications for Practice and Policy

• Taken together, the results indicate that dialectical 
behaviour therapy (DBT) training may increase partic-
ipants' acceptance of patients with borderline personal-
ity disorder, likely through changing their perspectives 
of the patients' experiences (i.e., increased empathy and 
reduced judgement).

• Helping therapists gain more accurate or empathetic 
perception of their patients may thus be needed to miti-
gate the high emotional load that is faced when working 
with clients who display challenging behaviours or other 
complex cases.

• During implementation of DBT, therapists require ongo-
ing support, such as in the form of practical resources or 
input from a community of therapists, which was under-
stood by the study sample to refer to consultation with 
DBT experts or peer support from their teammates and 
other therapists in training.

• While psychologists based in Singapore emphasised the 
importance of cross- cultural application of therapeutic 
interventions, their narratives also highlight that organi-
sational pretreatment, previously described by Michaela 
Swales (2010), might be applicable across various cul-
tures and imperative for the success of DBT implemen-
tation efforts. It is recommended that service providers 
look into preparing their organisation prior to making 
the clinical decision to provide DBT treatment.
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training (Hazelton et al., 2006). Qualitative analyses revealed 
that the workers were more reflective after incorporating mind-
fulness practice into their lives, reported increased awareness of 
their own negative beliefs and actively improved their attitudes 
towards patients. Others found that mental health professionals 
tended to report less stigma towards individuals with BPD after 
attending DBT training (Clarke et al., 2015; Haynos et al., 2016). 
A cross- sectional study involving nurses at a residential facil-
ity who attended a 12- week DBT training (Haynos et al., 2016) 
found a significant decrease in stigma towards patients with BPD. 
However, since there was no control group, increased exposure to 
the patients over 12 weeks might account for this finding (Knaak 
et al., 2017). In a randomised controlled trial conducted by Clarke 
et al. (2015), participants who attended acceptance and commit-
ment therapy- based training and DBT training did not report sig-
nificant differences in stigma towards patients with personality 
disorders. Without a passive control group, Clarke et al. (2015) 
could not attribute the effects of DBT training to training itself. 
None of these studies utilised controls, which precludes ruling out 
other confounding factors on training outcomes.

While no studies have directly examined the effects of DBT train-
ing on therapeutic alliance, there is some evidence to suggest it has 
the potential to improve the alliance. In a randomised controlled trial, 
DBT- trained therapists not only had a stronger therapeutic alliance 
with their patients than non- DBT therapists, but also their patients 
were less likely to attempt suicide (Bedics et al., 2015). Furthermore, 
therapeutic alliance mediated the relationship between exposure to 
DBT and suicide attempts. These findings suggest that DBT training 
could enhance therapeutic alliance, possibly through employment of 
DBT- specific strategies such as validation.

1.2  |  Implementation of DBT

Beyond assessing training effects on clinicians, existing research has 
evaluated DBT implementation following training, given that pro-
gramme implementation is a key goal in the DBT Intensive™. As DBT 
is a multimodal treatment that requires considerable resources in its 
implementation, establishing DBT services in resource- limited clini-
cal settings can be challenging. The lack of organisational support is 
commonly cited as a main obstacle. For example, 42% of clinicians 
surveyed by Carmel et al. (2014) reported that their healthcare insti-
tutions prioritised other treatment programmes over DBT. Among 97 
DBT treatment programmes in the UK, Swales et al. (2012) also iden-
tified this as one of the primary reasons for discontinuation of DBT 
programmes, with many programmes not surviving beyond 2 years.

In relation to the above, time constraint has been cited as another 
factor limiting implementation of DBT in certain clinical settings. 
Within a study involving 107 college counselling centre employees, 
60.5% of the employees reported that they could not implement a 
DBT programme in their college due to insufficient time (Chugani & 
Landes, 2016). Carmel et al. (2014) also identified increased work-
load as a barrier faced by clinicians in their implementation of DBT. 

The extent to which DBT could be implemented following intensive 
training in Singapore's context, as well as potential challenges that 
may emerge in this process, remains to be examined.

1.3  |  The present study

In 2018, efforts were initiated to provide DBT as a treatment option 
to adult outpatients at the Institute of Mental Health (IMH), a pub-
lic psychiatric hospital in Singapore. Singapore is a multicultural city 
state with a population of 5.6 million, consisting primarily of Chinese, 
Malay, Indians and Eurasian ethnicities. While public hospitals in the 
country offer psychological services, IMH is the only governmental 
hospital dedicated to mental health care (Chong, 2007). Clinicians 
treat a variety of psychiatric concerns with various therapeutic ap-
proaches, such as cognitive behavioural therapy, schema therapy, 
acceptance and commitment therapy and psychodynamic therapy. 
At the time of this study, there were no registered DBT programmes 
in Singapore found on the list of BTECH- Trained teams (Behavioural 
Tech, 2019b).

This study aimed at examining the impact of a 5- day DBT train-
ing programme on several therapist- rated outcomes, namely stigma 
towards patients with BPD, burnout and therapeutic alliance with 
patients. Based on past research, we hypothesised that participa-
tion in DBT training would be associated with greater reductions in 
stigma and improved therapeutic alliance with patients. There was 
no a priori hypothesis regarding burnout, given the mixed research 
findings related to immediate effects of DBT training on burnout. 
Additionally, this study aimed at understanding trainees' percep-
tions of the training, as well as experiences of completing training 
homework assignments via a focus group discussion and an email 
interview. These assignments largely involved implementing a DBT 
programme in their clinical setting in consultation with a mentor.

2  |  METHODS

2.1  |  Design

This study adopted a mixed- methods design (Creswell & Plano 
Clark, 2007), involving collection of both quantitative and qualitative 
data to assess the impact of DBT training on participants. Self- report 
data assessed using validated measures were collected prior to a 
focus group discussion, followed by email interviews. This approach 
allowed for interpretation of the full data by capturing aspects of 
phenomenological experiences that may have otherwise been over-
looked by quantitative measures alone.

2.2  |  Procedure

A total of 14 practising psychologists working at the IMH were 
recruited through convenience sampling. Participants in the DBT 
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    |  675TAN et al.

training group (n = 7) attended the DBT Intensive™ training pro-
gramme delivered by Behavioral Tech. An in- depth description of the 
training model has been published by Landes and Linehan (2012). 
The control group (n = 7) consisted of other psychologists who did 
not attend the training and were matched in terms of their age, gen-
der and clinical experience to the DBT training group.

Participants completed a battery of questionnaires up to 
1 month before (pretraining) and 3 months after (post- training) the 
DBT training group attended Part 1 of the DBT Intensive™. Five 
months after the training, two external researchers held a focus 
group discussion with the DBT training group over a video confer-
encing platform. The session was recorded for audio transcription 
and analysis. A follow- up email interview was conducted individu-
ally with participants from the DBT training group, inviting them to 
elaborate on their responses on challenges faced in implementing a 
local DBT programme. The response rate was 100%. This study was 
initially planned to be part of a larger study with a convergent de-
sign, where further quantitative data would be collected after Part 
2 of the DBT Intensive™. However, training arrangements for Part 2 
were disrupted due to the onset of the COVID- 19 pandemic in 2020 
and subsequent attrition of control group participants due to staff 
changes in the organisation.

2.3  |  Participants

Sample characteristics are presented in Table 1. The average age of 
the sample was 32.86 years (SD = 4.77), and all participants were 
female. There were no significant differences between groups in 
terms of biological sex, age, highest education level, years of clinical 
experience, weekly caseload, ethnicity and prior level of training in 
DBT, ps >0.05. There was, however, a significantly higher number of 
participants in the DBT training group who identified DBT as one 
of their therapeutic orientations compared with controls, and a sig-
nificantly higher number of control group participants who indicated 
psychodynamic therapy as one of their therapeutic orientations 
compared with the DBT training group, p < 0.05.

2.4  |  Measures

2.4.1  |  Demographic data questionnaire

Information on age, gender, ethnicity, education level, clinical ex-
perience, weekly caseload, experience with DBT and participants' 
primary theoretical orientation was collected.

2.4.2  |  Attitudes towards Borderline Personality 
Disorder Questionnaire (ABPDQ)

The ABPDQ was adapted from Bowers and Allan's (2006) 37- item 
measure to assess clinicians’ attitudes towards patients with personality 

disorders. Based on factor analysis of the original ABPDQ, five sub-
scales were obtained: Enjoyment, Security, Acceptance, Purpose and 
Enthusiasm (Bowers & Allan, 2006).

2.4.3  |  Copenhagen Burnout Inventory (CBI)

The CBI is a 19- item measure that accounts for burnout experienced 
by mental health professionals (Kristensen et al., 2005). Factor 
analysis identified three subscales: Personal Burnout (emotional and 
physical exhaustion), Work- related Burnout (extent to which the ex-
haustion is related to work) and Client- related Burnout (extent to 
which exhaustion could be attributed to working with patients).

2.4.4  |  Working Alliance Inventory- Short Revised 
Therapist (WAI- SRT)

The WAI- SRT is a 10- item clinician- rated measure developed to assess 
the therapeutic alliance (Hatcher & Gillaspy, 2006). Participants were 
asked to identify three patients being treated for emotion dysregula-
tion, each for whom they completed a WAI- SRT for. These patients' 
identities were not disclosed to the researchers. This measure contains 
three subscales: Goal (therapist– patient agreement about the goals 
of therapy), Task (therapist– patient agreement about the tasks dur-
ing therapy) and Bond (relationship between therapist and patient). A 
WAI- SRT rating was obtained for each patient by averaging all three 
subscales. In this study, an overall therapeutic alliance rating for each 
participant was obtained by averaging their three WAI- SRT ratings.

2.4.5  |  Transcripts from focus group discussion and 
email interviews

An interview schedule was developed for the focus group discus-
sion, which aimed at exploring participants' experiences of attending 
the DBT training and implementing a DBT service in their clinical 
setting. Questions were adapted from a study by Carmel et al. (2014) 
and are available in Appendix S1.

2.5  |  Data analyses

Participants across both conditions were first compared on their 
demographic characteristics and outcome measures at baseline 
(Table 2). A 2 (Condition) x 2 (Time) mixed factorial ANOVA was run 
to examine the effects of Condition on changes in each measure 
from pre-  to post- training.

For qualitative analyses, thematic analysis (Braun & Clarke, 2006) 
was employed. A de- identified data set was compiled from verbatim 
transcriptions of the video recording and email responses. Three 
study team members conducted the thematic analysis, two of whom 
were insider researchers from the DBT training group. This was in 
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line with recommendations by Stringer (2014) for study participants 
to be included in the coding process, providing them agency in as-
sessing and interpreting the study's results. Following guidelines by 
Saldaña (2009) and Charmaz (2006), initial coding was conducted 
separately by raters before multiple joint reviews, co- creation of 
a codebook and secondary- cycle coding. Another member of the 
study team facilitated a peer review by adopting a “devil's advo-
cate” role in the analysis (Creswell & Plano Clark, 2007). Identified 
themes were then analysed, interpreted and synthesised into broad 
categories.

3  |  RESULTS

3.1  |  Quantitative findings

An independent samples t- test indicated that, at baseline, there were 
no significant between- group differences in participants’ stigma and 
burnout, all ps > 0.50. However, compared with control group partic-
ipants (M = 3.94, SD = 0.53), participants who received DBT training 
(M = 3.38, SD = 0.41) reported lower levels of therapeutic alliance 
at baseline, t(11) = −2.11, p = 0.059. Upon further examination of the 

TA B L E  1  Demographics of the study sample

DBT practitioner group Non- DBT practitioner group

Demographic variable n M SD n M SD t Df χ2 p

Age 7 33.43 6.27 7 32.29 3.04 −0.43 8.67 0.68

Years of clinical experience 7 7.57 4.50 6* 6.50 3.73 −0.45 11 0.67

Number of direct patient 
contacts per week

6* 17.83 3.20 7 22.14 9.34 1.15 7.58 0.29

Gender n % n %

Male 0 0 0 0

Female 7 100 7 100

Ethnicity 1 1.08 0.30

Chinese 6 85.7 7 100

Others 1 14.3 0 0

Highest educational level 2 3.82 0.15

Bachelor's degree 1 14.3 0 0

Master's degree 4 57.1 7 100

Doctorate 2 28.6 0 0

Prior DBT training

Online course 3 42.9 1 14.3 1 1.40 0.24

Reading the DBT manual 5 71.4 3 42.9 1 1.17 0.28

On- the- job training, or 
supervision from a DBT- 
trained supervisor

3 42.9 2 28.60 1 0.31 0.58

DBT training/workshop 3 42.9 0 14.3 1 3.82 0.05

Others 1 14.3 1 1 <0.001 1.00

Primary theoretical orientation

Cognitive- behavioural 
therapy (CBT)

6 85.7 5 71.4 1 0.42 0.52

Acceptance and 
commitment therapy 
(ACT)

1 14.3 2 28.6 1 0.42 0.52

Psychodynamic therapy 0 0 4 57.1 1 5.60 <0.05

Emotion- focussed therapy 
(EFT)

2 28.6 2 28.6 1 <0.001 1.00

Dialectical behavioural 
therapy (DBT)

5 71.4 0 0 1 7.78 <0.05

Schema therapy 2 28.6 4 57.1 1 1.17 0.28

Humanistic 3 42.9 1 14.3 1 1.40 0.24

Others 1 14.3 1 14.3 1 <0.001 1.00

*One participant declined to provide this information.
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    |  677TAN et al.

WAI- SRT subscales, those in the control group (M = 4.33, SD = 0.66) 
reported marginally significantly higher scores on the bond subscale 
than the DBT training group (M = 3.69, SD = 0.31), t(11) = −2.17, 
p = 0.053.

Results from a mixed factorial ANOVA showed no significant 
main or interaction effects on any of the outcome measures, except 
for the Acceptance subscale of the ABPDQ. There was a significant 
interaction effect of Time by Condition, F(1,12) = 5.01, p < 0.05, 
η2

p = 0.30, on the Acceptance subscale of the ABPDQ. A follow- up 
independent samples t- test found that, at post- training, the DBT 
training group (M = 5.46, SD = 0.25) reported significantly higher 
levels of acceptance towards patients with BPD than the control 
group (M = 4.94, SD = 0.54), t(12) = 0.11, p < 0.05.

3.2  |  Qualitative findings

Codes were generated and organised into three domain summary 
themes related to the impact of DBT training on psychologists in the 
focus group: the experience of the training sessions, experience of 
homework assignments from the training and experience of the self 
as a DBT therapist (see Figure 1). A fourth domain summary theme 

was identified, involving suggestions for effective implementation 
of DBT. This arose from DBT training group participants' discussion 
of homework completion as part of the training process. Themes are 
outlined below (also see Table 3).

3.2.1  |  Experience of training sessions

Impact of the training on team members
Overall, participants reported that the DBT training increased their 
knowledge of and preparedness to use DBT in their clinical work and 
personal lives. Time spent in training also enhanced therapists' ability 
to adopt a non- judgemental perspective towards clients, and facili-
tated team bonding and an improved sense of safety within the team.

Reflections on teaching methods used in the training
Participants reported that they benefitted most from experiential 
learning and observed parallels between how trainers taught a large 
group of DBT practitioners and how DBT therapists run skills train-
ing groups for clients. Three participants stated that being offered 
opportunities for interactions with overseas teams was helpful. One 
participant elaborated that this facilitated mutual encouragement 

TA B L E  2  Descriptive statistics of outcome variables from pre-  to post- training across groups, and test statistics for the time x group 
interaction term for mixed ANOVA examining the effects of DBT training on each outcome variable

DBT training group (n = 7) Control group (n = 7)

Pre- training Post- training Pre- training Post- training
F(time x 
group)M (SD) M (SD) M (SD) M (SD) p η2

p

Copenhagen Burnout Inventory

Personal 
burnout

47.02 (14.17) 48.81 (13.55) 47.02 (15.92) 45.83 (16.84) 0.48 0.50 0.04

Work- related 
burnout

43.88 (11.24) 46.43 (11.48) 47.96 (18.31) 44.90 (14.26) 2.71 0.13 0.18

Client- related 
burnout

44.64 (13.33) 42.86 (11.96) 44.05 (16.47) 35.71 (13.36) 1.37 0.27 0.10

Total 135.54 (35.54) 139.10 (48.88) 139.03 (48.88) 126.45 (43.21) 1.65 0.22 0.12

Working Alliance Inventory -  Short Revised -  Therapist

Goal 3.24 (0.56) 3.38 (0.62) 3.70 (0.50) 3.63 (0.34) 0.35 0.56 0.03

Task 3.18 (0.63) 2.97 (0.64) 3.65 (0.52) 3.38 (0.52) 0.03 0.87 0.00

Bond 3.69 (0.31) 4.05 (0.62) 4.33 (0.66) 4.49 (0.64) 0.60 0.46 0.05

Total 3.38 (0.41) 3.53 (0.62) 3.94 (0.53) 3.90 (0.43) 0.51 0.49 0.04

Attitudes towards Borderline Personality Disorder Questionnaire

Enjoyment 3.52 (1.05) 3.27 (0.67) 3.53 (0.92) 3.42 (0.77) 0.62 0.45 0.05

Security 4.56 (0.82) 4.63 (0.35) 4.81 (0.66) 4.81 (0.69) 0.06 0.81 0.01

Acceptance 5.09 (0.61) 5.46 (0.25) 5.11 (0.58) 4.94 (0.54) 5.01 0.05* 0.30

Purpose 4.95 (0.89) 4.81 (0.50) 5.24 (0.60) 4.85 (0.65) 0.13 0.73 0.01

Enthusiasm 3.93 (0.89) 3.93 (0.61) 3.86 (0.69) 4.29 (0.57) 2.40 0.15 0.17

Total 22.05 (3.66) 22.09 (1.42) 22.56 (2.39) 22.41 (2.66) 0.03 0.86 0.003

*p < 0.05.
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F I G U R E  1  Themes derived from the focus group discussion

Impact of Training

Experience of 
Training Sessions

Direct Impact on Team 
Members
•Increased knowledge, 

preparedness, skills practice
•Enhanced ability to take 

clients' perspectives
•Team bonding, safety within 

team

Reflections on Teaching 
Methods
•Experiential learning/ 

parallel processes with group 
skills training

•Preference for more focus on 
pre-treatment, commitment 
strategies, delivery of 
individual therapy

•Learning from other/ 
experienced teams

Experience of 
Homework

With Clients
•Increased use of DBT
•Increased empathy for 

patients with BPD
•Challenges in delivering DBT 

due to variations in client 
presentation

•Challenges with practicing 
assertiveness

•High emotional load on 
therapists due to complexity 
of cases

In the Team Context
•Implementation raised further 

questions for therapists/ 
required problem-solving

•Seeking clinical advice from a 
community of therapists

•Therapists' skills practice
•Inconsistent implementation 

of phone coaching

In the Organizational 
Context
•Challenges with organizational 

pre-treatment
•"Chicken and egg" problem
•Interaction with stakeholders 

within organization structure

Experience of the Self 
as a DBT Therapist

•Dialectic of therapist self-
validation and therapist self-
doubt

•Change in therapists' perceived 
ability to manage crises

•Increased rapport through 
therapist genuineness

•Decreased therapist 
hopelessness after training

In the Cultural Context
•Therapists' cultural perceptions 

of DBT principles
•Interplay between culture and 

therapists’ experience of 
delivering DBT

•Expectations and engagement 
styles of patients influenced by 
the local culture

Suggestions for 
Implementation

Evidence Base
•Need for local research
•Need for fidelity to the DBT 

approach

Systemic Interventions
•Need to increase 

organizational readiness
•Suggestion for a 

multidisciplinary approach
•Reorganize work structure
•Need to extrinsically 

reinforce therapists
•Need for resources and 

funding
•Need to streamline referral 

process

Cultural Adaptations
•Use of colloquial terms in 

teaching DBT concepts
•Provision of localized 

examples outside of the DBT 
manual

•Therapists’ observations of
resource restraints and 
expectations of a “quick fix” 
on part of the patients
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    |  679TAN et al.

TA B L E  3  Experiences during and after the DBT training session identified by therapists in the DBT training group through the focus 
group discussion and follow- up email

Domain summary Themes Subthemes Example quotes

Experience of 
training 
sessions

Training had a direct 
impact on team 
members

Increased knowledge, preparedness to use 
DBT, and therapists' skills practice

Enhanced ability to take clients' 
perspectives

Team bonding and an improved sense of 
safety within team

“Prior to the training, I had certain ideas of how a 
mindfulness practice should look like… after 
going for the training, actually I realised that 
it's not as boring as I thought [laughs] it would 
be.”

“… and before that [training], actually, we were, or 
at least I was quite lost; I didn't know whether 
what, um, I was doing was right or not.”

“It helps me understand why things are done the 
way they are… we also did bring that learning 
back to the consultation team… so, and it's, it's 
making sense to me now.”

“…And we felt safe enough that people [team 
members] would respond to the feedback and 
of course these discussion carried on after 
that, when we came back to Singapore, then 
we had discussions on our team- interfering 
behaviours, and so on.”

Reflections on 
teaching methods 
used in the training

Experiential learning; parallel processes 
between large- group training (for 
clinicians) and group skills training (for 
clients)

Opportunities for interaction with other 
practitioners during training

Preference for more focus on pre- treatment, 
commitment strategies, and delivery of 
individual therapy

“Because we know the DBT principles… like 
having no hierarchy, calling out the elephant 
in the room, but we aren't always very 
conscious of them… because it was a 5- day 
training, we were immersed in an environment 
where everybody was [being] mindful of the 
principles.”

“I think the one [thing] that we did everyday was 
the mindfulness practice… I guess it changes 
the way I think about mindfulness. And that 
helps, because mindfulness is something I 
struggle to, I guess, do with my clients from 
time to time. So being on the receiving end of 
that was actually helpful.”

“Like what some of us shared… this was a lot more 
interactive… especially when everyone came 
from different countries, yeah, and we got to 
hear from other people's experiences.”

“For me, I learnt a lot from both the trainers as 
well as everyone else [participants from other 
DBT teams] who attended the training.”

“I think one of the things that we really wanted a 
little bit more time on was, I guess, the stylistic 
aspect of it?… In terms of content –  what to 
say, what to do in sessions –  I think that is 
something you can read up on, but… how to 
deliver it?”

“…how do I, what does it [the first session of 
individual DBT therapy being conducted] look 
like? We have no clue aside from reading a 
manual. We are not sure how it's supposed to 
look like.”

(Continues)
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Domain summary Themes Subthemes Example quotes

Experience of 
homework 
completion in 
between Parts 
1 and 2 of the 
training

Changes in direct 
work with patients 
following the 
training

Increased use of DBT
Increased empathy for patients with BPD
Challenges in delivering DBT due to 

variations in client presentation
Challenges with practicing assertiveness
High emotional load on therapists due to 

complexity of cases

“I think when I keep the biosocial theory in mind, 
I do notice that… I can empathise… with my 
clients more, especially when I am trying to 
map a certain behaviour to its function. So I 
think the training probably helped in terms of 
remembering that… I can make assumptions 
about them if I am not mindful of it.”

“… do you think it [DBT training] adequately 
prepared me for the work that I am going to 
do?… [more] questions came as I was seeing 
the clients, some with very challenging 
behaviours. Because no client is the same, I'd 
always get new questions…”

“And a lot of us struggle with being more 
assertive. I think that has been the common 
feedback throughout our supervision 
[sessions] …”

“The load is very high, and it's not just about [a] 
quantitative load, but [the] qualitative load is 
very high.”

“… I think the other challenge is that people just 
indiscriminately give us BPD patients which… 
how do I put this, the actual… it's more like 
the emotional load that comes along with 
[providing] therapy.”

Emphasis on role of 
the DBT team in 
doing DBT

Implementation raised further questions for 
therapists/ required problem- solving

Seeking clinical advice from a community of 
therapists

Therapists' skills practice
Inconsistent implementation of phone 

coaching

“… it's a never- ending cycle of finding out and 
problem- solving.”

“So at least you know that, okay, I can refer you 
to [a DBT skills] group and see you on an 
individual basis, you know, and so forth. So 
that has, in a way, I mean I felt that in terms of 
clinical practice has changed… in the way that I 
don't feel like I'm [working] solo.”

“Closer mentorship and supervision from more 
experienced practitioners would also be 
important as there are often many teething 
issues for new DBT programs.”

“No, that's really funny because, now that you've 
[directed towards another focus group 
participant] mentioned it, yes, I have caught 
myself practising the skills last week and I'm 
not sure what I would have done if I didn't 
practice them on myself.”

“So in terms of readiness, and willingness to 
provide this service [phone coaching], I think 
some of us are working through our own 
boundaries… how flexible are we going to be 
about our own limits and our own time.”

“… with clients that I'm doing like phone check- 
ins or phone coaching with, and the calls are 
short, then I realised that actually, what's 
really working over the phone is really that 
generalisation of the skills.”

TA B L E  3  (Continued)
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    |  681TAN et al.

Domain summary Themes Subthemes Example quotes

Challenges were 
faced in the 
organisational 
context

Challenges with organisational 
pre- treatment

“Chicken and egg” problem
Interaction with stakeholders within the 

organisational structure

“…so how, you know, can you prepare your 
organisation for something like this… but that 
was a struggle we had that, and I think we, we 
sort of left the training with that question still 
quite unanswered?”

“While at the same time, we'll need to show its 
effectiveness locally before we can push 
for it as a service in place of some of our 
current workload, so it's like a chicken and egg 
situation.”

“So it's not just about how I manage patients in 
the therapy room, but also how I relate to the 
rest of the care team that is involved in this 
patient's care.”

Navigating DBT 
within the cultural 
context

Therapists’ cultural perceptions of DBT 
principles

Interplay between culture and therapists’
experience of delivering DBT
Expectations and engagements styles of
patients influenced by the local culture

“Singaporean or Asian practitioners seem to tend 
towards validation.”

“That's what I was thinking. And a lot of us 
struggle with being more assertive.”

“Some of the DBT principles (e.g., clients do not 
fail at therapy) were interpreted as

invalidating to Asian therapists in the past, where 
our colleagues perceived this to

be blaming of the therapist instead, and most of 
the therapists I know have high/

unrelenting standards of themselves and their 
practice.”

“I have observed in Australia that clients would 
share more about their struggles

and provide support to each other outside of 
group sessions. In contrast, patients

here generally appear to be guarded and is very 
careful about what to share in a

group setting.”
“I hypothesize that it may be because standing out 

amongst a group of people
(even if it's for something positive) is something 

that is sometimes frowned upon in
our culture, and individuals with BPD can be 

particularly sensitive to this.”
“Singaporean clients in general want a ‘quick fix’, 

for example, EMDR over talktherapies, and 
it is important to repeatedly emphasize the 
need for consistent skills practice over the 
expected, immediate changes in one's feeling 
state.”

Experience of the 
self as a DBT 
therapist

Internal changes 
within therapists 
through the 
training process

Therapist self- validation and therapist 
self doubt

Change in therapists’ perceived ability to
manage crises
Improved rapport with clients through 

therapist genuineness
Decreased therapist hopelessness

“… because the more I know about DBT, the more 
I realised I don't know, and the

more questions I have. That makes me question, 
do I really know what I am doing?”

“I find that after the training, I ride through the 
rough patches [in client work] a

little bit easier? I mean, It's not that it's fantastic or 
anything like that, I still get

angry and frustrated sometimes, but I find that I 
ride through that patch a little bit

faster and a little bit with, with less resistance I 
think, on my end… so I guess the

change is within me…”

TA B L E  3  (Continued)

(Continues)
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Category Themes Summary Example Quotes

“… someone [a Behavioral Tech trainer] 
told me this but it stuck with me to 
not fragilise the patients… I think 
that not fragilising them and being 
quite candid is actually helpful in 
terms of rapport, as well because 
you seem a little more genuine.”

“I notice I feel less hopeless and less 
stuck about, you know, the [client's] 
therapy progress.”

Suggestions for 
Implementation

Local evidence base Need for local research
Need for fidelity to the DBT 

approach

“There needs to be more local research 
in order to evaluate whether this 
is a treatment that is suited for our 
local population, although there is 
sufficient research from other parts 
of the world to safely say that it is an 
evidence- based practice.”

“There are often questions about 
whether the therapy is being 
provided in a way that is consistent 
with what has been proven to work 
in the literature.”

Systemic Interventions Need to increase organisational 
readiness

Suggestion for a multidisciplinary 
approach

Reorganise work structure
Need to extrinsically reinforce 

therapists
Need for resources and funding, 

especially protected time
Need to streamline referral 

processes

“Organizational readiness needs to first 
be established, for local programs to 
be set up.”

“A re- organization of job scope for the 
individual therapists in the team, 
such that there is protected time for 
DBT work.”

“[It's] not so easy to call on 8 
psychologists [from a department], 
because we are quite a large team. 
And, and if we step back to do DBT, 
then our other work needs to be 
filled in by other colleagues as well.”

“On our end, we have gathered a team 
of clinicians who are intrinsically 
motivated to do this work, putting in 
additional work hours for DBT, self- 
funding trainings as well as materials 
for skills training groups and 
research… but have not often been 
rewarded for… work, time, effort.”

“Full DBT is challenging unless the 
hospital is able to provide more 
support and resources, such as 
protected time for the work. Which 
would be necessary if we are to 
provide DBT, and ideally [involved] 
staff from the multi- disciplinary 
teams. Australian DBT teams 
consisted of nurses, social workers 
and psychologists, supported by 
clinic administrators.”

“Managing the types of case allocation 
could also help with implementation 
of DBT, given that we get a wide 
variety of case types.”

TA B L E  3  (Continued)
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    |  683TAN et al.

within a shared experience of learning DBT. Another participant 
compared her experience to attending an entry- level DBT train-
ing workshop by another training provider and found the learning 
environment in the DBT Intensive™ helpful, where attendees were 
already part of existing DBT teams and familiar with DBT treatment 
manuals (both of which were training prerequisites).

When asked about unmet learning needs, participants articu-
lated a preference for the training to focus more on several areas 
that were important to their team. These topics included conduct-
ing pretreatment sessions, commitment strategies and stylistic ap-
proaches in delivering individual DBT.

3.2.2  |  Experience of homework assignments

3.2.2.1 | Changes in clinical work following the training
Participants reported that they considered using a DBT approach 
with new clients more often, and increased their overall use of DBT. 
In therapy, they were able to employ DBT techniques more flexibly, 
involved clients more in joint case formulation and found themselves 
modelling DBT skills use to clients. They noticed having increased 
empathy for individuals with BPD, and an increased willingness to 
manage challenging behaviours exhibited by clients. Nevertheless, 
participants reported difficulties with delivering DBT due to en-
countering wide variability in client presentations. In particular, ther-
apists needed more learning and practice to apply their knowledge 
transdiagnostically while accounting for individual patient differ-
ences. One participant observed feeling overwhelmed when manag-
ing multiple crises during individual therapy. There was agreement 
among the focus group participants regarding “a high emotional 
load” from treating highly complex cases. Lastly, four participants 

experienced challenges with using certain DBT strategies (e.g., mo-
tivational and commitment strategies) that required them to behave 
more assertively with clients.

Emphasis on the role of the DBT team in doing DBT
Therapists reported that implementation efforts raised further 
questions for their team and programme, necessitating ongoing 
problem- solving. They prioritised seeking support and clinical advice 
from a community of therapists, including being part of a consulta-
tion team and consulting with overseas DBT experts. Three partici-
pants opined that the team helped with facilitating therapists' own 
skills practice. Participants also described navigating differences 
within their team, such as different personal preferences related to 
implementing phone coaching. They highlighted the need to respect 
differences in individual team members' limits.

Challenges faced at the organisational level
All therapists referenced challenges related to organisational pre-
treatment (Swales, 2010). They spoke of teething problems while pi-
oneering a DBT programme, largely attributed to a lack of resources 
(e.g., funding, protected time for DBT- specific work and manpower). 
These challenges were summarised in what participants described 
as a “chicken and egg” problem— requiring resources to do DBT, and 
at the same time needing to demonstrate benefits of DBT to man-
agement to secure such resources. Participants reported working 
overtime to complete DBT- related work (e.g., administrative tasks, 
research, preparation for supervision and/or consultation). They 
also acknowledged the importance of interacting and communicat-
ing clear expectations with stakeholders within their organisation. 
Specifically, several participants described experiences with work-
ing with other professionals in care teams who were unfamiliar with 

Category Themes Summary Example Quotes

Suggestions for cultural 
adaptations when 
implementing DBT in 
Singapore

Use of colloquial terms in 
teaching DBT concepts

Provision of localised examples 
outside of the DBT manual

Therapists' observations of 
resource restraints and 
expectations of a “quick fix” 
on part of the patients

“It would also help if the worksheets 
on emotion words include more 
colloquial terms (e.g. ‘paiseh’, ‘malu’) 
as these terms carry along with 
it nuances that are not entirely 
captured by the standard English 
words used in the worksheets.”

“It might be helpful to adapt the 
examples being used to make it click 
better for our local context.”

“… format of the group sessions 
are way too long, from both 
a time commitment and cost 
perspective, given that there isn't 
funding/insurance for such group 
participation.”

“Singaporean clients in general want 
a ‘quick fix’ and it is important to 
repeatedly emphasize the need 
for consistent skills practice over 
expected, immediate changes in 
one's feeling state.”

TA B L E  3  (Continued)
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684  |    TAN et al.

DBT principles, managing inaccurate expectations of treatment pro-
cesses or outcomes from referrers, and being transferred more com-
plex cases due to other colleagues' impressions of DBT as designed 
for treating suicidality.

Navigating DBT within Singapore's cultural context
Participants shared their perceptions of selected DBT principles. 
Certain DBT assumptions were viewed as invalidating— for exam-
ple, several focus group members interpreted the DBT assump-
tion that “clients do not fail at therapy” as placing the blame and 
responsibility on themselves. They reported difficulties exercising 
assertiveness with patients along with an overuse of validation 
strategies, as behaving assertively may be perceived negatively in 
the local culture.

Simultaneously, participants opined that the expectations 
and engagement styles of patients receiving DBT were likely in-
fluenced by local culture. Some participants contrasted their 
experiences of running DBT groups abroad (e.g., during postgrad-
uate training) with running these locally, and found that many 
Singaporean patients expressed discomfort with group therapies. 
Others shared anecdotal observations that Singaporean patients 
seemed to favour a didactic approach in skills training due to 
therapy providers being viewed as authority figures. Finally, par-
ticipants agreed that generational factors appeared to influence 
therapy processes. For instance, older patients in a DBT skills 
group may hold expectations for their views to be given greater 
weight than younger members, due to societal norms related to 
honouring seniority. One participant found that older patients did 
not always respond well to the DBT strategy of irreverent commu-
nication (Linehan, 1993).

3.2.3  |  Experience of the self as a DBT therapist

Participants reflected on internal changes within themselves as they 
underwent DBT training. While several continued to experience 
self- doubt (e.g., questioning whether they were doing DBT “right”), 
they also observed increased self- validation after training, along 
with greater incorporation of DBT skills into their own lives. One 
participant recognised feeling less hopeless while working with sui-
cidal patients. Participants attributed good rapport with their clients 
to therapist genuineness (known as “radical genuineness” in DBT, 
whereby therapists convey respect for clients as equals rather than 
as patients).

3.2.4  |  Suggestions for implementation

Evidence base
The need for local DBT research to strengthen the evidence base 
within Singapore and support culturally sensitive DBT implementa-
tion was identified. Participants made adaptations to the treatment 
from the outset (e.g., replacing analogies and metaphors created in 

an American context with those more suited to their context), also 
due to resource limitations. They expressed uncertainty regarding 
the effectiveness of their adaptations without empirical testing. 
Most participants recognised the need for fidelity in implementing 
DBT.

Systemic interventions
To ensure sustainability of a DBT programme, participants voiced 
the requisite of increasing organisational readiness. All DBT- trained 
therapists provided examples of desired systemic changes, such 
as utilising a multidisciplinary approach where other professional 
groups are also given training in DBT, having protected time for DBT 
work, acquiring physical resources, reorganising the work structure 
(e.g., implementing a waitlist, establishing DBT as a specialised ser-
vice and streamlining enrolment into treatment) and managing cur-
rent limitations pertaining to organisational hierarchy. Participants 
reported that these would sustain their motivation to continue pro-
viding DBT. They expressed a need to increase the frequency of in-
dividual therapy sessions, which was difficult to facilitate during the 
study due to high caseloads (e.g., an average of 18 individual therapy 
sessions per week).

Culture- specific adaptations
One participant recommended modifying the language used in 
therapy to be more colloquial, to help patients understand concepts 
expressed differently in non- English languages (e.g., use of terms 
from local dialects or mother tongues such as “paiseh” or “malu” to 
describe embarrassment or shame). Participants discussed replac-
ing the word “homework” with “journal” or “practice,” which helped 
elicit patients' completion of take- home therapy tasks. Another sug-
gestion pertained to incorporating localised examples to increase 
the applicability of DBT skills. While some focus group participants 
contemplated shortening the number of group sessions given pa-
tients' resource constraints, not everyone thought that this would 
fully address patients' concerns.

4  |  DISCUSSION

The current study examined the impact of 5 days of DBT training on 
therapist- rated outcome measures. In addition, the study assessed 
therapists' experiences with the training, as well as implementation 
of DBT (as part of the training) qualitatively, which shed light on fac-
tors and outcomes that were not captured by quantitative measures 
alone. Qualitative analyses revealed several themes pertaining to 
the training's impact on therapists, as well as suggestions for imple-
mentation of DBT services in Singapore.

4.1  |  Impact of DBT training on therapists

Analysis of the quantitative data indicated that participation in DBT 
training was associated with statistically significant improvements 
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    |  685TAN et al.

in acceptance towards patients with BPD, as measured by the 
Acceptance subscale of the ABPDQ. This reflected reduced feelings 
of rejection and anger towards patients with BPD in DBT- trained 
therapists than in controls, although there was a lack of between- 
condition effects on total ABPDQ scores. This finding provides 
partial support for the hypothesis that negative attitudes towards 
patients with BPD would decrease after DBT training. Other quanti-
tative analyses did not support the hypothesis that the DBT training 
group would have stronger therapeutic alliances with patients after 
DBT training than controls. Also, no between- condition differences 
were found on changes in burnout from pre-  to post- training.

Qualitative data provided some possible explanations for quanti-
tative findings. In particular, the identified theme regarding changes 
in clinical work following DBT training clarified reasons that may 
account for increases in acceptance towards BPD patients. Three 
focus group participants attributed a development of greater em-
pathy with patients to the DBT training itself. One of the three re-
ported that training increased empathy via deepened understanding 
that clients were deprived of developmental opportunities to learn 
skilful behaviours. This was highlighted during a teaching on the 
biosocial theory (a key component in DBT). Therefore, greater ac-
ceptance of challenging behaviours among BPD patients may stem 
from therapists' changed views regarding factors accounting for the 
patients' behaviours. This observation is consistent with results else-
where (e.g., Hazelton et al., 2006). For example, Burke et al. (2019), 
who studied an intervention targeted at supporting clinicians work-
ing with BPD, described reductions in clinicians' anxiety following 
their realisation that patients' negative behaviours were often not 
directed at treatment providers.

The lack of between- condition differences on changes in burn-
out and therapeutic alliance was also examined more closely. The 
lack of effect on therapeutic alliance could be attributed to differ-
ences in ratings between conditions at baseline (with DBT training 
participants scoring lower on therapeutic alliance), masking poten-
tial differential changes resulting from the training. Analysis of the 
qualitative data provided further explanations for this— it may be 
that therapists who underwent DBT training had more challenges 
with establishing therapy alliance with patients from the outset. 
DBT therapists reported that they were frequently referred more 
complex cases in their organisation. For example, a participant who 
had several years of clinical experience shared, “when I first started, 
I put my hand up for [working with patients with] BPD, and I faced 
exactly what [in reference to another participant] faced… everyone 
would transfer all their BPD patients to me.” Such narratives indicate 
that the DBT training group perceived having a heavier caseload to 
begin with, although this could not be corroborated by interviews 
with the control group. While their work served as motivation to 
pursue DBT training, the nature of their clientele might have made 
alliance- building more challenging. Nevertheless, qualitative analy-
ses showed that DBT trainees developed several therapy skills for 
improving alliance. These included increased flexibility in their appli-
cation of DBT techniques and the use of a more collaborative pro-
cess in working with clients for developing case formulation.

With regard to burnout, the quantitative results contrast with 
Perseius et al.'s (2007) findings that burnout increased 6 months 
following DBT training, and eventually plateaued and returned to 
baseline at an 18- month follow- up. While the present study did not 
track participants for such a prolonged time, one participant re-
ported feeling overwhelmed with a heavy workload in the months 
following DBT training. Participants received several individual-  and 
team- based homework tasks to complete in preparation for Part 2 of 
the DBT Intensive™ and found this to add considerably to their ex-
isting workload. In the focus group discussion, therapists also high-
lighted their experience of high emotional load that corresponded 
with the complexity of cases that they were assigned. Apart from 
client- related burnout, other work- related burnout could also have 
occurred due to organisational challenges faced by the participants. 
Analysis of the qualitative data highlighted factors that could increase 
burnout, such as teething problems related to DBT implementation, 
efforts to secure resources and managing stakeholder expectations. 
Additionally, therapists in the DBT training group noticed that they 
were being transferred patients with more severe symptoms after 
training. Despite these experiences, participants observed that their 
own practice of DBT skills, reinforced by homework tasks assigned 
as part of the training, may have mitigated against burnout. The 
direct impact of DBT training on burnout therefore requires more 
investigation, in addition to changes in burnout levels over a longer 
follow- up period.

Lastly, analyses of qualitative data revealed other benefits of 
DBT training that were not assessed by the quantitative measures. 
These include enhancement in team safety, better learning of how to 
teach DBT skills following one's experience practising DBT skills, in-
creased networking with other teams and increased salience of DBT 
in clinical practice. Qualitative analyses also generated insight not 
only into the direct impact of DBT training, but also into the needs 
of trainees and the process of implementation.

4.2  |  Context- based training needs of 
DBT therapists in Singapore

Participants recounted their experiences of training sessions, al-
lowing for an exploration of training needs specific to this therapy. 
Participants concurred that the 5- day instructor- led workshops 
were appropriately geared towards laying a foundation for even-
tual practice and increased DBT knowledge that was subsequently 
applied at work. At the same time, they described learning gaps in 
this block of the training, largely related to efficacy in navigating the 
early stages of DBT— both pretreatment with clients and organisa-
tional pretreatment (Swales, 2010) within their clinical setting.

Themes derived from the qualitative analyses reflected thera-
pists' wishes to learn more about how to better employ the com-
mitment strategies in DBT and to learn more from the trainers' style 
of delivering DBT. Several participants described their tendency to 
overuse validation and underuse assertiveness with their clients. 
Participants with past training in observing or running DBT groups 
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overseas also highlighted cultural differences in communication 
among patients in the Singapore DBT groups, such as tendencies 
to remain silent and to defer to older members when offering input.

Such observations are consistent with communication- style dif-
ferences between Eastern and Western cultures (Gao et al., 1996; 
Hall, 1976). The former has been found to utilise— even to val-
ue— a high- context communication style that involves indirect and 
non- verbal communication. Expressive and open communication 
is perceived as unfavourable in traditional Asian cultures (Park & 
Kim, 2008) and may negatively impact therapist– client interactions. 
Nevertheless, culture could be leveraged upon to contextualise 
parts of the therapy, such as DBT skills taught to patients. Some 
participants in this study suggested that the relevance of concepts 
in skills training could be increased by using localised words and ex-
amples, such as culture- specific terms to describe certain emotions. 
The importance of cultural adaptations needs further exploration in 
future research— for both the purposes of clinical utility and effec-
tive implementation. A study with the Suquamish Native American 
tribe in the United States made a case for this, demonstrating that 
cultural adaptations to DBT resulted in an increase in client uptake 
and, consequently, an increase in funding support for the DBT pro-
gramme (Kinsey & Reed, 2014).

Narratives of participants highlight that organisational pre-
treatment is cross- culturally relevant and likely imperative for the 
success of implementation efforts. Some DBT training participants 
requested more coverage on the topic during training, which they 
felt was still not fully addressed. One participant said, “I really 
struggled, and I had asked them [the trainers] a few times, 'what 
about organisational pre- treatment?' So how [to], you know, pre-
pare your organisation for something like this… but that was a 
struggle we had that, and I think we, we sort of left the training 
with that question still quite unanswered.” Additional training be-
yond the 10- day DBT Intensive™ might be required to target organ-
isational readiness.

4.3  |  Insights into the implementation process

Given the structure of the DBT Intensive™, this study provided an 
opportunity to examine the experiences of DBT therapists who 
completed 5 days of instructor- led training workshops, and who 
were amidst the homework phase of the training programme while 
in preparation for the second part of the Intensive. As such, re-
flections generated within the focus group discussion also related 
to homework completion. Since a large proportion of this training 
phase involves designing and implementing a DBT programme in the 
trainees' unique clinical settings, the narratives gathered contribute 
to an initial understanding of the process of DBT implementation 
in Singapore. Participants in the focus group unanimously reported 
barriers to implementation across several domains, such as personal 
barriers, patient- related barriers, institutional barriers and other fac-
tors impacting their delivery of DBT.

Most suggestions offered by focus group participants pertained 
to resource distribution to ensure DBT implementation with greater 
fidelity and to develop expertise. Several suggestions were consis-
tent with those raised in other DBT implementation studies, spe-
cifically protected time for DBT, lessened workload and changes in 
job responsibility (e.g., Carmel et al., 2014; Herschell et al., 2009). 
Furthermore, participants reported the need for a more nuanced 
patient selection process during their enrolment into DBT, echoing 
what has been identified in previous studies (Engle et al., 2013). In- 
depth discussion on the feasibility of these suggestions was outside 
the scope of the current study, limited by the length of our inter-
views. The participants did evaluate certain suggestions generated 
within the group— in particular, the development of a waiting list for 
DBT services. While waitlists may serve as a common solution to 
heavy referrals and high caseloads, therapists in this study shared 
concerns about the difficulties of implementing waitlists due to 
pressures to meet organisational requirements, such as seeing a 
fixed number of new patients each month. DBT therapists were also 
not part of a specialised DBT service, but rather employed to serve 
a broader population of psychiatric patients. Therapists provided a 
range of psychotherapies, evident from demographic information 
from the study sample.

Without adequate support resources in place, a full- scale imple-
mentation of DBT would be difficult (Fixsen et al., 2005). Systematic 
changes may be necessary to support long- term sustainability of 
DBT services. At the same time, the majority of the participants 
held the impression that these changes could only occur after they 
have demonstrated DBT's effectiveness for Singaporean clients, re-
inforcing the aforementioned “chicken- and- egg” problem. This situ-
ation is not unique to Singapore; overseas studies have found that 
resources are often allocated only when the effectiveness of DBT 
has been established within the context it is implemented (Kinsey & 
Reed, 2014; The Grove Street Adolescent Residence of The Bridge 
of Central Massachusetts, Inc., 2004). This is unsurprising since DBT 
programmes require significant resources to run— most notably, 
manpower and training.

4.4  |  Limitations and future directions

There are several limitations to this study. First, a small sample size 
reduced the power of statistical analyses and generalisability of the 
findings. While an a priori power calculation was conducted, only a 
small group of clinicians could attend the DBT training due to lim-
ited organisational funding and logistical constraints. Thus, a lack 
of power may partially account for current findings. For example, 
in this study, DBT training did not improve overall stigma towards 
patients with BPD (but did increase therapists' acceptance towards 
them), but this differs from previous research (Clarke et al., 2015; 
Haynos et al., 2016) which found mental health professionals re-
ported less stigma towards patients with personality disorders after 
DBT training.
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Second, length of time between training and assessment could 
be another factor contributing to the lack of significant differences 
between DBT training and control groups. Clarke et al. (2015) and 
Haynos et al. (2016) both assessed their participants immediately 
post- training. However, this study assessed participants 3 months 
after their training. While this allowed time for new learning to be 
applied to clinical work and programme development, therapists 
who underwent training might have experienced other contextual 
events that served as workplace stressors between the extended 
assessment time points.

An additional consideration is the lack of random assignment to 
DBT training or control group, despite best efforts to match par-
ticipants on key demographic variables (e.g., age, gender and clin-
ical experience). This precludes ruling out the role of confounding 
factors or other pre- existing differences between the conditions. 
Given this study's nature, participants were also not blinded to 
their training conditions, possibly resulting in expectancy biases in 
reporting of outcomes. Notably, the sample was characterised by 
relatively homogenous demographic factors (e.g., all female, rela-
tively young to middle- aged adults), which limits the generalisabil-
ity of findings.

Given these limitations, future studies should recruit a larger 
and more diverse sample to assess the effects of DBT training more 
reliably. A randomised controlled design would minimise systematic 
differences in participant characteristics at baseline, enabling more 
rigorous assessment of potential effects of DBT training on therapist 
attitudes and burnout, and therapeutic alliance. In future, research-
ers could gather outcome data from patients directly to accurately 
evaluate the impact of DBT training on clinical practice or investi-
gate specific factors that correlate with training outcomes.

5  |  CONCLUSION

The present study is the first to investigate the impact of DBT train-
ing and the application of new learning for DBT therapists in terms of 
their client- related work and DBT programme development within 
the Singapore context. It contributes to a greater understanding of 
the effects of 5 days of intensive DBT training on therapist- related 
and implementation outcomes. In particular, the study found that 
training could facilitate increased acceptance towards patients with 
BPD in therapists, likely by changing their perspectives of patients' 
experiences. Although no between- condition differences were 
found in relation to burnout or therapeutic alliance, qualitative data 
analyses pointed towards dynamic factors that may have masked 
the short- term benefits of training— for example, organisational 
factors (e.g., increases in referral of BPD patients or therapists' 
workloads that may have also been a function of attending such 
training) may have increased burnout despite using DBT techniques 
that were intended to mitigate burnout. This highlights the need 
for DBT trainees and training providers to take into account the 
unique clinical setting and context of each team, which is typically 
a focus of Part 2 in the DBT Intensive™. The quantitative data itself 

may not fully reflect the benefits of DBT training, as multiple ben-
efits were reported qualitatively, and it is recommended that future 
studies examine not only the longer term effects of DBT training 
but also the processes of how short- term training benefits interact 
with systemic factors within DBT teams’ organisations. This sug-
gests that short- term effects of the training were limited or that the 
effects may emerge only over a longer term. Importantly, the find-
ings should be interpreted in the light of certain limitations, such as 
a small sample size.

The current study also provided early insight into implementa-
tion barriers faced by DBT therapists in Singapore and may inform 
strategies and policies for supporting successful implementation 
of DBT over time, in this part of the world. Organisational read-
iness emerged as a key concern to be addressed in order to in-
crease sustainability of local DBT programmes. More specifically, 
organisations may need to commit adequate resources to support 
such programmes, especially after staff members have taken steps 
to undergo in- depth training. Policymakers intending to imple-
ment a DBT programme in their healthcare setting should create 
a comprehensive plan for this that would include both person-
nel training and provision of organisational resources to support 
implementation.
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