
We used McNemar’s and Wilcoxon signed-
rank tests to evaluate whether there were 
significant changes in proportions of patients 
with 0 ED visits and 0 IPU days before 
compared with after group skills start.

Results
We received patient lists from 5 of 12 sites 
yielding 323 records. After excluding duplicate 
records, individuals who started group less 
than 1 year before start of data collection and 
1 death (unknown cause) less than 1 year 
after group start, we were left with 214 
participants. Participants had a mean age of 
35.1, and 80.8% were female. Majority (65%) 
completed treatment. Figure 1 shows types of 
treatments that participants received.

Figure 1. Treatment Types 

Psychiatric ED visits and IPU days decreased 
by 58.6% and 54.4% respectively after 
treatment start. Non-psychiatric ED visits and 
IPU days increased by 19.2% and 20.2% 
respectively. In total, there were 153 fewer ED 
visits and 553 fewer IPU days in the year after 
group skills start compared to year before. 

Introduction
Borderline Personality Disorder (BPD) has high 
rates of self-harm, emergency service use and 
hospitalization [1]. Standard Dialectical 
behavioral therapy (DBT) is recognized as 
effective evidence-based treatment for BPD [2] 
and consists of 4 modalities: individual therapy, 
skills group, on-demand phone coaching, and 
team consultation for therapists [3]. Resource 
intensive nature of standard DBT renders it a 
challenge to offer [4]. Fraser Health (FH) 
implemented an adapted DBT program that 
consists of skills group for all eligible patients, 
with case management and other DBT 
modalities as possible for patients with more 
severe or complex symptoms. We conducted a 
quality improvement project to evaluate effects 
of the adapted program on acute service use, 
defined as psychiatric and non-psychiatric 
emergency (ED) visits and inpatient (IPU) days.

Methods
We requested patient lists from all 12 FH sites 
offering the adapted DBT program. Patients that 
started DBT skills group between 2013 and 
2020 were included. We reviewed patient charts 
one year before skills group start (baseline) and 
one year after for: 

• Additional treatment types patients received, 
to describe the extent of program 
adaptations;

• Number of psychiatric and non-psychiatric 
ED visits and IPU for each patient, to 
determine changes in acute service use. 
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Figure 2. Acute Service Use Before and After 
Treatment Start

McNemar’s tests determined changes were 
statistically significant for psychiatric ED visits 
(p < 0.001) and psychiatric IPU days (p = 
0.002). Differences for non-psychiatric ED 
visits and IPU days were not statistically 
significant (p = 0.457 and p > 0.999 
respectively). Wilcoxon signed-rank tests also 
showed that the decreases in psychiatric ED 
visits (Z = -5.051, p < 0.001) and IPU days (Z 
= -3.295, p = 0.001) were significant, whereas 
the increases in non-psychiatric ED visits (Z = 
-0.105, p = 0.917) and IPU days were not 
significant (Z = -0.443, p = 0.657).

Discussion
Our results demonstrate that an adapted DBT 
program where most patients receive skills 
group as primary intervention is effective for 
reducing acute service use. Our findings are in 
line with current research. Several RCTs show 
that DBT skills group reduces healthcare 
utilization by decreasing self-injurious and 
suicidal behaviors [5-7].

These reductions in service use translate into 
significant savings. Assuming a conservative 
$1,500 per ED visit or IPU day, 153 fewer ED 
visits and 553 fewer IPU days translate into 
$1,059,000 saved [8].
Our study has several limitations. Only 5 of 12 sites 
generated patient lists, potentially excluding many 
eligible participants. Sites that responded may be 
more invested in DBT. Another confounding 
variable is that patients were not randomly assigned 
to treatment types. Patient severity and readiness, 
as well as differences between sites in treatment 
availability all played a role.

Conclusions
Our findings may be relevant to limited resource 
settings wishing to increase accessibility of DBT. 

References 
1. Bourke, J., Murphy, A., Flynn, D., Kells, M., Joyce, M., & Hurley, J. (2018). Borderline 

personality disorder: Resource utilisation costs in Ireland. Irish Journal of Psychological 
Medicine, 1–8

2. DeCou, C. R., Comtois, K. A., & Landes, S. J. (2019). Dialectical Behavior Therapy Is 
Effective for the Treatment of Suicidal Behavior: A Meta-Analysis. Behavior therapy, 
50(1), 60–72. https://doi.org/10.1016/j.beth.2018.03.009

3. Linehan, M. M. (2015). DBT® skills training manual (2nd ed.). Guilford Press.
4. Murphy, A., Bourke, J., Flynn, D., Kells, M., & Joyce, M. (2020). A cost-effectiveness 

analysis of dialectical behaviour therapy for treating individuals with borderline personality 
disorder in the community. Irish journal of medical science, 189(2), 415–423. 
https://doi.org/10.1007/s11845-019-02091-8

5. Linehan, M. M., Korslund, K. E., Harned, M. S., Gallop, R. J., Lungu, A., Neacsiu, A. D., 
McDavid, J., Comtois, K. A., & Murray-Gregory, A. M. (2015). Dialectical behavior therapy 
for high suicide risk in individuals with borderline personality disorder: a randomized 
clinical trial and component analysis. JAMA psychiatry, 72(5), 475–482. 
https://doi.org/10.1001/jamapsychiatry.2014.3039

6. McMain, S. F., Guimond, T., Barnhart, R., Habinski, L., & Streiner, D. L. (2017). A 
randomized trial of brief dialectical behaviour therapy skills training in suicidal patients 
suffering from borderline disorder. Acta psychiatrica Scandinavica, 135(2), 138–148. 
https://doi.org/10.1111/acps.12664

7. Soler, J., Pascual, J. C., Tiana, T., Cebrià, A., Barrachina, J., Campins, M. J., Gich, I., 
Alvarez, E., & Pérez, V. (2009). Dialectical behaviour therapy skills training compared to 
standard group therapy in borderline personality disorder: a 3-month randomised
controlled clinical trial. Behaviour research and therapy, 47(5), 353–358. 
https://doi.org/10.1016/j.brat.2009.01.013

8. K. Hyette – FH Surrey MHSUS manager, personal communication, cca. August 2021

Acknowledgement 
We are grateful to Dr. Alex Chapman (SFU) and Dr. Zohre Yaghoub Zadeh (FH MHSU 
Evaluation Lead) for input with evaluation design, Dr. Samar Hejazi (FH DERS) for data 
analysis, UBC FLEX program for students’ participation, and FH MHSU leadership for 
authorizing this project in the service of further program development. 

Contact: martina.smit@fraserhealth.ca

https://doi.org/10.1016/j.brat.2009.01.013

	Slide Number 1

