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Preface

My interest in teens who self-injure was sparked by a conversation I
overheard between two adolescent girls at a hospital and school for troubled
kids. I was in my first year of postdoctoral training, and what I heard made
me think they were just striking a pose: They were sharing with each other
the benefits of self-injury. Speaking with a kind of secret excitement, they
told of how burning themselves actually made them feel better and more
alive. As I spoke with supervisors and colleagues, my eyes were opened to
this phenomenon, and I realized that the girls had indeed been serious.
Soon afterward, I began to seek out patients who deliberately self-harmed.
Much of what I know about self-injury I learned from my young patients.

Without exception, the parents of these patients were frightened,
confused, and worried that they had somehow failed their children. Kids
who deliberately hurt themselves need specialized treatment and, in some
ways, specialized parenting. Since I am a parent myself, I know that
parenting is a challenge even under the best of circumstances. “Once you get
on that bus, you can never get off’—these were my mother’s words of
wisdom to me when my wife and I were about to have our first child, and
she was right. While she certainly captured the idea of child rearing as a
long-term ride, I didn’t fully anticipate the bumpy roads, the storms we
would have to drive through, or the occasional breakdowns.

Raising children is very hard work. While each developmental stage
presents its own difficulties, adolescence is certainly one of the hardest for
parents to negotiate. The journey becomes especially tortuous if our children
have emotional difficulties. It's all too easy to get lost ourselves in the
emotional storms and breakdowns that overwhelm our kids. Our own
understandable worry about our children’s emotional states sometimes



makes clear thinking impossible. To complicate matters, our health care
system sometimes appears designed to prevent our children from getting the
help they need to move forward. I hope the following chapters will make
your journey progress a little more smoothly.

I have confidence that with a better understanding of self-injury and
some new tools to address the problem, your life will get a little easier. My
confidence arises from the program data that we routinely collected from
kids and parents who attended our program at Two Brattle Center and from
the data we have gleaned from the 3East dialectical behavior therapy (DBT)
programs at McLean Hospital in Belmont, Massachusetts. In addition, I have
had many conversations over the years with parents who have tried these
techniques and found them life-changing. If you learn these skills and begin
to use them, you will be more effective with your children.

In this second edition, I have added new skills from the latest skills
training manuals by Marsha Linehan, Jill Rathus, and Alec Miller. These new
skills were created by expert clinicians who developed them after decades of
experience conducting DBT, and I have included the ones I find most useful.
I have expanded the section on the neurobiology of self-injury and emotion
dysregulation to include the latest research in this area. I have included a
section on recurring parenting patterns that can become problematic for
even the most thoughtful and loving parents, with some ideas about how to
avoid them. Finally, I have developed and included more information
regarding the role of self-punishment in self-injury. These are important
concepts to understand for anyone who cares about an individual who
deliberately self-harms.

I have raised two adolescents. I know how challenging this can be. My
wife, who is a clinical social worker, and I routinely used the skills outlined
in this book both to be useful to our children and to keep ourselves going in
the right direction. That’s what I hope this book will do for you—send you in
the right direction, by giving you some effective tools that make a tough job
a bit easier.



Acknowledgments

Since the first edition of this book came out, I have had the privilege of
working with an extraordinary group of people to found 3East, a continuum
of adolescent and young adult DBT programs at McLean Hospital in
Belmont, Massachusetts. We have helped hundreds of young people—the
majority of whom self-injure—and their parents to live more skillfully, with
less suffering and more joy. This is the magic that can happen when the right
treatment is applied by talented, dedicated, and compassionate clinicians.
Our program and this book are based on the seminal work of Marsha
Linehan, PhD, whose treatment has changed the course of so many lives.

There are many people who made this second edition possible. First and
foremost, Kitty Moore at The Guilford Press started the ball rolling and
would not let me avoid getting this done, no matter how hard I tried! Chris
Benton, my developmental editor, once again honed my ideas and my
words, making this book so much more than it would have been without her
gifts (and the process so much more palatable and fun). Thanks to Blaise
Aguirre, MD, for reviewing the medical chapter again and for his boundless
optimism. He is an inspiration, despite his bad puns! My thanks to Matthew
Nock, PhD, who, despite having won a genius grant since the first edition,
still deigns to speak with me and keep me up to date on self-injury research.

I want to thank my patients and their parents for teaching me how to be a
better clinician, and for deepening my understanding of what it means to be
human. I would also like to express my gratitude to the entire 3East staff,
who allow me to be both a teacher and a student, and whose empathy,
humor, and commitment help us all find wisdom in our patients’ behavior.

I would also like to acknowledge my daughter and my son, Kate and Sam
Hollander, both of whom continue to teach me much about parenting and



love me despite my mistakes.

Finally, to my wife and a cofounder of the 3East programs, Janna Hobbs,
LICSW: this book was a shared endeavor and wouldn't exist without you.
Thank you for everything.



Introduction
Kids Who Deliberately Hurt Themselves

In more than 40 years as a psychologist, I have helped hundreds of teens
with all manner of problems. And I have seen that nothing causes parents as
much anguish as kids who deliberately cut, scratch, burn, or hurt themselves
in some other fashion. Parents find their children’s self-injury to be one of
the most painful experiences they have ever had, and one of the most
confusing. If you find yourself in this situation, it's only natural for you to be
frightened, sad, and sometimes angry. Whatever you try to do to help your
child may seem only to make the situation worse. And your frustration may
have created tension between you and the child’s other parent, who might
have very different ideas about how to manage the problem.

My intention in these pages is to clear up the confusion surrounding self-
injury and to explain how it can be treated successfully. Since this book was
first published, hundreds of parents have let me know how helpful the book
is, and I am confident that it can be helpful to you too. New research, new
treatments, and new manuals in dialectical behavior therapy (DBT)—the
gold standard for treating self-injury—have all been influential in this
edition. While I concentrate primarily on DBT, I also highlight some other
evidence-based treatments that have been shown to be effective for self-
injury. What all of the effective treatments have in common is skills training,
individual meetings, and parent skills training. The skill sets that are part of
all of the treatments are emotion regulation and interpersonal
communication strategies.

This is not a book about becoming the perfect parent or doing everything
right—there’s no such thing. No matter how hard we try, we can’t always
provide our children with what they need, whether it be discipline, empathy;,



validation, or guidance. We fail because our timing is off, or we misread a
situation, or we're tired or angry. We fail because the world has changed so
much from when we were young, or because we didn’t get what we needed
from our own parents, so we just don't know how.

The first thing I want to tell you is this: Do not blame yourself. Children,
especially emotionally sensitive ones, have a way of bringing our parental
weak spots to the surface. I would like you to read this book with
compassion for yourself as well as your child. Self-injury is a complicated
problem with a multitude of causes. You will probably be able to help your
son or daughter most if you don’t try to be perfect and instead focus on
staying open to learning from your mistakes. Don't underestimate your
strengths or the power of your relationship with your child. You may need to
do things somewhat differently from other parents, but you can learn the
skills to be the parent your child needs.

Getting your child professional help will be an important component of
what you need to do. In this book I will introduce you to DBT, which has
been shown to be effective in helping kids to stop hurting themselves. While
DBT is not the only effective treatment, it does have the largest evidence
base, and it is the one I have worked with most because I've seen it help
throughout my work with teens who cut. While it is impossible to predict
how long any particular treatment will take, DBT seems to be one of the
shortest and most effective routes to wellness. Although it’s not a miracle
cure, I've seen kids reduce self-injury in 3 to 6 months with the help of this
treatment. Keep in mind that any therapy is a process of a few steps forward
and a step back. It is not a smooth upward course. I will also offer some tips
about how you can be helpful as a parent and how to take care of yourself so
you're able to tolerate what can be a very bumpy and uncomfortable ride. I
hope by the time you finish this book, you will have a clearer understanding
of self-injury and will be armed with the tools to help get your child back on
track.

The second thing I want you to understand is that your child is likely self-
injuring because it calms him or her. To us, that’s a terrible solution. To your
child, it’s one that works. Since the first edition of this book, we have learned
more about the neurobiological basis for this behavior, which I explain in
Chapter 1. One of the main purposes of DBT is to help people find other
ways to calm and soothe themselves.



Rest assured that you're not alone on this journey.
Currently 14-18% of

teenagers in the Most self-injury begins in early adolescence, around 13
United States self- or 14, and it affects an estimated 14 to 18% of the
injure.

teenage population. Let me share with you some brief
moments in therapy with two adolescents who self-
injure. You will probably find something of your own son or daughter in
their responses.

SARA: “IT CALMS ME DOWN”

Sara, age 15, and her parents entered my office for their first consultation.
Sara was neatly dressed, had an easy manner, and appeared quite
comfortable in this situation. Her father had called earlier and requested the
consultation on the advice of Sara’s therapist. In the phone call he reported
that the therapist wasn’t sure they were making any real progress. Her father
also said he thought Sara had a good relationship with her therapist, and
that Sara had said she liked to meet with the therapist but was still cutting.
Sara’s dad went on to reassure me that the cutting was superficial and never
required medical attention. Sara, her father related, was a good student who
had many friends but often doubted her own abilities.

Very early in the visit it was clear that Sara was a bright and personable
young woman. She told me that she had been cutting herself since middle
school and that she engaged in the behavior two to three times a week,
sometimes less—and in times of stress more frequently. When I asked her
what she meant by “stress,” she described feeling emotionally overwhelmed,
“like I want to jump out of my skin” When I asked when her parents had
learned of her behavior, Sara’s mom said it was only 8 months ago, when the
school nurse called and told her she had noticed superficial cuts on Sara’s
shoulders. A cloud of sadness swept across Sara’s face, and tears begin to well
in her eyes. Right at this moment Sara’s dad quickly asserted that as soon as
this came to their attention they found a therapist and set up an
appointment for Sara.

I turned to Sara and asked her about her work with her therapist. She told
me that she liked him very much and found him very easy to talk to. I asked
what kinds of things she and her therapist spoke about. “All kinds of stuff,’



she said, “like school stuff and friend issues.” “Do you speak about your
cutting?” I asked.

“No, not very often,” she replied, “but I know the doctor doesn't want me
to do it. We're trying to understand why I do it—you know, to figure out
what it means.”

I asked Sara if she felt a sense of relief from stress after she cuts. She
replied that she does feel better after she injures herself: “It calms me down.”
I asked her if she wanted to stop cutting, and she assured me that she did.

“Why?” I asked.

She knew that it was unhealthy, Sara said, that it worried her parents, and
she didn’t want scars on her body. I told her that while these are very good
reasons to stop cutting, in my experience they rarely have been sufficient for
someone to stop. I asked her in more detail about the experience of being
emotionally overwhelmed. She described feeling “sort of crazy on the inside,
like I'm about to get out of control.” She let on that cutting had been the only
thing that had helped her calm down in these situations.

“How long does the relief last?” I inquired. “And what happens when the
relief is gone?”

“It depends,” she replied. “Sometimes it lasts a few days and sometimes
only a couple of minutes. Afterward I feel kind of guilty. I used to tell myself
I won't ever do it again, but I don’t do that anymore. I know when I get into
that state I don't have any control over myself”

“So cutting really works at helping you manage powerful emotions. It is a
simple, relatively easy thing to do. Are you sure you want to stop?” I asked.
“Suppose I could convince your parents not to worry about the cutting and
reassure you that in the future cosmetic surgery will probably take care of
the scars? Would you still want to stop?”

A faint smile appeared on Sara’s face as she said, “No. In fact, I really don’t
want to stop.”

Sara’s admission that she was not so sure she wanted to stop cutting
clearly surprised her parents. It’s often the case, however, that adolescents
who self-injure have come to realize how effectively the behavior helps them
soothe themselves. It's not at all unusual for them to have powerful and
mixed feelings about giving it up.



Saras story highlights two important themes. First, self-injury usually
serves to help kids calm down from an intense emotional state. Second,
sometimes even good therapists, the kind who really know how to relate to
teenagers and are helpful in most situations, can miss the point on self-injury.
I'll have a lot to say about both of these points in the opening chapters.

Your teenager may not look exactly like Sara. With 1 or 2 out of every 10
adolescents having engaged at least once in what clinicians call nonsuicidal
self-injury (NSSI), it's only natural that there would be a wide variation in
the behavior and the kids involved with it. Not all teens who self-injure are
girls; in fact, there’s some evidence that teenage boys are as likely to self-
injure as girls. In research samples of children who come to clinics, however,
girls are much more likely to be in treatment for it. Therefore, I will usually
refer to children who self-injure as female.

Kids have discovered a variety of ways to self-injure: with razors, scissors,
pen tops, fingernails, bits of glass, and even broken CDs. For some
adolescents it is a one- or two-time thing; others will do it many times. As I
mentioned, deliberate self-harm often starts in early adolescence, but I have
consulted with children who started self-harming as early as age 10. Without

effective treatment the behavior can persist well into
Research shows that

adulthood. self-injury may affect
As you will see, deliberate self-harm is often a boys and girls
solution to how your child feels in the moment. It can 9ually, but more
Y ] i o girls are receiving
become a stable way of managing painful emotions or a treatment.
way to escape an awful feeling of numbness and
_ emptiness. We have increasing evidence that these
The intense . . ST o
emotions or emotions are often driven by insidious self-criticalness
numbness thatdrive  or deeply felt self-loathing. Interestingly enough, self-
?r%tﬂnfnzféﬁ;iﬁ;";;f_ injury does not usually occur in the context of
loathing or self- substance abuse, and frequently the adolescent does
criticism. not feel pain at the moment of injury. Drugs and
alcohol often serve a similar function, which might

account for why they don't often appear in concert with self-harm.

MARIE: “SOMETIMES | DON'T FEEL ANYTHING AT ALL”



Knowing that youre not alone with this issue probably doesn't make it any
less worrisome, frightening, or confusing—especially if you cant find
effective treatment, as happened to Marie’s mother and father.

“It looks like you're thrilled to be here,” I said to Marie in my office.

“I hate shrinks,” she replied.

Marie was an attractive young woman with purple hair and several face
piercings. She was 17 years old, had been date-raped at 15, and had a long
history of failed psychological treatments. She had had six inpatient
admissions at local hospitals for cutting and two for overdosing on pills.
Shed gone through seven therapists in the last 4 years, and had spent 9
months in one of the best long-term residential programs in the country.
When she left there, she and her parents were quite hopeful about the
progress she had made. She had stopped cutting and no longer felt that
suicide was an option in her life. The gains she made when living away from
home, however, disappeared upon her return. Clearly everybody was
disappointed that Marie seemed to be right back where she started.

We know that there is a high correspondence between trauma and self-
injury. We also know that trauma, if not actively treated, will significantly
compromise recovery. There is promising data on using DBT combined with
a cognitive-behavioral treatment called prolonged exposure (PE) to treat
both self-injury and trauma symptoms.

Her last therapist described her as “unwilling to get better” and as
someone who appeared to like the role of patient. He referred her to me but
was clear that he felt she wasn't ready to engage in therapy. It wasn't too hard
for me to imagine that Marie could be pretty stubborn. The therapist
suggested that she cut to let people see how awful she felt about herself and
that self-injury had the added benefit of helping her receive attention from
her friends. There may have been some truth to the therapist’s conclusions,
as there is a group of teenagers who feel that their self-injury is a concrete
way of communicating their internal distress to others: somehow words
don’t capture the depth of their pain.

“So why did you come today?” I continued.

With a scowl on her face she grumbled, “They made me””

“And you do everything they tell you?” I asked innocently.

At this point Marie’s father interjected that if Marie didn’t start to “get her
act together,” he was going to send her back to the long-term residential



placement where she had done so much better. While clearly he was fed up
and at his wits’ end, it also seemed that hed be willing to do whatever it took
to help his daughter. His statement was not so much a threat as an
expression of his ongoing concern, perhaps an indication of how fearful he
felt about his daughter’s future. Unfortunately, Marie heard it only as a threat
and slumped deeper into her chair.

I asked Marie’s dad how he understood her problems. Without missing a
beat he told me with certainty that her problem was that she kept trying to
get attention. He understood that the date rape may have been a factor in
how she felt about herself, but if she just had a little more willpower about
putting the past behind her, he said, she wouldn’t allow herself to suffer so
much. Marie’s mother chimed in that her daughter had always been rather
“dramatic” and overly sensitive, and while in some ways they were alike in
that regard, she had done everything she could for her daughter and was
running out of energy. She exclaimed that she had no idea what was going
on with her child and burst into tears. Marie expressed her annoyance at
having come to this “stupid” appointment and threatened to leave.

I asked Marie if she could stay for just a few more minutes, as I had a
couple of questions to ask her. She reluctantly agreed to stay put for the
moment.

I was relieved that Marie agreed to stay because there were some
important questions that I needed to get answers to right up front. The first
was about her experience of cutting and of overdosing. I wanted to
determine whether cutting and overdosing were similar or different ways of
helping her cope. I told her that I was going to ask her a few questions that
called for her opinion about herself, then I plunged in.

“When you cut yourself, is your goal to die?”

“No!” she replied without hesitation and with a hint of annoyance.

“I didn’t think so,” I responded. “What about when you overdosed? Did
you intend to die then?”

“Yes,” she mumbled. “I couldn’t stand it anymore.”

“So for you, cutting serves a different purpose from overdosing. Is that
right? Cutting solves the problem of how you feel in the moment, and
overdosing is about ending it all”

“Yeah, that’s right”



“Okay, Marie, just a few more questions. When you think about yourself
compared to others, do you think you are more sensitive than most people?”

“Definitely,” she said.

“Do you think it takes longer for you to get over an emotional situation
than other people? Do people tend to tell you things like ‘Get over it already
—you’re stewing over something that happened days ago’?”

The briefest of smiles and the beginning of some curiosity crossed her
face as she responded, “Yes.”

“And finally, do you respond really quickly to emotional situations? That
is, you know what you feel about something almost immediately, and even if
you can’t name the feeling you still know you feel something very strongly?”

“Totally, but sometimes I don’t feel anything at all. I just feel numb and
empty, she replied.

I asked her if cutting made her feel alive again when she felt numb and
empty. In other words, did it seem to bring her feelings back?

“Yes!” she replied.

The story about Marie highlights a couple of important points about self-
injury in addition to what Sara’s story revealed. First, teenagers often don't
intend suicide when they deliberately self-injure. It is important that self-
injury not get mixed up with attempted suicide, because in some important
ways each requires a different treatment approach. However, we now know
that self-injury is the strongest predictor of a future suicide attempt. It is
critical that a thorough suicide assessment be conducted by a mental health
professional whenever self-injury is part of the picture. No one knows for sure
why this relationship exists. One theory is that self-injury serves as a kind of

dress rehearsal for suicidal behavior. If you practice
One of the most

common harming your body, it may be easier to cross the line
misconceptions into more significant bodily harm.

about self-injury is c . .. .
that teenagers The second point is the contention that self—ln)ur.y is
engage in it to get a deliberate attempt by the adolescent to get attention.

attention. In my experience this is one of the most frequent

misconceptions about self-injury. Parents and
therapists alike hold to this misunderstanding as they struggle to understand
a very worrisome and perplexing behavior.



WHY DO THEY DO IT?

If it’s not a cry for attention, why do teenagers hurt themselves intentionally?
The three most common reasons for self-injuring are (1) to control the
extremely painful and frightening experience of overwhelming emotions,
(2) to escape from an awful feeling of being numb and empty, and (3) to
punish themselves. So many people who self-injure have such a deep-seated
sense of self-loathing that they often experience the powerful urge to punish
themselves. While it’s true that a significant number of self-injurers don’t feel
any pain at the time of the tissue damage, the act itself of attacking their
body can satisfy their need for punishment, based on the belief that they
deserve to be hurt. Being able to see physical evidence, wounds and scars,
often is important to these people.

Unfortunately, it may not be easy to see that this is what’s going on with
your son or daughter. A teen who goes straight to her room after school may
not reveal the roiling emotion that’s tormenting her at the moment. And
even if your teen has directly expressed the feeling of emptiness, you may
not be able to tell exactly when she’s experiencing it. You may also have no
idea from your teen’s day-to-day behavior that she suffers from a deep sense
of self-loathing or self-criticalness. So you're left confounded by the cutting
or burning, feeling helpless and profoundly worried.

The paradox of self-injury is that what normally brings pain brings
immediate emotional relief in these cases. The key concept in understanding
self-injury for the vast majority of teens is that it is an emotional coping
strategy. (There are adolescents who self-injure for other reasons, but they
form a relatively small group.) Furthermore, as a short-term strategy to
manage awful emotional experiences, it can be very effective. It’s certainly
not an acceptable strategy, but understanding how it serves this function is a
critically important first step in helping your teen.

When you—and your teen’s therapist—understand that your teen self-
injures to get immediate relief from emotional pain or discomfort, you can
start solving the problem. But without that understanding therapies may
move in the wrong direction, leaving even the most competent therapist, the
most dedicated parent, and the struggling adolescent feeling hopeless and
frustrated. Professional help you've sought before may have led nowhere,



and your own repeated pleas to your teen for an _

. > . . . . Understanding that
explanation of why she’s doing this horrible thing to your teen’s self-
herself can lead you right down the rabbit hole. My injuring behavior is a

oal in this book is to keep you from falling into it way of dealing with
8 p.y) ] 8 7 intensely difficult

Understanding your child’s worrisome behavior will emotions opens the

help you in two important ways. First, it will lessen g:’:;li?n solving the
your own anxiety. When we understand something, '
our fear and worry usually decrease. Don't expect to become calm about
your kid’s trouble, but the odds are, once you understand it, you won't panic
as much. In addition, it will help you locate appropriate treatment and be

better able to assess whether progress is being made.

WHAT YOU CAN DO

Like Sara and Marie, teenagers who self-injure often describe feeling as if
they are losing their minds or spinning out of control. To the outside
observer it sometimes seems that these kids are being overly dramatic,
throwing a tantrum, or making an emotional mountain out of an
inconsequential molehill. But being overwhelmed by emotions or not
having their own emotions available to them can have an impact on every
aspect of these adolescents’ lives, from friendships to a sense of identity to
what is sometimes described as “impulsive” behavior. Adolescents who cut,
or who deliberately self-injure in other ways, lack the skills necessary to
manage their feelings. Furthermore, their emotional systems are more high
powered than most peoples. They feel things very deeply. Even those who
feel numb or empty have usually unconsciously flipped a switch to turn oft
the very intense feelings that tend to overtake them.

Self-injury is a way to regain emotional balance—it is a solution to the
extremely disturbing emotional problem of feeling out of control—and it
works. There are several theories that seek to explain what emotional factors
tip these teenagers over into emotional dysregulation. Being emotionally
dysregulated is such a terrible state of mind that they put all of their efforts
into regaining emotional equilibrium. Most people have had the experience
of being emotionally overwhelmed, and we know how hard it is to think
clearly and act effectively in those moments. Self-injury calms you down and



brings your mind back “online” in a matter of seconds. It’s critical that you
understand that fact, because it explains why your teen, like Sara, may not
_ really want to stop the cutting. Why? It’s like Advil.
For a teen in the
throes of emotional What do you do when you get a headache? You take
dysregulation, a pain reliever. What happens? Your headache goes
gum"g can calm her away. How much time do you spend after the relief
own and bring her
brain back “online”  thinking about why you got a headache? Not much. It
in seconds. seems just human nature that when we solve a
problem, we don’t spend too much time thinking about
why it occurred. The same is true for self-injurers: once the problem
(overwhelming emotion or devastating numbness) is solved, they go on with
their lives. All too often they don't devote any attention to understanding
what set them off and/or developing the skill sets to solve the initial
problem.

It is the purpose of this book to explain how your child can develop these
skills and how you can reinforce them at home. The first part,
“Understanding Self-Injury,” lays to rest several popular myths about why
adolescents self-injure and introduces you to the facts about this worrisome
practice, the factors that lead up to it, and the treatment that works best to
help your child overcome it. In the second part, “Helping Your Teen in
Treatment and at Home,” I go into greater detail about how DBT works and
how I conduct this therapy, offering concrete suggestions about what you
can do to help your child and to avoid making the situation worse. I'll also
give you an overview of the other treatments that can help, to ensure that
you know what your options are, and give you some pointers about how to
remain relatively sane through the tough times. Taking care of yourself is a
critical piece of the healing process. Finally, I'll discuss figuring out how, and
with whom, to share the problem.

DBT, or any psychotherapy, is not a “quick fix.” Many adolescents reduce
or stop self-injuring in 3 to 6 months, but you will probably need to make a
commitment of 1 year. Whether your child stops self-injuring altogether
depends on other factors as well, such as his or her support system. As a
type of cognitive-behavioral therapy, DBT does not require any special
ability or insight. What it requires is recognizing the purpose the behavior
has been serving and making a commitment to learning and practicing
different ways of soothing a high-powered emotional system. Armed with



knowledge and willingness, your child can learn to get past this very difficult
time. And you can help. Reading this book is an important start.



Understanding Self-Injury



1

Fact versus Fiction
Bringing Self-Injury into the Light

Caitlin’s parents were at their wits’ end. Whose wouldn’t be? Their daughter
had been cutting herself several times a week for a year and a half. All their
well-intended attempts at helping her had failed.

“I just don’t know what to do at this point,” said Caitlin’s dad. “We've tried
everything: individual therapy, family therapy, all sorts of different
medications. We even sent her to a different school. We tried grounding her.
We got so desperate we even locked up all the sharp objects in the house.
Nothing has worked. I don’t think she wants to stop—she must like the
attention or something.”

Caitlin's mom chimed in: “She’s such a good kid. I know she’s unhappy. I
just wish that she and her therapist could find the reason for her cutting.
What does it mean to her? I think if she knew why she did it, shed be able to
stop.”

Most of the parents who have sought my consultation, like you, have
been caring and loving people who are frustrated and worried sick. It’s hard
to stay calm when your children seem to be stuck in scary behavior. You
experience strong emotions that feel nearly unbearable. And when you’re
emotionally aroused in this way, the climate is right for you to make errors
in thinking and judgment. Your need for answers to aid you through these
troubled times can lead you to cling to erroneous conclusions that help
lower your anxiety and make sense of the emotional chaos but take you oft
the right path.

This atmosphere of confusion and misunderstanding has given rise to
numerous myths that circulate among laypeople and in the media.



Therapists themselves have contributed to these myths; however, we now
have more sufficient scientific research that helps us understand what is
behind self-injury.

Gaining a new understanding of why your children would do something
so inconceivable as cutting themselves is much more important than you
may believe right now. Of course, you may be much more interested in
getting straight to what you can do to make this behavior stop. But acquiring
a new perspective on the purpose that self-injury serves for your child is an
important foundation for eliminating this disturbing behavior. A new
perspective will direct you to effective treatment and help you facilitate
change in your child’s behavior by doing some things differently yourself.
That's why in this chapter we will examine some of the myths and
misconceptions you might have about self-injury and some of the paths you
may find yourself going down that keep you from truly understanding the
troubles your child is having. The many misunderstandings that parents,
pediatricians, and therapists have about deliberate self-harm are a primary
reason that children don’t get appropriate treatment in a timely way.

Consider Cynthia, a 22-year-old college student who has engaged in self-
injurious behavior since the age of 13. Over the weekend Cynthia’s
roommate noticed the cuts on her arm and told the dorm counselor.
Cynthia came to my office only because her dean ordered her to get a
psychological consultation before she would be allowed to return to the
dormitory.

“I've had therapy since I was a kid, and it hasn’t helped with the cutting,’
Cynthia told me.

“I've just become resigned to the fact that this is part of my life. You
know, when I cut myself it really doesn’t hurt, but it just seems to help. I'm
not even sure [ want to stop anymore.”

“Cutting has been part of your life for almost a decade,” I said. “You have
been clear with me about how it helps you calm down, so I can imagine you
have mixed feelings about giving it up.”

“Yes, in some ways it’s like an old friend who is a bit troublesome but who
is always there when you need her”

Cynthia’s a little older than the patients I usually see.
In most cases self- . . . .
injury begins in For the most part in this book I will be talking about
adolescence, and teenagers, because the vast majority of people who



that’s the time to engage in deliberate self-harm begin it in adolescence
take action. —and that’s when youre most likely to be trying to

understand and eliminate it from your childs life. I
want to leave no doubt in your mind that you should seek professional help
for your child if you know, or reading this book confirms your suspicion,
that your teenager has been engaging in self-injury. While some kids only
experiment with the behavior, for most it will continue into the early adult
years and even into midlife and beyond unless prompt and effective
psychological treatment is sought. That can be difficult to pursue when
misconceptions get in the way.

MYTHS ABOUT SELF-INJURY

Please keep the following ideas in mind when you read about these myths.
First, in psychology nothing is absolute or certain, so in a few instances what
is a myth when applied to an entire population can be a fact in an individual
case. Second, most of our behavior is influenced by many factors, including
our past history, our current needs, and our long- and short-term goals. Not
all these factors have an equal influence. Some have a minor role in keeping
the behavior going, while others exert a powerful effect.

Myth 1: They Do It to Get Attention

According to some researchers, fewer than 4% of adolescents deliberately
hurt themselves to get attention. Yet its the most common reason that
parents and some therapists give to account for the behavior—despite the
fact that often an adolescent is self-injuring for months before an adult even
notices. Misconceptions of this kind derail treatment and prolong both the
adolescent’s and the parents’ distress, as they did for Erin and her family.

ERIN: NOT FOR ATTENTION

Erin, age 13, was a very likable and extremely bright girl who seemed to
have some anxiety in social situations. She had been hospitalized numerous



times over the last 6 months for self-injury and suicidal thinking. The
psychiatrist in charge of her care reported that Erin had been cutting herself
for the past 2 years, but that it had come to her parents’ attention only about
8 months ago. When I asked the psychiatrist if he had any ideas about why
Erin injured herself, he replied with confidence that he, the previous
clinicians, and Erins parents were all convinced that she did it to get
attention.

How could a young girl be seeking attention through a behavior that she
had kept secret for well over a year? When I posed this question to the
psychiatrist, he realized immediately that he may have leapt too quickly to
his conclusion. So how is it that smart, well-trained, competent clinicians
and caring, loving parents so often make this mistake? It’s hard to know for
sure, but here are some possibilities.

Even “Delicate Cutting” Is Self-Soothing

First, the majority of self-injurious behavior involves relatively superficial
wounds. Some clinicians refer to superficial cutting or scratching as “delicate
cutting”—giving the impression that the adolescent is taking care not to hurt
herself seriously, but only to cause enough damage to get people to notice.
But these superficial wounds have the self-soothing effect that these
adolescents seek. (I discuss the smaller group of more serious self-injurers
later in this chapter.)

Parents’ Proximity

A second reason parents might get off track about self-injury has to do with
the context in which the behavior occurs. Once you realize that your child is
self-injuring, you will probably become more vigilant about her mood
changes and emotional states, staying near her. If she hurts herself when
you’re close, it would be easy to assume she did it to capture your attention.
Many parents have told me how they know their child is having emotional
trouble, but when they try to help, the child often rebukes them or denies
that anything is wrong. The parents know that this is untrue, so they stay



close at hand. In a matter of minutes the child self-injures right in the next
room, and the parents rush in to help. The child is a little calmer now and
somewhat more willing to talk. The parents conclude that she hurt herself to
get the attention she is now willing to accept.

Parents are often both relieved and annoyed by this sequence of events—
relieved that their child was open with them but annoyed because they felt
manipulated by the behavior. They conclude that the self-injury is a
manipulative ploy to get them to pay attention. Their frustration is
compounded because of their thwarted attempts to help.

There’s another explanation for this sequence of events.

Adolescents Want Privacy

The alternative explanation rests on two factors. The first is the normal
tendency of adolescents to seek privacy concerning their emotional lives.
This is especially true for those in the early to middle stages of adolescence.
For boys, early to midadolescence ranges from 13 to 16 years of age; for girls
it's a little earlier, from 11 to 15. Hallmarks of this stage of development are
the phrases “I dont want to talk about it” and “Everything is fine”—the
second of which often doesn’t square with what you see.

At this point in their lives, adolescents feel a real need to be separate and
independent from their parents. As they negotiate _

. At an age when their
these new waters, they often confuse asking for help antras are “I don't
with childlike dependency. These kids pull hard against want to talk about it”

. . and “Everything’s
any current that might make them feel like a younger o e te en’;g erg
child. They have not learned to differentiate between rarely seek parental
mature dependency, which includes the capacity to ask attention—much less

. . help.
for help and advice, and a pseudoindependence that
places a premium on going it alone. For the most part, kids in this stage of
development try to keep their parents out of their business. While they may
wear outlandish clothes and behave in ways that are “over the top,” they
rarely intend to promote closer scrutiny from their parents. Ironically, it is
just such behavior that often invites adults in to set limits.



More Emotion Than They Can Handle

The second point that supports an alternative explanation for Erin’s behavior
has to do with the way these kids experience emotional distress. By and
large, adolescents who self-injure are extremely reactive people: they feel
things very deeply and are prone to becoming emotionally overwhelmed
quickly. They possess powerful emotional systems without the tools to
manage them—its as if they have Ferrari engines and Toyota Corolla
transmissions. They have great difficulty harnessing their powerful emotions
in the service of clear thinking and problem solving. When theyre
emotionally charged up, they lack the capacity to skillfully ask for help or to
take in new information that may alleviate their current distress. What they
want to solve, and to solve quickly, is how awful they feel in the moment.
Self-injury often provides immediate relief from this feeling of emotional
_ . turmoil. With that relief comes a degree of calmness
Kids who self-injure )
have the emotional  that enables them to be more available and reasonable

engine ofaFerrari  with their parents. The change in demeanor, coupled
with the . > . .

transmission of a Wl.th the parents’ presence, make§ it seem as if they
Toyota Corolla. injured themselves to get attention, but it’s almost

always about getting immediate relief from emotional
distress. (Those cases where it doesn’t provide emotional relief are discussed
in Chapter 3.)

Myth 2: Everyone’s Doing It

Deliberate self-injury has been part of the adolescent scene for many years.
My clinical experience and that of my colleagues suggest that it’s on the rise,
but we don’t know for sure. We are uncertain for at least three reasons.

Deliberate Self-Injury Has Often Been Mistakenly Documented as
a Suicide Attempt



Since suicide attempts appear to be on the rise, when self-injury gets
mistaken for attempted suicide, it seems erroneously that self-injury is on
the rise more than it actually is. Marie’s story from the Introduction
highlights the different experience teens have when they are actively
suicidal, as opposed to using self-injury to soothe themselves.
I can’t emphasize enough the importance of a thorough assessment by a
qualified mental health professional to sort out this issue. Most of the
L adolescents I treat are quite clear about how different
The distinction .
between suicidal these two experiences feel for them. (Often the adults
feelings and the around them, who are worried, baftled, and at their
g‘;esr;tlft_?nfjii:nb;tter wits’ end, are inadvertently generating the confusion.)
should be made only They tell me that they deliberately self-injure when
by a professional. they just can’t stand how painful life feels a minute
longer. They may wish they were dead, but they have
no intention of killing themselves. In contrast, when they are feeling
suicidal, they do intend to end their lives. But don't try to make this
distinction in your own children. Seek a professional’s help.

No Firm Criteria

Some researchers employ a rather narrow view of what constitutes NSSI,
while others use the broadest of criteria. Consequently, the percentages
given for adolescents in the general population who self-injure range from
14 to 18%; for adolescents who are hospitalized for psychiatric reasons, the
range is 40 to 61%. As clinicians’ and researchers’ attention is drawn more
and more to this area, I believe it won't be too long before we have more
definitive answers to these questions.

Today’s Kids Seem Less Secretive about It

While we don’t know for sure whether self-injury is on the rise, in my
experience adolescents used to be more secretive about it in years past; it
would have been unusual for a child to speak about such behavior even to
his closest friend. Parents often remained unaware of a child’s self-injury



until his psychiatric hospitalization for some other reason. As time went on,
stories of self-injury crept into the media, both in news reports about
teenage health issues and in the adolescent music and movie culture. In a
way self-injury has been “normalized” As a consequence, adolescents are
much more likely to disclose their self-injurious behavior to friends and to
discuss how it makes them feel better in the short run. In addition, a

number of websites are devoted to self-injury. We don’t
know whether these sites help children stop self-injury
or induce them to keep it up, but it’s another route by
which self-injury has “come out of the closet.”

The good news about self-injury coming out of the
closet is that researchers began to study the problem in
an attempt both to understand it and to develop more

The fact that self-
injury has come out
of the closet is a
mixed blessing: it
has opened a path to
more research but
also may have
introduced teens to a
behavior that

soothes emotional
distress in the short
term but with
devastating long-
term consequences.

effective treatments. The not-so-good news is that as
more adolescents became aware of the behavior, more
tried it out in a moment of emotional turmoil.
Unfortunately, for a significant number of adolescents,
the behavior worked all too well in helping them regain
their psychological equilibrium. In the media and in the adolescent culture,
self-injury is often portrayed in ways that glamorize or romanticize it rather
than address its devastating long-term consequences. In addition there are
social media sites that also glorify and rationalize self-injury. You may even
have come to believe from these portrayals that self-injury is a worrisome
behavior that your children will outgrow once theyre out of their teens.
Sadly, this is not true. The child who self-injures is in significant emotional
distress and needs professional guidance.

Myth 3: Peer Pressure Is the Main Culprit

While kids who cut themselves are often friends with other adolescents who
do the same, peer pressure probably has little effect in keeping the behavior
going. For adolescents, and in particular female teenagers, the peer group is
a place to air their problems. It’s not unusual for one teenager to tell another
about her personal experience with self-injury or to let on that another
friend has tried it. Teens can also find out about it from the media. In fact,



preliminary data suggest that about 52% of kids learn about self-injury from
a friend or the media.

Peer Pressure as Scapegoat

Peer pressure has been used to explain many kinds of adolescent behavior,
often without merit. For example, its often been cited as a reason
adolescents use alcohol and drugs. While peer pressure can probably make
someone use these substances on a few occasions, it's more typical for kids
who are involved in substance use or abuse to seek each other out, thereby
creating a new peer group. A similar pattern probably occurs with self-
injury.

As adolescents describe it, only their friends have the insight and ability
to understand and help them. It’s true that cliques are an important part of
adolescent life, and I dont want to downplay the importance of a child’s
feeling of belonging and support. I find, however, that a social group offers
its members an abundance of understanding and compassion but not much
in the way of help in changing undesirable behaviors. The problem is more
likely to be solved from the inside out: when kids stop self-injuring, they will
be more likely to find new friends, rather than new friends in their group
somehow helping them to stop self-injuring, as Melanie’s story shows.

MELANIE: “I LIKE THESE NEW FRIENDS BETTER”

Melanie had been in treatment for 8 months and hadn’t cut herself for the
past three. She started the session with an upbeat story about a concert she
had attended with some friends.

“Did you go with Dee and Nick?” I asked.
Adolescents « v dor’ h h > b
generally don’t start No, I actually don't see them much anymore,” she
injuring themselves  replied.
because of the “I know your parents worked very hard to stop you

influence of friends. ) ) .,
They are more likely ~ from hanging out with them. Is that why?

to choose friends “No way, she told me. “When they wouldn’t let me
who share their . 1 . . o
behavior. see them, I just did it behind their backs. I don’t pick

their friends; why should they pick mine? They thought



I was being influenced by Dee and Nick, like I don't have a brain of my own.
I don’t know, I just feel like 'm changing and I like these new friends better.”

Myth 4: Drugs and Alcohol Increase the Likelihood of Self-
Injury

Self-injury soothes emotional distress, just as drugs and alcohol do. So the
behavior, especially in a child who self-injures as a way to regulate emotions,
would rarely be triggered by drug or alcohol use. What happened to Vicki
illustrates how they serve the same purpose.

I had been meeting with Vicki, a 16-year-old high school junior, in DBT
for the last 4 months. She came to therapy for cutting, but she often had
problems with drinking also. As we worked on reducing her self-injury, we
noticed that she began drinking more.

“You know, I think I might be drinking as a substitute for cutting,” she
told me in one session.

“I think youre on to something, since both behaviors seem to be geared
toward helping you feel less anxious around friends,” I replied. “I think wed
better target your drinking along with your cutting behavior”

While most self-injurers experience high degrees of self-loathing and
significant amounts of intense self-critical thoughts, there is a relatively
small group of self-injurers who hurt themselves from severe self-hatred and
contempt and for whom self-injury is about relieving guilt through physical
pain. These children have often suffered sexual abuse, and theyre more
likely to harm themselves in the context of substance use.

John, a 19-year-old college freshman, came in to talk with me about his
self-injurious behavior. He had been sexually abused by a cousin from age 7
to age 11. John prided himself on his academics and had done very well
through high school.

“I never cut myself before. It just seemed to start around exam time first
semester. I put a lot of pressure on myself to perform, and I was really
stressed out,” he told me.

“Tell me about the first time,” I prodded.



“I was studying for my math final. I'm usually very good at math, but I
just couldn’t seem to get the concepts. One night I just got really frustrated
and began to drink in my room. The next thing I knew, I just was feeling all
this intense self-hatred. Without thinking I picked up my X-Acto knife and
began cutting.”

Myth 5: Certain Kids Manage Physical Pain More Easily Than
Emotional Pain

Frequently when I ask adolescents about their self-injurious behavior, they
tell me that it’s easier for them to bear physical pain than emotional pain.
Like an alchemist of old, they claim to be able to turn emotional pain into
physical pain. It does seem like a good idea to change a problem you can't
solve into one that you can. But when I ask them if their self-injurious
behavior hurts, typically the answer is no. So how can it be easier to manage
physical pain than emotional pain if there is no physical pain? I'm convinced
from my numerous discussions with these kids that they are not deliberately
distorting their experience. How can we reconcile this seeming conundrum?

In all likelihood the mechanism that provides the relief for these children
has to do with the neuropsychological effect of self-injury. Typically self-
injurers report a state of calmness or significantly less internal turmoil after
self-injury. This sense of soothing is the most common experience that kids
have at the moment of self-injury. While we do not yet have a full
understanding of how this works, it seems that some people, when
emotionally revved up, experience a sense of calmness and relief when they
damage skin tissue. There are currently two competing neurobiological
mechanisms that may explain the sense of calmness and relief they
experience. The first theory explains the calmness as a result of opiate-like
endorphins that are released at the moment of tissue damage. As many of
you know, opiates have the effect of inducing sedation and a kind of
emotional quietude. These kids, however, explain their experience in a
different way: they claim that physical pain is easier to manage than
emotional pain. This experience can potentially be explained by the second



theory, which is called “pain offset theory” The current research on pain
offset has produced some startling new findings.

It turns out that the part of the brain that manages emotional pain also
helps in managing physical pain. Drs. Jill Hooley and Joe Franklin in the
Department of Psychology at Harvard have been studying this
phenomenon, and they came up with some significant insights. Pain offset is
a psychological phenomenon that has been known for years. It seems that
soon after we incur tissue damage and we regulate, we are often calmer than
we were before the damage occurred.

To study this phenomenon the researchers did an experiment with self-
injurers and non-self-injurers who were free from psychological
disturbances. The experiment included getting baseline measurements of
mental states and then inflicting a bit of pain (cold on a fingertip) and
measuring how long the subject could stand the pain before needing to
remove his or her finger from the painful situation. Following the removal
from the pain, measurements were taken to reassess mental states. It was no
surprise that the self-injurers felt relief after the painful situation and in fact
reported being calmer than they were before the experimental pain was
introduced. What was a surprise, however, was that the control group
reported an equal amount of calmness after experiencing the painful
experimental condition. The researchers concluded that self-injury, as a way
to calmness, was a universal phenomenon and that as an emotion regulation
strategy it would work for all of us. Another finding was that, as a group,
self-injurers were likely to endure more pain than non-self-injurers.

So what might differentiate self-injurers from the control group? It
turned out on investigation that the single most important difference
between the groups was the degree to which they were self-critical. As a
group self-injurers had a much more negative, self-critical view of
themselves. Self-injurers by and large demonstrated more self-loathing and a
harsher view of themselves than the control group. It was this view, and this
view alone, that differentiated the two groups and seemed to correlate with
the longer time self-insurers could withstand the painful research condition.

To take this a step further the researchers devised a short psychological
intervention (about 10 minutes) that might shift the self-injurers’ views of
themselves, at least temporarily. They asked them whether they could
embody some positive trait, like empathy or loyalty, or had demonstrated



this ability through recent behavior. Immediately after saying yes, they
showed a reduced ability to withstand the painful condition for as long as
they had before the intervention. So while self-injury can work for everyone,
what differentiates those who engage in the behavior from those who do not
has to do only with the negative self-concepts of self-injurers.

The effect of this intervention was so powerful and immediate that my
colleagues and I are currently trying to incorporate it into our own program.
Notably, though, the intervention wouldn’t work if the

. . . « Research has shown
self-injurers were asked something like "Are you inat self-injury can
empathic?” or “Do you usually/always show empathy?” make most people
When self-critical teens are asked to view themselves in gz:m?;r?;ihrm oil,
these broad strokes, they quickly shift into a negative but what

Self—concept. differentiates those

. ) ) who actually engage
Deliberate self-harm may cause the brain to switch i, the beha\)’io, from

from focusing on emotional distress to the thosewho don’tis

t of phvsical pain. And . th that self-injurers are
management of physical pain. And so in a way these con o tively more
adolescents are right that they can manage emotional self-critical.
pain more easily than physical pain, but what helps
them do this is their very critical view of themselves. Whatever the
neurobiological mechanisms that make self-injury a powerful emotion
regulation strategy, we need to keep in mind that why people say they do

things and why they actually do things can be two different kettles of fish.

The Mustard Test

Both psychologists and marketing professionals know that the reasons
people give for their behavior and the true motivation behind it are often
vastly different. If you place a particular brand of mustard on the top corner
shelf in a grocery store, for example, and then ask people why they bought
that brand, they may tell you it’s because of its fabulous taste. If you then put
that brand on the bottom shelf, the very same customers might buy a
different brand now sitting on the top corner shelf. If you ask them why they
bought the second brand, they may tell you it’s because of its wonderful
taste. Clearly, though, the mustard’s place on the shelf was what determined
which brand customers purchased.



Psychologists have developed attribution theory to explain this kind of
behavior. Simply put, attribution theory examines the ways in which our
beliefs are related or unrelated to why we do the things we do and how our
beliefs can influence our behavior and our sense of ourselves. Our
attributions can be divided into two categories. Internal attributions
comprise our beliefs about what kind of person we are, and external
attributions focus on our beliefs about factors that influence our behavior
from the outside. For example, if I run in a race and I do well, I may tell
myself that I did well because I trained hard and I am naturally gifted. This
would be an example of an internal attribution. On the other hand, if I tell
myself that I did well because the field of runners that day was poor, that
would be an example of an external attribution. So how might all this relate
to our dilemma?

When adolescents tell me they experience no pain at the time of self-
injury but that they self-injure because they manage physical pain better
than emotional pain, I gently point out that they may be foreclosing on a
fuller understanding of their behavior. Pain offset theory may explain the
neurobiological aspect of self-injury, but the psychological reasons for
engaging in the behavior are more critical in helping an adolescent move
beyond it. These kids believe (and it’s true) that they can’t effectively manage
emotional pain, which they often experience as a personal weakness.
Believing that they can manage physical pain is a positive aspect of their
personality, and so their focus becomes self-injury as a way to harness that
strength. They explain their behavior based on the internal attribution that
they can manage physical pain more competently than emotional pain.
While this explanation has validity, it doesn't go far enough in explaining
their self-injury.

Myth 6: It’s a Failed Suicide Attempt

If I had written this book 15 or 20 years ago, Myth 6 would have been first
on the list. Thankfully, most clinicians now are better able to differentiate
self-injury from self-harm with the intent to die. This determination can be
a complex clinical endeavor, however, and the bottom line is that if you're
worried, you should get your child evaluated. Most kids who are suicidal let



someone close to them know about it. The notion that if someone were
really going to kill himself he wouldn't tell anyone is a myth. Furthermore, as
you well know, things can change pretty rapidly with teenagers, so even if
you had a consultation, get another one if your worry comes back.

Suicide is the third leading cause of death among adolescents (after car
accidents and murder). While we have some clear ideas about risk factors
for suicide, many kids have risk factors and never make a suicide attempt.
However, we now have some new evidence that NSSI is a powerful risk
factor that predicts future suicidal behavior better than any other risk factor.
See also the list in Chapter 3 of self-injuring behaviors that may predispose
an adolescent to suicide attempts.

Risk Factors for Suicide

 Psychological troubles like major depression, bipolar disorder,
borderline personality disorder (BPD), or anxiety disorders.

« Substance use.

« Severe family problems.

e A recent loss—for example, a breakup of a romantic relationship, a
move, or a change in school.

o The recent suicide of another adolescent in the community.

 Impulsive or risky behaviors.

« Self-injury.

o Struggling with issues about sexual orientation.

More often than not, deliberate self-harm is not a failed or halfhearted
suicide attempt. But as with Marie, described in the Introduction, some kids
have both experienced suicidal thoughts and injured themselves. And then
there are kids who injure themselves as a type of suicide prevention. As I
mentioned before, only a qualified mental health professional can make this
determination. It’s critical that any child who is self-injuring undergo a
thorough suicide assessment by a qualified professional. If your child is
struggling with suicide, your treatment team and you will need to stay



vigilant about any evidence of worsening mood, talk of hopelessness, or
references to wanting to die or feeling like a burden.

A NEW APPROACH TO UNDERSTANDING WHY YOUR
CHILD IS SELF-INJURING

For children to hurt themselves in an attempt to feel better is so
counterintuitive that it’s only natural to look for an explanation beneath the
surface. Surely something else—some hidden, unresolved need—must be
causing the behavior. But the search for such hidden meaning has given rise
to many of the myths just discussed. It has also led therapists away from a
key concept: hurting themselves does make some kids feel better in a very
specific way at the moment they do it.

Since the time of Sigmund Freud, psychologists have been interested in
the meaning hidden in a person’s actions. This kind of detective work can be
an important tool in psychotherapy, but it can lead therapists and patients
on a wild goose chase where self-injury is concerned. Recognizing the
function of these kids™ self-harm, rather than only trying to ferret out a
symbolic meaning or seeing the behavior as an unconscious communication,
is the new understanding that makes it possible to help them give up this
behavior. When we understand the purpose their self-harm has been
serving, we can help kids find a healthier way to achieve the same goal—
both in treatment and in support of that treatment at home.

Let me give you an example.

TAMAR AND THE PUPPY

Tamar is a very bright college student who has a long history of self-injury
and eating-disordered behavior. She has had several tries at more
conventional individual talk therapies aimed at helping her understand the
meaning of her eating-disordered behavior. Her parents divorced when she
was in elementary school. Her mother and father are two high-powered
professionals who travel often as part of their work. While Tamar had a good
relationship with her parents, she felt they pressured her to conform to their
ideas of success. Her eating-disordered behavior reached a level where she



couldn’t remain at college and had to return home to live with her mother,
although she often spent time at her father's house. After several
hospitalizations, she began outpatient psychotherapy with me. An especially
difficult problem for Tamar was binge eating in the middle of the night. At
one point she had made some gains in this area by using skills she had
learned in therapy with me, but we were not sure what triggered the behavior
or what function it served for her. About 3 months into our meetings, she
began to backslide. It was a puzzle to both of us.

She started one of her sessions by saying, “I think I know why I started to
binge again. It has to do with my father coming home from his business
trips. I get really tense when he’s home. I just know that he wishes I would
get my act together. He doesn’t understand how much I'm struggling.”

As the therapy hour progressed, I learned that Tamar had recently
acquired a puppy that she was in the process of housebreaking. As part of
the training, Tamar would get up in the middle of the night to take the
puppy outside. She told me that she was always fearful of waking her father
on these late-night trips with the puppy. Furthermore, she complained of
how intolerant her parents were of her puppy’s behavior and said she would
become stressed and tense in response to their criticisms. When we went
step by step looking at what happened when she took the puppy out, we
learned the following:

Tamar would get extremely tense when she noticed that her puppy might
have to go out. As we talked, she realized that when she went down the stairs
and out the front door she didn’t binge, but when she went down the stairs
and out the back door through the kitchen, she did. It seemed that seeing
the refrigerator was the trigger for bingeing. If she didn’t see the refrigerator,
she stood a better chance of accessing her new skills to help her manage her
stress. The function of her bingeing, it became clear, was to reduce her stress.
The remedy, then, was simply to go out the front door.

This is the type of solution that becomes accessible in treating self-injury
when we look at its function rather than try to discover its buried meaning.
With the trigger out of the picture and a better understanding of the
function her bingeing had for her, we were able to develop a treatment
strategy that would make Tamar’s bingeing a thing of the past. If I had
focused exclusively on the meaning of Tamar’s bingeing in relation to the



complicated feelings she had about her father, her eating disorder would no
doubt have continued much longer. I had to assess the function of Tamar’s
behavior and also work at understanding her beliefs about the behavior.
Once we had decreased the binge-eating behavior we were in a better
position to tackle Tamar’s complicated relationship with her dad.

When speaking with your child’s therapist, listen carefully to how the
clinician is thinking about your child’s self-injury so that you can
differentiate the meaning of a behavior from its function.

1.To find the meaning of the behavior, ask “Why?” Answers are
generally: “I cut myself because I hate myself” or “I deserve to be
punished” or “She needs to show people how much she hurts”

2.To find the function of the behavior, ask “What reinforces the
behavior?” The most frequent answer to that question is that it
changes the individual’s painful emotional state, providing some sense
of relief.

THE ROAD TO A NEW THERAPY

The psychological theories that informed most of my earlier career were
variations on psychoanalytic concepts first proposed by Freud, then refined
and expanded over the years by many of his followers. As I mentioned, this
kind of therapy is very useful for some kinds of psychological problems, but
it did not prove useful for the adolescents I was seeing who were self-
harming. My task as a therapist at that time was to help my patients
understand the reasons and meaning behind their behavior. I saw a person’s
troubled behavior as a symptom of some deeper underlying psychological
problem. The idea here was that if I could help my patients understand the
meaning of their behavior, or develop insight, it would lead them to
confront that underlying issue. They would then be better able to choose a
more adaptive way of managing and resolving what was troubling them.

The problem was that unearthing buried psychological problems so that
the teenager could develop insight took a very long time—time during



which the teen’s self-destructive behavior continued. To make matters worse,
it wasn't always possible to find the right insight or combination of insights
that would aid the child in recovery. The adolescent and the therapist might
examine the recurrent patterns in the child’s relationships with friends, for
example. The goal would be for the adolescent to understand what specific
needs were not being met in these relationships and how the child was
contributing to this problem. The idea was that with this insight, the child
could alter his or her friendship patterns, thus reducing negative emotions
that led to self-harm. Of course even if our understanding was correct, it
didn't take into consideration whether the adolescent had the skill sets
necessary to alter the behavior. A more direct approach would involve the
therapist and the teen monitoring and addressing the child’s self-harming
behavior as the problem that must be solved first.

Good therapists, however, have been taking the more indirect route for
years with reasonable results. My own experience is that though the more
indirect tactics are viable, it takes longer to resolve self-harm behavior using
them. In addition, even when some of the kids had that “Aha!” moment,
they didn’t have the emotional skills to overcome their problem. Also, while
therapists working in this manner explored the meaning that teens
uncovered for hurting themselves, they could miss the powerfully
reinforcing nature of self-punishment. Understanding that you hate yourself
doesn't stop you from hurting yourself. I needed a way to help these kids
stop hurting themselves as quickly as possible. _

Understanding that

When I began to read about a treatment called hey hate themselves
dialectical behavior therapy, or DBT, I knew it could be does not stop teens
the answer Id been hoping for. DBT has two major from self-injuring.
strengths (as well as many others, which you’ll read
about in later chapters) that address self-injury effectively and efficiently:

1. It targets the problematic behavior directly. It does not spend time
seeking out hidden meanings or ask the teen or anyone else to attribute the
behavior to symbolic motivations. It looks directly at what self-injury does
for the teen when she does it and gives her other ways to achieve the same
goal. As I'll explain further in Chapter 2 and beyond, the purpose self-injury
serves is the obvious one, as counterintuitive as it may seem: At the moment



when your teenager does it, cutting or burning herself makes her feel better,
not physically but emotionally.

2. DBT recognizes that conflict between the teen, who finds self-injury
useful, and the parents and therapist, who want the behavior to stop, poses a
major obstacle to change. Misconceptions and conflicting viewpoints about
self-injury generate tense and ineffective relationships in therapy. You're
undoubtedly well aware that they cause unnecessary distress for you and
your child. The “dialectic” in DBT is a way of finding a middle ground where
you (and the therapist) can work toward change. On the one hand, you
convey to the teen that you understand her emotional pain and her need to
relieve it, while on the other hand, you nudge her toward eliminating self-
injury by giving her new ways to alleviate the pain.

I hope you can see from this simplified explanation that DBT is nothing
if not practical. The goal for DBT therapists is the same as it is for you: to
help your teenager stop hurting herself. The element that you've been
lacking so far is the “how” DBT supplies that by offering your teen better
ways to ease her emotional pain. This book will show you how you can
adopt DBT’s principles and strategies to contribute to the effectiveness of
your child’s treatment. But first, let me introduce a couple of teenagers who
illustrate the two points just made.

AISHA: WEAVING TOGETHER MULTIPLE POINTS OF VIEW

It’s difficult to bear the uncertainty about what guides the troubled actions of
our loved ones. In these moments we're likely to jump to conclusions. Our
thinking tends to become rigid and constricted, so we can't take in
additional information that could help us. We can also lose our ability to
logically sort things out, so we become overwhelmed and helpless. As much
as we want to do something, anything, to help our suffering child, inertia
wins out more often than not.

To complicate things even more, you and your child’s other parent may
not be on the same page. Often one parents thinking becomes rigid and
constricted while the other parent feels emotionally overwhelmed, which
can lead to an ineffective parenting approach: “Houston, we have a
problem.” The single parent faces much the same dilemma, alternating



between hopelessness and a rigid certainty in thinking—neither of which
can help the suffering child. My work with Aisha is a good example of how
things can get derailed and how to get them back on track.

Fifteen-year-old Aisha lived with her dad, stepmother, and younger
brother and sister. She had minimal contact with her mother, who lived in
another state. Aisha’s stepmom had worked hard to forge a relationship with
her and in many ways has been successful in negotiating these very tricky
waters. As every stepparent knows, this is not an easy task. After the
stepmom had been in the house for a while and things seemed to be settling
down, she decided to pursue an advanced degree in business. This had been
a dream of hers for several years, which she had put on hold while she took
on the responsibilities of a stepmother. Aisha’s stepmother was a confident,
no-nonsense kind of person, and she reveled in the demands of graduate
school.

Aisha’s dad, a quiet and thoughtful man, valued peace and harmony in
his family life. He told me that often he was puzzled by his daughter’s
periodic emotional outbursts, and downright angry about her cutting. I saw
Aisha with her father and stepmother in a one-time consultation. Aisha had
just returned home after a 5-day inpatient stay that was precipitated by her
cutting herself after a family quarrel.

“So does anyone have a theory about what this self-injurious behavior is
all about?” I asked.

Almost simultaneously Aisha’s father and stepmother began speaking.

“It's not rocket science, Dr. Hollander;,” Aisha’s father said with a clear
tone of frustration and annoyance in his voice. “Aisha picks those times
when her stepmom is overloaded with schoolwork and just can’t devote the
time she usually spends with the kids. It's not easy juggling full-time family
obligations with graduate school. She’s only human; she can’'t do everything.
Aisha needs to understand that and stop trying to be the center of attention.”

Aisha’s stepmom went on to say, “It's almost like clockwork. Exam time
comes around or I have a paper due, and that’s when we can almost count on
Aisha finding a way to cut. She is so predictable. She just has to have my
attention all the time”

“That’s not true!” Aisha sobbed. “I don’t want your attention. Stop saying
that. I hate the attention I get when I cut. I have tried everything to stop
cutting and I just can’t do it!”



Clearly Aisha felt misunderstood by her parents but couldnt offer an
alternative explanation for her self-injury. In the absence of another
explanation, the parents held tightly to their point of view, leaving Aisha
with what appeared to be empty denials. The standoff left everyone feeling
frustrated and tense. The more Aisha denied her cutting as a bid for
attention, the more her parents leveled evidence to support their point of
view.

There had to be more to the story. First, let's consider behavior as
transactional, rather than a simple interaction. Interactive behavior is static:
My response causes you to respond in a certain way, and then I respond in a
certain way. When behavior is reviewed as transactional, on the other hand,
we are paying attention to the ways each person’s behavior influences the
other’s. In other words, my behavior influences you, and your response
influences you, so that there is a snowball effect. For example, the more
Aisha’s parents found evidence to support their point of view, the more
Aisha redoubled her emotionally charged responses to counter her parents’
perspective. These charged denials by Aisha had the consequence of
increasing her parents’ strident belief that she was self-injuring for attention.
The parents theory made good sense, yet Aishas side was equally
compelling. What occurs too often in these conversational standoffs is that
each person starts to bring more and more energy and insistence—and
loudness—to bolster his or her own position, while the capacity to
understand the other person’s point of view goes out the window. I imagine
that a few of you reading this know all too well what I am describing here.

_ The key to success in moments like these is for you
Understanding ) ) :
behavior as to stand back and work at gathering more information.
transactional rather | will focus on how to negotiate these tricky moments
than as a simple in later chapters. For now, the essential idea is to detach

linear interaction can : _ .
help us see how the  yourself from your point of view and to bring some

:ﬁ;ﬁ;'::saisé‘;zee'z;‘e genuine curiosity and interest to the situation at hand.
problem worse. Give up on being “right” Try instead to develop an

effective collaboration on the issues facing you and
your child. Work at truly taking in your child’s point of view and finding the
truth in her position. I refer to this as “weaving in multiple points of view.”
In doing so we are discovering the kernel of truth in each person’s



perspective and working at bringing it all together to form a more complete
view of the situation. You can always come back to your point of view later.

Of course this is easier said than done, especially

. . . .1 . To form the most
when your emotions are running high and your childs ¢omplete view of
welfare is at stake. When you can let go of your piece of your teen’s self-
the truth and work at developing a more complete view MU find the kernel

] ) ping p ] of truth in each
of things, however, I promise you that the tension and person’s point of
frustration will begin to decrease. I've seen it happen View and then bring

. . all of these kernels
again and again. It works best when everybody together.
involved is willing to do the same; but even if just one
party makes the shift, it can be beneficial for everybody.

“It seems like you guys are stuck,” I said to Aisha’s family. “No two ways
about it, things can get pretty hectic at home with everybody so busy. What
is it like for each of you?”

Aisha’s stepmom spoke first: “I do what I can for my family—they really
are my first priority—but when my schoolwork requires my attention, it
becomes a real tug-of-war about how I'm going to divide my time. I have to
admit, I can get pretty irritable and short on patience in those moments.”

Aisha’s dad chimed in: “T guess we all start walking on eggshells so as not
to disturb my wife during the high-stress periods. You know, one wrong
move and she’s liable to bite your head off!” he added, only half joking.

The key to taking in other points of view to help solve a serious problem
is understanding that

1. You may have developed a rigid adherence to your own position.

2.You are not betraying yourself by being curious about other
people’s opinions.

3. It’s of little importance to be “right”; the only thing that matters is
gathering information to help solve the crisis.

4. Taking pieces of other people’s viewpoints plus pieces of your own,
at least temporarily, may yield a fuller picture than any single
person’s viewpoint can.



Aisha jumped in: “I really get feeling pretty crazy with all the tension
when my stepmom is under all that pressure. It seems like the whole house,
me included, is vibrating with stress. Sometimes I just can't take it”

“Does your cutting give you some relief from all that stress?” I asked.

“Yes!” Aisha answered immediately.

Clearly, it was Aisha’s response to the tension in the house rather than her
wish for attention that generated her self-injury. Her parents’ theory, while
in many ways logical, was wrong. In part, their own frustration helped lock
them into a logical but false conclusion. Like the majority of adolescents
who self-injure, Aisha used cutting as a way to bring relief from the awful
emotional tension that she felt inside. Only when her parents were able to
reevaluate their position could they respond to her with genuine empathy.
And when they understood the function of her cutting, they could begin to
come up with better ways to manage the tension in their household.

JANINE: VALIDATING THE TEEN’S EMOTIONAL EXPERIENCE

As mentioned above, the other major strength of DBT is that it tackles the
behavior directly because it is based on understanding that the behavior
serves the teen’s need to alleviate emotional pain and gives the teen better
ways to meet that need than harming herself. The first and most important
step toward accomplishing that goal is to ensure that you validate the way
your child feels. Janine’s story illustrates this.

“You just don't get it! Lizzie is my best friend, and she understands me
better than anybody else,” Janine exclaimed through her tears.

“She’s no best friend as far as I'm concerned,” countered Janine’s dad. “I
don’t think she’s a friend at all! What kind of friend supports you cutting
yourself?”

“She doesn't support my cutting. She just talks with me about my
problems,” Janine explained through her sobs.

This is the beginning of a conversation that is guaranteed to go nowhere.
I hope you can recognize the truths in Janine’s position and the truths in her
father’s as well. What is missing in the dialogue is validation—that is,
communicating that you understand and value the wisdom in the other
persons point of view. Validation means communicating that you



understand the other person’s experience. This doesnt mean that you have
to share the opinion.

For example, Janine’s dad need only say that he understands how valuable
Lizzie’s friendship is to her. Validation is like fertilizer for relationships: it
keeps them growing. It nurtures and enhances them so the more arid times
are easier to bear. Furthermore, after he validates Janine’s experience, he will
be in a better position to raise his concerns about Lizzie and have them
heard. The concept of validation may seem simple, but I have found it to be
the single most difficult skill to teach to parents and the most important one

o for them to acquire.
Validation is like

fertilizer for These brief stories give you a glimpse into why self-
relationships—it injury can be so difficult to eliminate. By its
:ie:lﬁ)lil::‘:? agaowmg. paradoxical nature it creates conflicts and
enhances the misunderstandings—between  parent and child,

relationship sothe ~ hetyeen parents, and between child and therapist—
more arid times are .
easier to bear. that can stand in the way of change. You need a way to
bridge the gap between opposing points of view if you

are to work together toward change. And unless everyone—your teen, you,
and the teen’s therapist—understands and validates the teen’s emotional
experience, the teen is not likely to be receptive. If you can't see that she’s in
a lot of pain and that self-injury is her attempt to soothe herself, why would
she trust your advice on how to “get better”? It would be like telling her to
throw away her crutches and cut off her cast because you didn’t understand
that she had broken her leg.

Of course emotional pain isn't visible. Let’s move on to a discussion that
will bring to light how your child became vulnerable to the emotional pain
that urged her to start injuring herself.



2
What Sets the Stage for Self-Injury?

Spend a minute or two thinking about how you would answer these
questions:

1. Do you think your child is more sensitive than most?

2.Do you think your child has an immediate and often intense
emotional reaction to life events?

3. Does it seem that it takes your child longer than most to get over
emotional reactions?

4. Can your teen get tasks done when he or she is in a good mood, but
accomplish very little when in a bad mood?

My guess is that you would answer “yes” to all these questions, thus
describing a person who is emotionally vulnerable, that is, someone who is
vulnerable to psychologically losing his or her way under the influence of
strong emotions and someone who tends to act based on mood. Your child
may be self-injuring as a way to regain some emotional balance. In fact,
some researchers estimate that’s what 80% of kids who self-injure are doing.

But, like many parents, you may notice that your child doesn’t seem to
feel any emotions at all. “I just can’t read her anymore,” Ellery’s mom told me
with concern. “I know she’s really upset, but she just doesnt show any
emotion. When I ask her how she feels, she just answers ‘Fine; but I know
she’s hurting.”

Some of these children have a sense of dread about directly experiencing
their feelings and have developed strategies to avoid them. Theyre out of
touch with their feelings, unable to apply accurate labels to their emotions.
They’re worried that if they were to feel, they would become emotionally



overwhelmed—and they may be right. When asked how they feel, they often
quickly answer, “I don't know”—an automatic response that helps them
short-circuit any awareness of their emotions. Other children may not have
learned to accurately label their emotions and consequently have only vague
and broad names for their emotional experience. It turns out that being able
to accurately identify and label your emotions in itself aids in being able to
modulate them.

Others have developed the ability to “mask” their feelings. They usually
have some idea about what they’re feeling, but for a variety of reasons they
don't let on through their facial expressions or words. Avoiding, suppressing,
or masking feelings is a strategy that will not work for long. Eventually the
emotional tension in these kids becomes unbearable, and that’s when they’re
prone to self-injury.

The recipe for emotional vulnerability calls for two ingredients:
emotional reactivity and an environment that has somehow made the kids
doubt the validity of their own emotional experiences. When I talk about
emotional reactivity, I am thinking about three things: first, emotionally
reactive people feel things more deeply than most; second, their reaction to
emotional stimuli is almost immediate; and third, once they are emotionally
aroused, it takes them a longer time than other people to recover. They are
often described as “oversensitive,” “overly emotional,” “high-strung,’
“temperamental,” or even dismissively as “drama queens.”

An environment that fails to help the child learn how to identify,
accurately label, and modulate emotions can arise from a combination of
factors in the child’s surroundings. Let me make clear that this is rarely the
result of inadequate parenting. Rather, the parental strategies of reassurance
and problem solving that work in most cases often backfire with these
children. You know this only too well: these children are difficult to parent.

For example, your daughter may ask you how she looks in her new dress
and you tell her honestly that the color is beautiful, but you wonder whether

_ it might be too dressy for the party she’s going to. This
The typical parental ]
techniques of comment may send her tearfully sulking to her room

reassurance and and refusing to go out, leaving you feeling perplexed,

g;&ﬂﬁ;}l ivoilt‘;""g angry, and unfairly blamed.

emotionally In this chapter I'll help you learn more about the
vulnerable kids. qualities of emotional reactivity so you can determine



whether they are operating in your teenager, as well as
about the environmental factors that lead to emotional vulnerabilities.
Understanding what happens when these two factors come together puts
you in a better position to help your teenager stop self-injuring.

BIOLOGICAL VULNERABILITIES: THE SENSITIVE CHILD

If we were to measure emotional reactivity on a scale, we would most likely
find that the majority of people fall in the middle. At one end would be
people who are only mildly reactive, and on the other end would be the
most reactive people. With very few exceptions, like trauma or intrauterine
injury, one’s degree of emotional reactivity is determined by biological
makeup, like eye color or natural athletic ability, not by one’s environment.

Being emotionally reactive is not necessarily a psychological problem. We
all know people who are very sensitive and have learned how to manage
their high-powered emotional systems. They tend to be very empathic, to be
the kind of friends you would be likely to let in on a personal difficulty.
Emotionally reactive people live primarily in the emotional side of life. But
what about those children who haven't acquired the skills to manage their
high-powered emotional systems? These are the ones who become
emotionally vulnerable. They have a truly hard time tolerating negative
emotions like sadness and anger, and they have a hard time finding ways to
increase positive emotions like happiness or interest. Researchers have
coined the term emotional dysregulation to describe how emotionally
vulnerable people respond to the experience of negative and positive
emotions.

Emotional Dysregulation

“Roberta wasn’t always this way,” Mrs. Martin explained. “As a child she
would certainly have her moments, but since the beginning of adolescence
she's a changed person. The slightest thing seems to send her into an
emotional tizzy” Roberta’s father added: “It’s like everything has to be this
big drama production, and whatever suggestions you make, she shoots them



right down. I know Roberta is unhappy, but you would think she has it
worse than anybody. She has no perspective”

People who are not emotionally vulnerable often just cant understand
those who are (and vice versa). Not only is it hard to understand why they
seem to “overreact” all the time, but their emotional dysregulation can be
manifested in so many ways that it's not obvious that it’s the central problem
behind most self-injurious behavior. For example, the night before midterm
exams your son comes home from school and begins to play video games.
You have a sense that something’s troubling him, but when you question
him on his way to his room, he tells you everything is “fine” After the
second hour you go into his room and try to talk to him, at which point he
tells you that he can’t study and he’s going to fail anyway. You suggest that if
he does study, maybe he won't fail. He says once again that you don’t
understand him and tells you to get out of his room. Naturally the situation
deteriorates from here, with you trying to stay reasonable while he becomes
more and more emotionally distraught.

What'’s really happening here? Your son can't articulate how worried and
overwhelmed he feels about his schoolwork and the fact that all his friends
seem to be doing better than he is. His worry and his _

) ) ) It’s important to
sense of being a poorer student than his friends has put | nderstand how hard
him in a dark mood that cripples him and prevents itis for your child to
him from taking the proper action. It is crucial that you gﬁgg:i'g:‘etzgi’ evokes
begin to grasp how difficult it is for him to negotiate anger, sadness, or
situations that evoke anger, sadness, or disappointment. disappointment,

) . What seems like a
What can seem to you like a small emotional brushfire gmall brushfire to
feels to your child like a full-blown five-alarmer. you feels like a five-

People with emotional dysregulation fall into four 2arm fire toyour

ple with emotional dysregulation fa o four on.
patterns of reaction when their emotions are
stimulated. These groupings are relatively distinct, but notice that in each
case the teens resort to self-injury when they find an emotion intolerable—
either the initial emotion or a secondary one triggered by a reaction to the
event. Over time a person may fit into more than one category.

Kids Who Lash Out



Alysa started her session with me by saying: “It happened again. My mother
really pissed me oft. We were at the mall, and she wanted me to try on this
sweater. She knows I hate it when she picks out clothes for me. I tried to be
cool, but she just kept insisting. Finally I just started screaming at her.
People stared at me—I know I must have looked crazy, but I couldn’t stop
myself. Finally she just walked away. I felt horrible. I couldn’t stand how
awful I felt about losing it in the store with my mother. I went to the ladies’
room and cut myself”

Alysa belongs to the group of kids who manage their dysregulation by
lashing out at the people around them. Anybody can be a target when these
kids begin to get revved up. They are quick-tempered and poor at expressing
their anger effectively. Once their anger subsides, however, they often feel a
great deal of shame about how they behaved. When their shame, which may
have been the primary emotion in the first place, becomes intolerable, they
are likely to engage in self-injury.

Kids Who Act Impulsively

Mari and I had been working together in therapy for about 2 months when
she told me about this phone conversation with her boyfriend: “He wasn't
really being unreasonable. He was trying to tell me that we couldn’t get
together on Friday night because his schedule at work had changed. It was
automatic—I didnt even think about it. I just told him that we were done
and I never wanted to see him again. He tried to apologize. I just don’t know
what I was thinking. Right after I hung up the phone on that idiot of a
boyfriend, I was so depressed and pissed off, I just had to fix the way I was
feeling. I marched straight upstairs and into the bathroom to use the razor
on my arm.”

When emotionally dysregulated, Mari and others like her are prone to
impulsive actions like self-injury or substance use or making poor decisions
about relationships. These are the people we often characterize as impulsive:
they go from 0 to 60 in a nanosecond, without even a faint notion of the
consequences. For the most part, “impulsive behavior” is escape behavior.
Impulsive teens cannot tolerate either the emotions being experienced or the
thoughts that go along with them and move into action as escape and



distraction. Even when their initial impulsive act is not self-injury, after they
have moved into action they may experience unbearable shame or self-
loathing, like people who fly into rages. They’re not out of the woods yet;
these secondary emotions about their impulsive behavior may then lead
them to self-injure.

Kids Who Feel Overwhelmed and Need to Soothe Themselves

Nora and I were speaking about her most recent episode of cutting, which
occurred right after she and her boyfriend had yet another fight.

“He knew that I was having a hard time and really needed him. How
could he do this to me?” she complained. “He’s the only person who can
calm me down when I get like that”

“That must have been awful for you,” I said. “Tell me all the feelings you
were having in that moment.”

“I don’t know. I just felt like I was going to explode if I didn’t get some
relief,” Nora replied, her eyes fixed on mine.

“When you get emotionally revved up, it seems it’s hard for you to know
just what it is that you feel,” I suggested.

“I don’t have to be upset not to know what I feel,” Nora admitted. “I can
never figure it out exactly”

Nora belongs to the third group, those who hurt themselves as a way of
self-soothing. As with those adolescents in the other groups, the simpler
paths to emotional regulation are not open to her. Nora could find no other
way to release her emotions than to slice into her skin.

Kids Who Are Extremely Self-Critical and Self-Loathing

Adolescents who are extremely self-critical and experience a great deal of
self-loathing may also be very perfectionistic and prone to invalidating
themselves. Self-invalidation is simply telling yourself that whatever feeling
you are experiencing in the moment is the wrong one to feel, or that you're
feeling it too deeply or that feeling it makes you deficient in some way. In all
likelihood the adolescents in all four categories are self-invalidators. Because



these adolescents feel they are always coming up short or are fundamentally
flawed, they experience high degrees of self-criticalness and a need to be
punished for their shortcomings. Self-injury becomes a way to enact that
need to be punished.

Where do you see your child among these descriptions? The better you
understand these patterns, the more likely you’ll be to know when to worry
and move into action and when you’ll just have to bear your regular level of
parental anxiety.

Understanding Your Teen’s Emotional Dysregulation

1. Which of the four patterns of reaction (lashing out, acting impulsively,
needing to self-soothe, or feeling a need to punish or invalidate him-
or herself) does your child tend to display?

2. What are the most common triggers that set off your teen’s emotional
dysregulation?

3. Typically, does your child have more trouble in the immediate
aftermath of the emotion or secondarily, as a response to feeling bad
about how he or she behaved in reaction to it?

EMOTIONAL ILLITERACY: WHAT DO I FEEL?

As I mentioned earlier, teens who are emotionally vulnerable often just don’t
know what theyre feeling. All they know is that they can’t stand it. Teens
who can’t identify or label their emotions are at a distinct disadvantage, one
that has far-reaching implications. This trait can make it almost impossible
for them to keep their behavior under control, to keep their friendships
from becoming strained, to think clearly when their emotions start to rise,
or to achieve a solid sense of identity. We'll talk more about this in the next
chapter, but, as you can see, emotional dysregulation can affect all aspects of
your child’s life. He will have difficulty communicating his needs (how can
he get reassurance and comfort from you if he can't tell you that he’s feeling
extreme fear?). He will have a hard time believing his feelings are valid (if



he’s totally confused about what he’s feeling, those feelings won't seem very
trustworthy). And he will have trouble developing strategies for soothing
himself or regulating his emotional reactions (how can he “talk himself
down” when he has no idea what’s bothering him so much?).

N As we all know, each of our emotions can be
The inability to . . .
identify, label, and experienced across a broad range of intensity. We can
modulate their feel anger as anything from mild annoyance to
emotions brings murderous rage. Likewise, sadness runs the gamut
enormous difficulty ) .g ’ ’ o g. .
to these childrenin  from disappointment to deep grieving. In addition,
ﬁg‘é‘;ﬁ'o':‘xsreas of each emotion can be thought of as having three
communication, components: (1) a feeling or sensation, (2) a cognitive
affecting everything  element, and (3) a tendency toward certain actions.
from holding on to

When we feel sad, for example, we may (1) have a

friendships to
developing asolid  sinking feeling or a sensation of a weight on our chest,

sense of identity. (2) think about our troubles, and (3) feel like lying

down. Recognizing these components—being
“emotionally literate”—is essential for us to identify and accurately label our
emotions and to determine what to do about them.

While our emotions can be felt across a range of intensity, there are really
only a handful of fundamental emotions that we feel. In the following list,
the first six emotions are sometimes referred to as the “pure emotions”—
because they are more biologically based—while the last four are most likely
learned. Furthermore, each of these emotions corresponds with a particular
facial expression that cuts across cultures and eras. Wherever you go on this
planet, you can “read” someones expression and have a good idea of the
corresponding feeling. Emotions are useful tools of communication—in
fact, most of human communication is accomplished without words. Being
emotionally literate is the key to this process.

The 10 Fundamental Emotions

The “pure” (biologically based) emotions are:

1. Anger
2. Sadness
3. Joy

4. Surprise



5. Fear
6. Disgust

The learned emotions are:

7. Shame

8. Guilt

9. Envy
10. Jealousy

Inability to Ask for Help

Jack is a sensitive 16-year-old boy who has been cutting himself for about 18
months. He is very sympathetic and understanding when his friends have
troubles, but he can’t seem to turn that quality in on himself.

“I hate myself for feeling sad,” he told me in one session. “It makes me
feel like such a wimp. I wish I didn’t have any feelings at all. They just make
me feel crappy about myself.” _

e . . Kids who can’t label

Life is confusing enough for adolescents, but for heir feelings have
those who don’t know what they feel, it's exponentially no blueprint for
more confusing. Kids who can’t accurately label their 2¢tion- Instead of

) & ) ] Y ) asking for help or
feelings are left without an important blueprint to developing ways to
guide their actions. Instead, they experience a powerful €alm down, they've

. . . learned to do
and confusing inner state that feels unbearable. Their gomething that will
behavior becomes directed toward changing their inner change their

. . . .. powerful inner state

state immediately rather than, for example, talking it immediately.
out with another person or finding a safe strategy to
help themselves calm down. What this boils down to is that these kids have
great difficulty in asking for help and/or developing ways to help calm
themselves down when they are upset, as Penelope’s story illustrates.

“Last night I had a wicked fight with my father. He can be such an idiot.
Doesn't he know by now that he isn't helpful when I'm upset?” Penelope told
me. “He heard me crying in my room after texting with my best friend, who
was being a jerk. He started asking me all these questions about how I was
feeling. You know, am I angry or sad or worried? I know he was trying to be
helpful and kind, but I didn't know what I was feeling and he was just



making it worse. He wouldn’t stop pestering me. Giving me all this advice
about how I could solve the problem. I just started screaming at him to shut
up! Finally he got really angry with me and stormed out of the room. I was
so upset I just had to cut myself”

If Penelope had been able to identify her feelings and had some coping
strategies at her fingertips that would lower the intensity of her feelings, she
would have been much less likely to engage in self-harming behavior. In fact
what might have happened, as the emotional intensity lowered, is that
Penelope’s mind might have come back “online” and allowed her to engage
in effective problem solving. Some simple, immediate solutions would have
been to go jogging or to listen to some upbeat music or to take a bubble
bath. Going jogging would be doing the I (Intensive activity) in the DBT
TIPP skill (see Chapter 8), while listening to music or a bubble bath are
distress tolerance skills (see Chapter 4). Each of these skills would not have
solved her interpersonal problems, but they might have helped her regulate
her feelings and calmed her down enough so that she could think clearly
about what she wanted to do and maybe even tell her father what she was
feeling. You'll find more on the other DBT skills in Chapter 4.

Cooking Negative Feelings

Physiologically our feelings last a very short period of time and then
dissipate on their own. In fact, to make our feelings last longer we have to
keep doing whatever it is that evokes the feeling or keep thinking in a
particular way about what generated the feeling. The kind of thinking that
keeps negative feelings going is usually spiced with judgments about others
or negative opinions about ourselves: a judgment about how unfair the
situation is or a feeling that there’s something wrong with us for having the
feeling in the first place, or the thought “If I were a better person, I wouldn't
feel this way”

For example, if your boss tries to blame you for something that wasn't
your fault, in all likelihood you will experience some degree of anger. The
feeling of anger will fade rapidly, however, once you stop thinking about
what he did. But if you dwell on the situation, that anger will “cook” for a
long time. When we cook our feelings long enough, they turn into moods.



_ _ For example, for some kids journaling is a helpful
Any negative feeling, e
such as anger, will  strategy to help them calm down. For others, it just
naturally fade aftera keeps them focused on whats troubling them.
short time. But Consequently the more they write about a problem in a

dwelling on the ) )
situation that journal, the more they create a negative mood for

angered you, usually  themselves

involving judgin '

others ogr i,ougse?f, When I asked Nora if she had any strategies besides

will “cook” the anger  cutting to help her calm down when she’s emotionally

long enough to turn d h id: “Not Iv. S . I .

it into a mood. revved up, she said: Not really. Sometimes 1 try going
to sleep or take some extra medications. But mostly I

just stay feeling crappy, obsessing about what put me in such a bad mood.

After a while I can’t stand myself and I'm liable to pick a fight with whoever

comes my way.” Without the tools to soothe herself or to change her feelings,

Nora can't help lashing out.

Modulating Emotion to Get Things Done

Being able to lower the intensity of our emotions and to avoid developing a
“bad” mood as a misstep on the road to feeling calmer or needing to get
tasks done is called emotion modulation. Anyone can practice enough to
acquire the skill. If youre among those parents whose child has had trouble
calming down after feeling sad or angry ever since she was little, some
questions you might want to ask yourself to determine whether your child
has problems with emotion modulation are listed in the box.

Does Your Child Have Trouble Modulating Emotion?

1. Does your child seem to get “stuck” in a bad mood that lingers well
beyond the event that triggered it?

2. Does your child “demand” your help when he or she is upset, refusing
help from any other adult? Yet at other times does he or she refuse
help when you offer it?

3. Has it been extremely difficult for your child to make a transition to a
new activity when he or she feels sad or angry?



This makes me think of a story from many years ago, when I was in my
forties and I tried my hand at competitive cycling. I had the opportunity to
train with a guy who was a bit older than I was but had been a former
Olympian. I have to tell you that I put in more hours and miles per week on
the bike than he did, and yet there was no way I could keep up with him. It
wasn't a matter of practice and training; he was innately stronger on the bike
than I was. In other words, he was just naturally better. Think about those
things that have come relatively easily for you and those things that you had
to work hard at mastering, and you’ll understand what I am getting at here.

It may be that people who are hardwired to be _

. . ) Think about the
emotionally reactive have to work harder at developing ¢yills that have come
the capacity to regulate their emotions, but we just pretty easily to you
don’t know for sure. Nor do we know what other innate '™ lfé compared to

] o ) i those you had to
variables come into play to make this easier or harder work hard for, and
for a given person. What we do know is that most kids You can begin to see

. . how hard it is for
who engage in deliberate self-harm are at the your child to regulate
emotionally reactive end of the emotional continuum. his or her emotions.
If they don't or can’t modulate their emotions, they’re
more likely to make poor decisions, to fall prey to impulsive actions, and to
be ineffective in their relationships.

To modulate his emotions, your child needs to activate the part of his
brain that controls logical thinking and reasoning, that part of the brain that
helps him reappraise his emotional situation, rather than the part that leaves
him wallowing in the emotion. As you can see, emotion modulation skills
are absolutely critical to our well-being.

Mood Dependency

In addition, being able to modulate our emotions makes it easier for us to
sidestep an angry or depressive mood. Kids who lack this capacity tend to be
mood dependent—that is, their mood determines how effective they can be
in carrying out their responsibilities and how they will experience any
particular event. For example, if they’re in a good mood, chances are they



will be able to get their chores done and complete their school assignments,
or the long car ride to Grandma’s house will be pleasant. If theyre in a bad
mood, they may not be able to get anything done, and neutral or even
potentially pleasant events can get tainted by their negative emotions. If your
child’s behavior is mood dependent, you may find it hard to understand that
the trouble he’s having has to do with his inability to modulate his emotions.
After all, on the surface there’s not much difference between mood-
dependent behavior and sheer lack of motivation or willful disobedience. To
make matters worse, he often won't be able to explain his behavior, except to
say that at the time it seemed like a good idea. Skipping school to play video
games, for example, may have seemed like a good idea to him at the time.

Ask yourself the questions in the box below to help determine whether
your child is mood dependent.

Is Your Teen Mood Dependent?

1. Is there a big gap between what your child can do when she is
relatively happy compared to what she can accomplish when a blue
mood strikes?

2. Can your child harness himself to choose the effective solution that
the situation requires, or does he take the easy path?

3. Can your child “let go” of her feelings to get chores done?

While we all find it easier to get our work done when we're feeling
relatively calm, these kids experience a huge difference in their capacity to
accomplish anything depending on whether they’re calm or agitated. When
they fall behind on life’s requirements, they make their situation worse,
increasing the likelihood that the bad mood will be extended.

What’s Going On in the Brain?

Earlier I mentioned that kids who self-harm have more difficulty than the
rest of us in calling on the part of the brain that controls logical thinking and



reasoning. Researchers are beginning to study just how the brain operates
when we modulate our emotions. Scientists can use functional MRIs to map
the brain’s activity as it works to solve particular problems. Here is a
simplified version of what they have discovered about emotion modulation.

For the most part, emotions originate in a part of the brain called the
amygdala. Depending on the situation, signals are sent from the amygdala to
the prefrontal cortex, the part of the brain involved with reasoning. Here the
brain works at evaluating what to do about the emotion. While there is
nothing we can do to prevent ourselves from having a particular emotion,
we can change how intensely and how long we experience it. Through the
use of thought and logic, humans have developed several tried-and-true
strategies to modulate their emotions.

Assuming were in no imminent danger that requires an immediate
response to our emotions—say, a ravenous lion is about to attack, in which
case our fear would enable us to run for our lives—there are any number of
strategies and skills we can use to modulate our emotions. In the following
discussion, every emotion regulation strategy begins with accurately and
mindfully labeling and identifying our emotion. All the emotion regulation
strategies are based on accepting and acknowledging what we feel. Emotion
regulation is about (1) being willing to have the emotion and then (2)
working at modulating it. When we can’t or won’t accept our feelings, we
inevitably make the situation worse either by cooking them or by
impulsively moving into ineffective behavior.

Using Problem Solving to Modulate Emotions*

When we understand which situations are likely to produce intense negative
reactions, any of us can use problem-solving skills either to avoid these
situations or to craft some strategy that will lower the intensity of the
feelings. For example, if you know that spending time with your angry and
critical sister-in-law is going to rile you up, you might solve the problem by
cutting your visits short or by meeting her in a public place that will make
her less likely to go into a harangue. _
Thi ioht b ful in keepi h Simple problem-
1s strategy might De usetul In Keeping the gojying strategies

intensity of your feelings at a lower level, but not all that seem obvious to



situations will allow you to do this. Sometimes events Yyou may be beyond
happen that just get under your skin. In these moments ¢ 'each of children
%Y just getu you ' who are emotionally
you need some strategies to lower your emotional vulnerable.
temperature. One example is to take an emotional
time-out. Say you're at a party and someone makes a comment that really
hurts your feelings. What do you do? The simplest thing would be to walk
away and get absorbed in another conversation. Such a strategy may seem
obvious to you but would often be beyond the reach of your emotionally

vulnerable child.

LISA’S DRESS

Lisa and I were discussing the difficulty shed had at a girlfriend’s sleepover.
We were trying to understand what had caused her to cut herself.

“I remember that Gina said something about my dress, which, I don’t
know, upset me I guess,” she explained. “All I remember is that I felt kind of
spacey and maybe a little sad. I just stood there for a while, and then I went
into the bathroom and cut.”

Lisa lacked two critical skills that prevented her from problem solving:
(1) she couldn’t accurately label and identify her emotions, and (2) she
couldn’t think clearly enough to find a better way to modulate her emotions.

Observing and Describing Emotions

It seems that in some cases simply identifying and accurately labeling our
emotion can lessen its intensity. In essence, we just accept that how we feel at
that moment is simply how it is. For example, the mere act of
acknowledging that you are angry at your husband without either cooking it
(“T can't believe he embarrassed me in front of his family again—he always
does this”) or trying to talk yourself out of it (“There’s no reason for me to
feel angry”) may help in the process of modulating your emotion.

The simple act of Several months after Lisa and I discussed the
acknowledging your  trouble shed had at her friend’s sleepover, she came in

negative emotion to therapy and related this success: “My friends and I
without “cooking” it



or trying to talk were at Marjorie’s house yesterday, and we were talking
yourself out of it can bout what . t to th I
help you modulate  aDout what we were going to wear to the prom.
the emotion. described my dress, and Gina just made fun of it. This
time I used some of the skills you've been going over
with me and just observed and described to myself how I was feeling:
insulted, hurt, mad. It really worked. I was still mad at Gina, but it just didn’t

seem so overwhelming to me.”

Checking the Facts

Often it is helpful for people to “check the facts” about their emotional
experience. Some people do this without thinking about it, and for others it
is a skill to learn. When checking the facts, it is critical to do it
nonjudgmentally, making sure you are checking the facts and not reviewing
opinions, worries, or preconceived biases. After you have identified what
you are feeling, the next step is to see if the feelings fit the facts; that is, is it
justified or unjustified? For example, if your teen has worked really hard on
a project and her teacher tells her that it is “all wrong,” the teen might feel
chagrined, disappointed, embarrassed, sad, and ashamed. Those feelings
would fit the facts of the situation. On the other hand, if your teen was at a
friend’s house and the friend asked him to call for pizza and your son found
himself terrified because he had never done it before, the extreme fear he
was feeling would not fit the facts. While anxiety (low-level fear) about a
new experience makes sense, terror about ordering a pizza does not because
there is actually nothing to fear about pizza! Even though the emotion
doesn’t fit the facts, it is probably a good idea for the teen to self-validate the
experience of fear, acknowledging what he feels and cutting himself some
slack about feeling anxiety about a new experience. It is probably best for
parents not to introduce this concept of emotions fitting the facts, but
instead allow the child’s therapist to work with him or her around this skill.
It is, however, a useful skill to keep in mind for yourself.

Telling Yourself a Different Story



A second problem-solving strategy is to bring a process called reappraisal to
our emotional experience. When we reappraise, we change our initial
interpretation of the event that led to our emotion arising. Let’s say you're at
the grocery store and you notice that a friend whom you recently had over
for dinner is coming down the aisle from the opposite direction. She passes
you without a trace of acknowledgment. Almost immediately you are feeling
hurt and angry. Your mind begins to weave a story to explain the situation:
“I can’t believe Danielle just ignored me like that. Well, clearly she didn't
have a good time at dinner. Still, what kind of friend ignores you? Who does
she think she is?” If you follow this path, you are certainly going to cook
those negative feelings into a spicy emotional stew.

Sometimes it is not easy to access the skills necessary to do the
reappraisal. Fortunately there is a DBT skill called the STOP skill that can
help us get there. The STOP skill requires us to mindfully notice that our
emotions are rising and to momentarily freeze, then take a step back and
observe mindfully all that is going on. After that we want to proceed
mindfully to a new way of appraising our current situation. You'll find an
example of how the STOP skill can be used in Chapter 7.

The STOP Skill
Stop when you notice emotions rising.
Take a step back and
Observe what'’s happening.

Proceed to mindfully appraising the situation in a new way.

Suppose instead that you tell yourself a different story in response to your
emotions: “Well, I'm surprised and hurt. I wonder why Danielle is so
preoccupied that she didn’t even see me. I hope everything is all right. I
think I'll give her a call later and see what’s going on.”

In all likelihood this version of your story is going to decrease the
intensity of your hurt and anger. You have accomplished this by reappraising
or reinterpreting the event that evoked the feelings. Tell yourself a different



story: it’s a wonderful emotion regulation strategy and a handy tool when
you don’'t know why something happened but you find yourself creating a
story that makes you feel worse.

Acting in Opposition to How You Feel

I will have a great deal more to say about this powerful emotion regulation
strategy in Chapter 8, but here is the short version. All our emotions, as I
mentioned earlier, have an action tendency associated with them—that is,
they make us want to take some kind of action. For example, sadness and
depression often push us to lie down because we feel drained. Fear often
makes us want to run away. Shame makes us want to hide or disappear. You
can change the duration and intensity of these feelings by, first,
acknowledging what you feel; second, deciding that you no longer want to
feel it; and third, doing exactly the opposite of what the emotion is
prompting you to do. If you're feeling blue and your whole being is saying
“Get into bed and pull the covers up,” you would instead throw yourself into
some kind of physical activity.

Maureen, a 15-year-old DBT patient, paged me in crisis.

“I can’'t get out of bed. I am just too depressed, I have no energy, and I
can't go see my cousins. They are all so perfect,” she told me over the phone.
“But if I don’t go, my parents will kill me”

“Oh, man, you are between a rock and a hard place,” I replied. “It seems
like the better choice is to find a way to go, and that is going to take some
real effort”

“I don’t have the energy, she repeated.

“Yes, that is exactly what depression makes us feel. It saps us of our
strength, and all we want to do is get into bed,” I said.

“But I can't stay home!” Maureen exclaimed.

“Got it! I think it's time for opposite action to current emotion,” I
suggested. “Do you remember how this skill works?” I asked.

“Yes. I have to do the opposite action from what my depression is telling
me to do. Even though it feels like I have no energy, I have to get myself up
and out of bed”



“Yes, that’s right—and you have to commit 100% to the action. You can't

do it halfway, I added.
“I think I just have to do this,” she replied.

Distraction

Finally, we can use distraction as an emotional regulatory strategy. Like the
other strategies, distraction usually starts by identifying and labeling your
emotional experience. After you have labeled your experience, the next step
is to shift your attention to something else. This requires you to totally throw
yourself into what you have chosen as a distraction. Stay mindful, because
your mind is liable to go back to whatever was tipping you over. When that
happens, shift your attention to whatever you have chosen for a distraction.
You may have to do this time and time again. If the experience is so intense
that you can't clearly label the feeling, you can use distraction to lower the
emotional intensity to try to get a better read on your emotional state. For
example, it’s late on a Friday afternoon and you open an e-mail from your
boss criticizing your work. As you read it you realize that she lacks pertinent
information that would change her point of view. Unfortunately she’s left for
the day and won'’t be back in the office until Tuesday. You notice that anger is
rising up within you, but you know that you're going to be unable to resolve
the situation until Tuesday. You decide that it would be a good idea to busy
yourself with activities and friends over the weekend. You distract yourself
from your anger by picking up the phone and throwing yourself into making
plans for the next couple of days.

ENVIRONMENTAL FACTORS: WHEN OUR BEST
INTENTIONS FAIL

“Yesterday Celia came home from school and she was just a mess,” her
mother told me. “She and her best friend, Julia, had had a falling out. She
has the same fight with this ‘best friend’ about five times a week, and it’s
getting a little old. I heard her up in her room slamming things around and
cursing. It really unnerves me when she gets so emotional and I try not to



think that she may hurt herself. I knew shed probably forgotten that she had
SAT tutoring that day, and we were going to have to get a move on if we
were going to be on time. I simply went upstairs and in a calm voice told her
we needed to leave in 10 minutes. I should tell you that although I was calm
on the outside, I was trying not to worry that this would turn into one of
those several-hour meltdowns.

“Celia told me she wasn’t going. Maybe I shouldn’t have said it, but I
reminded her how important this was for her future. I know she has bigger
problems right now than getting into college, but I'm so worried she’s going
to make decisions now that will ruin her life. Anyway, that's when all hell
broke loose. Celia started screaming that I didn't understand and all I was
interested in was college. That did it for me. I told her that her friend Julia
was a loser, and I couldn’t understand how she didn't see that”

Does this sound familiar? Clearly the mom did her best in the beginning
to keep the situation low key, which makes sense, given Celia’s emotional
state. What went wrong? Let’s look a little more closely to see if we can figure
out what Celia’s mom could have done differently that might have prevented
a meltdown.

Here’s what we know: Celia is emotionally dysregulated, and her mom
needs to get her to tutoring on time. We can speculate about a few other
factors: Mom is losing patience with the repeated troubles in Celia’s
relationship with her friend, she’s understandably put oft by Celia’s out-of-
control behavior, and she’s worried that her daughter will lose sight of her
responsibility to go to SAT tutoring.

Here’s what happened: Mom's strategy seems to have ignored her
daughter’s emotional distress and focused instead on the issue of getting out
of the house on time. Why didn’t that bring the desired results?

_ The central problem was a lack of validation. It’s a
With the best of . .
intentions, someone  cOmmon tactical error that we all make, and it can lead
may tellyounotto  to all sorts of difficulties. To validate someone is to

let something bother . 5
you that is bothering COMmunicate that you wunderstand that person’s

you. We want the experience. You don’t have to like it or agree with it;
gﬁgﬂ:eu"s‘"t‘g care you just have to acknowledge it. When you don't
understand what validate, interpersonal communication is more likely to

we're feeling before  stall. Just imagine that a friend has hurt you, and your
spouse tells you not to let it get to you because it's “no



they move on to how big deal” How well does that play? Even if ultimately it
we can get over it. .
turns out not to be a big deal, you want your spouse to
understand that it hurts right now. The new DBT Skill
called THINK might have been really useful to Celias mom and helped her
get to empathy and real validation.

The THINK Skill

Think about the other person’s perspective.
Have empathy for the other person, generating several nonjudgmental
Interpretations about the person’s behavior.

Notice the ways in which the person is currently struggling or has tried
to improve the situation in the past, generating

Kindness.

Validating Your Child and Yourself

Celias mom didn’t validate Celia’s emotional distress, and she seemed to
invalidate her own worry through avoidance. (We need to validate ourselves
too. When we self-validate, we are acknowledging what we feel without
avoidance or judgment.) It may have worked better had the exchange gone
something like this: “So Julia did it again. I know she can really get under
your skin. It must be hard to like someone who also can be so irritating.
Anything I can do to help? No? Okay, then. As angry as you are, you
probably forgot about tutoring.”

“I'm not going.”

“It’s really hard to shift gears and think about tutoring when you feel so
hurt and angry. That makes perfect sense. But this is a commitment, and we
need to leave in 10 minutes.”

In this example, Celia’s mother works at validating her daughter’s
experience and staying calm herself. Her calmness in all likelihood
functions to help her daughter stay regulated. This is called co-regulation and



is an important factor for all of us when we get emotionally charged up.
Having someone be validating and soothing just helps us reregulate.

In my experience, invalidation generally stems from parents’ reasonable
and good intentions for their children. The terms validation and invalidation
might sound condemning or critical, but please understand that I am in no
way blaming you or saying that youre responsible for your children’s
troubles. After almost 40 years of working with children and parents, I have
seen that the overwhelming majority of parents only want to be helpful to
their kids. Kids who are extremely sensitive are a special parenting
challenge. Please read the following sections as examples of how our best
intentions can go south and what we can do to make things better. My only
goal is to help you understand what might account for your best parenting
efforts falling short.

There are different degrees of validation and invalidation. Kids who are
emotionally reactive are probably more sensitive to even the mildest
incidents of invalidation. So what may be no big deal for one child may be
experienced as a very big deal for another. Hold on—it gets even more
complicated: what may be experienced as mildly invalidating on one
occasion could be felt as really invalidating on another if the child is
emotionally charged up. Short of being candidates for sainthood, how can
you validate in the midst of your own worry and your kids’ emotional
storms? You'll find more on this in Chapters 6 and 7, but for now here’s the
short course.

Three key factors will optimize your chances for success in those
emotionally perilous moments. First, get very clear about your goal. In the
earlier example, the goal was to get Celia to tutoring on time. Second, make
sure to self-validate and decide how you’re going to manage your feelings.
Again, in our example, Mom needed to honor her worry about Celia’s future
by acknowledging that this is how she felt, even though it wasn’t going to be
effective to give voice to it in light of the shorter-term goal of getting Celia to
tutoring. Finally, work at validating your child to help defuse the emotional
crisis. Mom validated Celia when she expressed her understanding about
her daughter’s hurt and anger.

For your emotionally sensitive child not to become emotionally
vulnerable, she may need extra help from you to learn emotion regulation
skills. No one gave you a child-rearing manual, and you may not know



intuitively what she requires. Ever since she was little, your child may have
been more sensitive than others to life's hurts and disappointments. It’s
natural for you to have been downplaying her emotional response all along
or offering reassurance that things aren’t as bad as she thinks they are. If
your child seems to be having what you perceive to be

Sometimes .
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the teen years— This is a situation where parents’ well-meaning
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reactive kids have less trouble during middle
childhood. The rules for behavior are clearer, and parents really can and do
solve many of the child’s difficulties. The new demands of the teen years—
the biological changes, the emotional swings, the capacity for abstract
thinking, and the broadening of possibilities in the social world—often
present a rocky terrain for these teens to navigate.

KEISHA: VALIDATION AND INVALIDATION

“Keisha is just too sensitive!” her mom explained to me. “When she has a
problem with a friend, it’s like the end of the world for her. When I try to
reassure her that I understand because I've had problems with my own
friends, she just blows up. It’s so awful for me when I'm trying so hard to
help and she just pushes me away. Then I get hurt and angry and usually go
to my room and cry, and it just becomes a big mess”

“Yeah, and if you try to let her know that the whole thing is not such a big
deal and give her some advice, she runs out of the room crying and
screaming that you don't understand,” added Keisha’s dad. “That really frosts
my socks, and I won't speak to her until she apologizes”



Keisha’s parents’ attempts to help with her troubles are eminently
reasonable and clearly well intentioned. As any of us might do instinctively,
Mom acts reassuringly and Dad tries to help with problem solving. Clearly,
however, their attempts at being useful to their daughter fall short of the
mark. Is Keisha just an unreasonable person who revels in the drama of
interpersonal conflict? Does she just not want to be comforted or to get the
benefit of parental advice, preferring to make a scene? Not likely. No one
would choose to live in such an emotionally distressed way and relish
constant interpersonal turmoil.

There is another explanation for Keisha’s behavior. Let’s start by making a
couple of assumptions about her. First, let’s assume that she was born with
an emotional system that is on the highly reactive end of the spectrum.
Second, we will assume that she has not developed the skills that are
required to effectively regulate and modulate her emotions. Her parents’
description would seem to confirm that assumption. Consequently, we can
consider Keisha to be emotionally vulnerable.

As discussed, people who are emotionally vulnerable are usually
emotionally reactive, and they also lack emotion regulation skills because
they haven't had sufficient modeling or validation about their emotional
experience. In fact, we can get a glimpse into some possible reasons Keisha
has not learned to regulate her emotions. Before we do that, however, let’s
revisit the concept of validation and introduce its opposite, invalidation.

Remember that when we validate another person, we are simply
communicating that we understand his or her current experience and how,
under the circumstances, it makes sense. We just accept the other person’s
experience as it is, without making a judgment and without offering a
solution. Problem solving, which of course is terribly important, can be
thought of as the opposite of validation. When we are invalidating, we
communicate to the other person that his or her current experience is not
justified; it’s exaggerated or inaccurate under the circumstances. We all
invalidate one another from time to time, so it becomes a problem only
when it’s a frequent aspect of family communication. Invalidation can also
occur outside the family and be a real problem for a child. A family may be
quite validating of their sensitive child, who then enters a school
environment that may be such a mismatch that the child feels harshly
misunderstood and judged.



For example, a very sensitive child may feel continually invalidated in a
regimented traditional school setting in which academic results are valued
over personal growth. Another example of invalidation _
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Validation is a key task of parenting. When we
validate our children, we are teaching them how to accurately label their
inner experiences and to trust those experiences and use them to self-
validate and effectively problem-solve. When we invalidate our children, of
course, we create just the opposite situation. We teach them that what they
feel is inaccurate or inappropriate to the situation. Here are two examples of
parental invalidation:

1. “You shouldn’t be hurt by your friend; you should be angry that he
treated you that way.”

2.“So you didn't get invited to the party. That’s no big deal—after all,
these kids hardly know you”

In both examples the intention of the parent is to be helpful, but you can see
how the response invalidates the child’s experience.

Helping children problem-solve in the moment and helping them
anticipate problems and plan for the future is another important task of
parenting. When it comes to this task there are two common pitfalls that
lead to invalidation and keep the child from effectively learning to problem-
solve.

Problem Solving Too Early

The first error is to problem-solve before validating. It’s a very easy trap to
fall into. After all, you just want to resolve whatever problem is causing your
child so much pain. You can probably already see that Keisha’s father



succumbed to it when he told Keisha that her problem with her friend was
no big deal and immediately tried to give her advice.

Letting Your Own Bigger Worries Get in the Way

The second problem occurs when parents are having difficulty tolerating
their own worries about their childrens capacity to problem-solve
effectively. Celias mom provides a good example. In the face of her
daughter’s emotional distress, she understandably began to worry about
what Celias lack of commitment to the SAT tutoring might portend.
Introducing her own (perfectly reasonable) worry into the situation
invalidates her daughter’s current experience. Celia is also the kind of kid
who is hypersensitive to others’ emotions, particularly those of her parents
—from whom she wants approval, even if she won't admit it. Her mother’s
worry about her overwhelms her and makes her worry about herself at a
time when she can’'t handle any more emotional input.

As you can see, the kicker is that you can be invalidating even when your
intentions are to be helpful. There are degrees of invalidation that run from
the well-intentioned parent who's just trying to be helpful to a distressed
child all the way to child abuse. Human beings just seem to do better when
we’re understood and tend to get more emotionally dysregulated when we're
not. When were misunderstood we often work hard at getting the
understanding that we need. How skillful we are at this will be part of our
story.

Let’s take a closer look at the ways both of Keisha’s parents respond to
their daughter. Please keep in mind that these are reasonable parents
struggling to find a way to be helpful to their child.

Why Reassurance Isn’t Validating

The first thing we notice is that Mom seems to rely on two strategies to be
helpful. The first strategy is reassurance; the second is to bring her own
history into the discussion as a way of letting Keisha know that she



understands. Clearly these two seemingly reasonable strategies don't work.
Why not?

When you are emotionally revved up and someone tells you that
everything is going to be okay, you may feel that the person can’t possibly
appreciate the magnitude of the problem. Consequently, rather than feeling
understood and reassured, you're likely to feel invalidated. Reassurance is a
strategy that is often effective with younger children, who are more willing
to be dependent on an adult’s point of view. The preschooler who is nervous
about a playdate with a new friend is likely to be calmed down by a parent
who reassures her that she’ll be fine. Not so for the teenager whose parent
says the same thing about another friend’s hurtful comment.

Naturally, we rely on strategies that have worked for us in the past;
therefore, parents sometimes offer up reassurance just because it used to
work. Once your child reaches adolescence, however,

C . Adolescents are
she has a strong instinct to be her own person and rely gtten less willing
less on you. In addition, during adolescence the brain than young children
becomes capable of processing more abstract ideas. ©PuY into an adult's
) p ) p 8 " viewpoint. Therefore
Since the world is no longer so easy to understand, they’re less likely to
your simple reassurance is experienced by your teen as D€ reassured just
. . .. ) ] because you tell
unrealistic. In addition, for kids who are anxious, them everything is
reassurance only produces the wish for more going to be allright.
reassurance. It functions to temporarily allay the
anxiety but denies them the experience of tolerating their own worries.
Furthermore, reassuring your anxious child creates a negative reinforcement
paradigm. In this situation, the easing of the child’s fears brings relief and
therefore reinforces reassurance-seeking behavior. So in fact, parents’ good
intentions turn out not to solve the child’s problem, as well as reinforcing a
new and persistent dysfunctional behavior.

Why Saying “I’ve Been There” Isn’t Validating

Keishas mom also tries to let her know that she understands how Keisha
feels by bringing in examples from her own life. Again, this appears
reasonable—Keisha's mom is looking for common ground. The hope is that
Keisha will feel her mom has some credibility because she too has struggled



with friendships. Despite all the right intentions, the effect of Mom’s
behavior is to make Keisha feel misunderstood.

What Went Wrong?

When we try to let someone know that we understand his or her situation
by bringing in examples from our own lives, we run the risk of shifting the
focus toward ourselves and away from the person in need. Furthermore, it is
the exceptional adolescent who is going to believe that her parents’ situation
“back in the day” can have any relevance to her own. It’s only likely to make
your child feel more misunderstood, not less.

Why Putting Things into Perspective Isn’t Validating

Let’s turn our attention now to Keisha’s dad. He enters the fray by trying to
help put Keisha’s difficulties into a more reasonable perspective. While he
may be on to something, this approach is almost guaranteed to be
invalidating. Why? Although it is certainly not his intention, by telling his
daughter that she is making too big a deal of something, especially when she
is dysregulated, he’s invalidating her experience. Please remember that he is
dealing with an emotionally distressed teenager, not someone who is
currently functioning rationally or fully in charge of her reactions.

Why the Best Advice Given Too Soon Isn’t Validating

Then Dad compounds his mistake by offering unsolicited advice to the very
person he has just invalidated. What is the chance Keisha is going to be
grateful for his words of wisdom? Zero! The real shame here is that his
advice might be right on the money. For whatever the reason—maybe its a
design flaw—people are more willing to accept advice after they feel they’ve
been understood. Very often an adolescent I have been treating will tell me a
story about a parent’s attempts at problem solving before validating. Later in
the therapy I'll ask, “With the distance you have now, how would you assess



the advice?” Invariably, he or she tells me that the advice was pretty good,
but the timing was terrible.

Master Class: You Need to Model Emotion Regulation Skills

I hope you can begin to see the subtle ways invalidation works. When it’s a
pervasive part of the interaction between parent and child, it becomes very
difficult for the child to learn to identify and to trust the accuracy of his or
her emotional experience. When this happens, children are prone to being
pushed around by their emotions rather than being competent at managing
them. In later chapters I'll give you some suggestions about how to get better
at validation. For now, be warned about reassurance; stay away from
bringing in your own history (unless it’s asked for); and make sure you have
validated before moving into problem solving. But wait—there’s more!

Both of Keisha’s parents report having very strong emotional responses to
their daughter’s seemingly unreasonable behavior. This, of course, is
perfectly understandable. Theyre trying their best to be helpful, and the
whole thing is blowing up right in their faces. How they manage their own
emotional turmoil, however, is another potential problem. To stay on track,
emotionally reactive kids need more validation than other kids, and they
need parents who can model effective emotion regulation skills. I
understand that at times this is certainly easier said than done! My own kids
will tell you that I have lost my temper with them too. Keisha’s parents are
not helping the situation either by becoming outwardly dysregulated or by
withdrawing into an icy silence. Their daughter really needs her parents,
most of the time, to show her by their own behavior that emotions can be
regulated to improve interpersonal relationships and attain a balanced sense
of well-being. Please read Chapter 7 to see whether you need to work on
this.

The Snowball Effect of Invalidation

When an emotionally reactive child meets an invalidating environment, the
climate is just right for a “perfect storm” of trouble. The interaction of the



two has a synergistic effect, like a snowball going downhill that just keeps
picking up speed as it builds upon itself. This snowball effect generally
follows two distinct patterns. The first is distinguished by an escalation of
the child’s behavior in a desperate attempt to be understood. Here is a story
that I think brings this concept home.

DESPERATE TO BE HEARD: FLOYD AND THE FARMER

One summer during my college years I hitchhiked through Europe with my
brother and a college friend named Floyd. Floyd spoke a little French but
not enough to get by. Soon after we arrived in France we were picked up by a
farmer, and we attempted to communicate to him where we were headed.
Floyd started using his French but couldn't make himself understood. The
farmer became increasingly frustrated with him. Floyd responded by
speaking louder, as if he would be better understood at a higher volume.
When it was clear that the farmer still had no idea what Floyd was saying,
Floyd spoke even louder and began to introduce English words into the mix
(albeit with a French accent). It was chaos. The farmer just dropped us off in
the nearest town.

I use this story as a metaphor for the transactional relationship between
an emotionally reactive child and an invalidating environment. When a
child feels invalidated, her emotions run high and she redoubles her efforts
to be understood. Unfortunately, emotionally vulnerable kids are not skilled
in this regard and, like Floyd, usually just raise the decibel level rather than
figuring out a way to express what they need. Naturally, the reaction from
people around them—the environmental response—will be aimed at the
“loud” behavior and not at the emotional need behind it. Consequently the
child feels more invalidated, which intensifies her emotional dysregulation.
Now overwhelmed with intense feelings and lacking regulation skills, the
child is prone to self-injure. This transactional cycle takes on a life of its
own, and over time it becomes a stable if dysfunctional communication
pattern.

The Silent Treatment



In the second pattern, the child’s sense of being misunderstood and the
accompanying hurt go underground as she becomes increasingly silent and
withdrawn. Family members may then increase their efforts to get the child
to reveal herself, which meets with only more silence. The child has given up
on being understood and just retreats into silence and phony compliance
with parental expectations. On the inside, however, she is still struggling to
manage her emotional turmoil. Frequently these are the children who have
learned to mask their feelings. Often the parents don’t even suspect that the
child is in trouble until they discover that she has been self-harming.

Does Your Child Use Self-Harm to Manage Painful Emotions?

1. Is your child at the emotionally reactive end of the continuum?

2. Are you able to determine whether the child is emotionally vulnerable
and lacking in the skills required to modulate emotion?

3. Does your child seem to go from one emotional crisis to another? Or
is she the kind of child who masks feelings?

4. Think about your typical responses to your teens emotional distress.
Do you tend to unwittingly make things worse? It’s important to grasp
how the ingredients of emotional vulnerability and invalidation
snowball into an increased level of emotional dysregulation.

Each of these patterns represents a different response to feeling
misunderstood and the emotional dysregulation that follows. As we will see,
the self-harm is most often aimed at regaining emotional balance.

Does your child fit the pattern of using self-harm to manage painful
emotions?

If the answer to most of the questions in the box is yes, then in all
likelihood your child is using deliberate self-harm as a way of managing
emotional distress. In the next chapter we'll look more closely at the variety
of ways kids use self-harm to manage their emotions, as well as at some self-
harming behavior that is not in the service of emotional regulation.




*The credit for much of what I outline in the following pages belongs to Marsha M. Linehan and her
colleagues, who developed DBT.
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How Does Hurting Themselves Make
Some Kids Feel Better?

The preceding chapter helped you understand the factors that predispose
children to hurting themselves. But what does self-injury actually
accomplish? This chapter helps you recognize the problems your child is
trying to solve through deliberate self-harm, which will make it easier for
you to select and assess the proper therapy.

REGAINING EMOTIONAL BALANCE

“I did it again,” Lea whispered into the phone. “It really chilled me out. I
kind of felt calm, like things were going to be okay. The feeling didn't last too
long, but at least I stopped feeling crazy on the inside”

“Yeah, I know what you mean,” replied her friend Jonathan. “I know I
shouldn’t do it either, but it's my body and it really does work when you feel
that way”

It’s hard for us to comprehend how hurting yourself can produce a feeling
of calmness, but as I said in the previous chapters, it seems that the
neurobiological mechanisms are universal and would work for all of us. But
for certain emotionally overwhelmed individuals, especially those who seem
to have a high degree of self-criticalness and self-loathing, it can become a
strategy to regain emotional balance.

It is important that you understand the degree to which your teen feels
emotionally overwhelmed and out of control. While some of these kids are
pretty good at keeping their level of distress hidden, inside they are a



whirlwind of emotional chaos. If parents can’t tell when their kids are
emotionally revved, the self-harm may look like an impulsive act that comes
out of the blue. While it might be impulsive, it certainly didn't come out of
the blue.

Marissa was feeling deeply hurt by her friends, whom she felt did not
include her in the discussion at lunch. To make the day worse, she got a C-
on an English paper on which she thought she had done well. On the way
home, she phoned her best friend for some support.

“Hey, what’s up?” asked Kristin in a cheerful voice.

“Nothing. I'm just having a crappy day, Marissa replied.

“That sucks!” Kristin said. “What are you doing later? I'm going to chill
with Sara. Hey, I'm getting another call. I'll call you back”

Click! The line went silent.

When Marissa’s mom described that evening to me later, she said: “I kind
of knew that something might be wrong when Marissa came home from
school. She was a little quieter than usual, but I just thought she might be
tired. When I asked her how she was, she just said ‘Fine’ and went upstairs to
her room. When she came down for dinner, she was in a much better mood.
During dinner I noticed the blood on her sleeve.”

When children hide their distress, their parents are in an especially
difficult position. There is a natural tendency on the parents’ part to become
more vigilant, which the child customarily experiences as intrusive, so he or
she may become even more secretive in response. In addition there is a
natural tendency for adolescents to seek privacy. On the other hand, its
awfully difficult for a parent to stand by and do nothing. Parents who find
themselves in this dilemma have to negotiate the foggy waters between the
shoals of harmful secrecy and the open channel of age-appropriate privacy.
We will examine how to navigate these waters in Chapter 7.

“It took us a long time to figure out when we could trust Candice with
some privacy and when she needed us to be more attentive. We started to be
able to understand the subtle signs of trouble and how to gently offer our
help. It didn’t always work, but when it did it was good. For example, we
slowly were able to distinguish the buzzwords that let us know she was
having trouble”

Like Candice, most kids describe the sense of “going crazy” with intense
emotions. They wish they could “jump out of their skin” to escape the



emotional pain: “It’s like I'm on emotional fire. I can’t think straight and feel
all panicky on the inside. Nothing makes sense, and I just have to end this
horrible feeling” Another patient told me: “When I get what you call
‘emotionally dysregulated, I'm just a mess. Inside I am overwhelmed with
intense feelings, and on the outside I am screaming and crying at the same
time.”

As you've learned, these kids often can’t accurately label their feelings.
They experience their emotions as an intense Like someone who's
hodgepodge of inner sensations. If in these moments of growning, people
inner turbulence you attempt to get a clear reading of who can’t modulate
what your child is experiencing, you're likely to get a ;'L'i;;te;“nodt':)eriﬂa;gr
reaction that's a combination of anger and tears. The something to save
problem is that these children really do experience g:m-i';r;‘ﬁi;hs:g;r <
emotions more deeply and more quickly than the rest the only life
of us, and they have real trouble bringing themselves preserver they can
back from an emotional event. Without the capacity to find.
modulate their emotions they, like a person who is
drowning, flail about in an emotional panic, reaching for something to save
them. Deliberate self-harm can become the flimsy but functional life

preserver that resolves their inner turmoil.

Self-Injury as Painkiller

Immediately following self-injury these children experience a period of
calmness and relief. How long this sense of relief lasts differs for every child
and even from episode to episode. It can last anywhere from a few short
minutes to several days. When people feel as desperate as these kids do,
getting even a moment’s relief feels like a gulp of cool water on a parched
throat.

Diminishing Returns

Ruth has been cutting herself at least three times a week for the past 2 years.
The following conversation occurred in our first meeting.



“So, Ruth, youre pretty clear that cutting helps you regain some
emotional relief when you are really upset,” I said. “Have you noticed that
you have to cut more frequently in each episode of self-harm to get relief?” I
asked.

“Yeah, it used to be that I could cut once and I would feel calm. Now I
have to cut 10 or 15 times to get the same feeling,” she replied.

Like someone who is addicted to opiates, Ruth is one of those kids who
need to keep upping the dosage to get the same result. In all likelihood there
is a biological basis for this phenomenon. According to one of two
competing theories for why self-injury works, in moments of self-injury the
body releases certain chemicals (that are, in fact, similar to opiates) as a way
of helping to manage the tissue damage and pain. Some children’s bodies
seem to adapt to the initial levels of these chemicals. When this happens,
they need to injure more frequently to attain the same sense of calmness.

How and why deliberate self-harm works this way
for some kids and not others is not clearly understood.
We all have different responses to drugs; for example,
some people have a low tolerance for alcohol, while
others can drink a much larger quantity before they get
intoxicated. While there are several different influences
that contribute to a persons “drug of choice,” body

One theory of self-
injury’s mechanisms
is that the act of self-
injury releases
chemicals into the
body—not unlike
what using opiates
would do—to help
manage the tissue

chemistry is certainly one important factor. As
mentioned earlier in the book, however, there is
another theory for why deliberate self-harm works.
This second theory is called “pain offset theory,” and it
posits that the parts of the brain that manage physical
pain are also the parts that manage emotional pain.
Therefore, when one inflicts tissue damage during

damage and pain.
Some teens’ bodies
adapt to these
chemicals, and they
need to injure
themselves more
often to reach the
same state of calm.

times of distress, the brains focus shifts from the emotional pain to
managing physical pain. Interestingly, the effect can occur even when there

is no subjective pain experienced by the self-injurer.

See the box below for questions to ask yourself about whether your child

is using self-injury to handle emotional pain.



Is Your Child Self-Injuring to Relieve Emotional Pain?

1. Does she seem to escalate the harm to herself with each successive
incident?

2. Does the self-injury seem addictive?

3. Are there multiple wounds when she self-injures?

Self-Injury as Suicide Prevention

“When I feel so down and hopeless that suicide seems like a reasonable way
out, I turn to cutting,” Brad told me. “I don't want to kill myself, and I get
really scared when I start thinking that way. I know cutting will take the
edge off”

A small number of kids, like Brad, turn to self-injury as a kind of suicide
prevention strategy. These are a subset of children who are struggling with
both suicidal preoccupations and emotional vulnerability. Theyre trying to
escape from the intense fear and anxiety that often accompany suicidal
ideation. In a desperate attempt to end the disturbing preoccupation, they
turn to deliberate self-harm. Self-harm helps these children reregulate and,
at least temporarily, the thoughts and emotions surrounding suicide abate.

These children are struggling to manage both emotional dysregulation
and thoughts and feelings about suicide. They may be at higher risk for
suicide. While it is always important for parents to obtain a careful
assessment of their children’s deliberate self-harm, it’s especially critical for
this subgroup of kids to be identified and undergo an ongoing risk
assessment as part of their treatment.

Therapists need to understand that if they successfully target
NSSI when it is used as a suicide prevention strategy, there might
be a spike in suicidal behavior.



Could your child be using self-injury as suicide prevention? See the next
box.

Is Your Child Self-Injuring as a Way to Stave Off Suicide?

(See also “Risk Factors for Suicide”)

1. Does your teen ever talk of suicide?
2. Has your child experienced a recent loss?
3. Has there been a recent suicide in the community?

Self-Injuring to Feel Alive

“I just couldn’t take it anymore. I felt dead on the inside. You know, numb
and empty, Jill complained. “I stopped feeling part of the world—it was
kind of spooky. I felt like I was a zombie.”

“How did cutting yourself change that?” I asked, anticipating her answer.

“I don't really know, but as soon as I made the first cut and saw the blood,
I felt alive again.”

To someone who feels dead or numb on the inside, life feels devoid of
pleasure. It’s as if everyone else is living in a Technicolor world and this
personss life is in black-and-white. Each day is drudgery. In a way it’s just the
other side of the coin of emotional dysregulation: instead of overflowing
with emotion, these kids feel none at all. It's not a state of being emotionally
cold, but of being empty. To kids in this state, the world around them has an
unreal quality to it; they feel more like a spectator of life than a participant in
life. It feels as if they have lead weights on their feet—every step is a
Herculean effort. There is often an overwhelming sense of aloneness. When
our emotions are not available to us, our experience has a sterile, bland
quality to it. Nothing seems to have much value, so it’s difficult to hold on to
goals.

Our emotions are an extremely important source of information about
how we are experiencing ourselves and the world around us. When this



mirror is unavailable to us, were prone to making poor and impulsive
_ decisions about how to negotiate life’s many challenges.

When our emotions o ST .

are unavailable to us, Under these conditions we're likely to act in ways that

we feel numb and are self-defeating and self-limiting at best and
2:22% g:dr Ich;‘II:: dfe:L potentially dangerous at worst.
if everyone else’s life As you can imagine, it’s difficult to be in this state

is in Technicolorand £ 3y Jength of time. At some point it becomes more
ours is in black-and- . .
white. than a person can bear, and some effort is directed
toward changing this state of affairs. All too often a
child who is contending with this experience moves quickly into behaviors
that serve to end the numbness in the short run but often lead to more
problems over the long haul. An indiscriminate sexual encounter or turning
to drugs and alcohol can end the deadness, but even these poor solutions
require some planning and access. Deliberate self-harm, unfortunately, can
be done quickly, privately, and easily. Like Jill, kids who are struggling to end
the deadness and numbness often report that they need to see blood before
they get relief from this awful state. It's almost as if seeing the blood

confirms that they're alive.

Self-Injury as Self-Punishment

Often these children vacillate between feeling an inner numbness and
feeling a deep and powerful sense of self-hatred. Many of them have
endured the painful and confusing trauma of sexual abuse. So whenever the
self-injury appears to be in the service of ending an

> s . if Teens who resort to
adolescent’s inner numbness, the adults in her life must gejt.injury to end the
at least consider whether there may have been a history feeling of inner

‘g deadness often
of abuse. Some research suggests that victims of early -0
sexual trauma may be prone to more severe self- feeling emotionally
injurious behavior. This has certainly been my clinical numb and feeling a
) . .. profound sense of

experience. The good news is that some very promising  self-hatred. Many of
treatments are being developed to help these them have been
individuals. One of the most promising is DBT plus X::J'S':S of sexual
prolonged exposure (DBT+PE). While it is beyond the

scope of this book, I encourage parents of children who self-injure and who



have a history of childhood sexual abuse to seek and find a treatment that
addresses both self-injury and trauma.

This relatively small, but very worrisome, group of kids also is at higher
risk for attempting suicide. One tragic consequence of early trauma is the
child’s belief that what happened was his or her fault. The legacy of this
misguided belief is often intense contempt and self-loathing. For these
children, self-injury can function as a self-soothing strategy and/or an
expression of deep-rooted self-hatred. When it is the latter, they literally
attack their bodies as a way to punish themselves and to resolve the guilt and
shame they experience for their imagined complicity in the sexual abuse. To
consider whether your child is using self-injury to feel alive again, see the
box below.

Is Your Child Self-Injuring to Feel Alive Again?

1. Does your child seem to be going through most of his days in a state
of drudgery and emptiness?

2. Has your teen ever claimed to have felt better as soon as she drew
blood?

3. Was your child sexually abused? Do you need to investigate whether
this is the case?

Self-Injuring to Counter Feelings of Invisibility

“Sometimes I think they don’t even know I exist or who I really am. They
talk about me as though I wasn’t standing right there. I hate it! Don’t they
know I have feelings too?” Lindsey complained.

“You must feel kind of invisible when that happens,” I said.

“Yeah, it’s awful. It’s like I just don’t count for anything. Like I'm not that
important even to my parents,” she said between sobs. “I know it’s the wrong
thing to do, but when I cut myself they notice me and I feel like they see me
and I feel real again.”



Most of us at one time or another have been in a situation in which we
have felt ignored, as if those around us didn’t even notice our existence. It’s
an uncomfortable experience that can bring on intense emotions. Our
options are to flee the situation or to do something that gets us noticed. The
subset of children who self-harm and feel invisible usually don’t want to be
the center of attention or to feel jealous of the attention others are receiving.
(Only 1 in 25 kids who self-injure do so to get noticed.) They just want to
stop the feeling of being invisible, of disappearing into the void.

Rather than being self-centered and taking dramatic steps to hog the
spotlight, these kids feel unnoticed and ignored in their own families. In my
experience, parents have not deliberately, or even unwittingly, overlooked
their child. Instead, due to their innate sensitivity, these children may need
more affirmation than any parent could reasonably be expected to provide. I
have found that these children are often reticent about expressing their
thoughts and feelings. Frequently their parents have a tough time
understanding, and therefore tolerating, their kids’ inability to articulate
their thoughts and feelings. What ends up happening is that the parents fill
in the gaps and thereby create a persona for their child. They then respond
to the persona rather than to the real kid. Of course, the child complicates
things by not correcting the parents’ misperceptions. _

« Children who feel

They say they know me and understand me, but all jpyisible may need
they know is how they want me to be, not how I really more affirmation
am,” Lindsey continued. “Sometimes when they’re thanparents could

g Y ] ’ i , o Y ever realize. They
talking about me, it sounds like theyre describing a don’t want to be the
stranger. I wish I could tell them how I really feel. 'm ¢enter of attention;

. . . » they just need to
too afraid they would be disappointed. eliminate the sense

It's not unusual for these adolescents to begin to thatthey're
wonder whether they’ll ever fit in and whether their Sf;g?pearmg into the
parents value them. These kids rarely give voice to their
concerns, so their parents usually remain in the dark about these worries.
The parents can find themselves in a no-win situation when their child

resorts to deliberate self-injury: If they respond to the
One approach may . . . . .
sound odd or cold  behavior with a fair amount of attention and soothing,
but can be very they run the risk of reinforcing deliberate self-harm
effective: Pretend . . . .

and at the same time confirming their own view that

you are a loving e i _
anthropologistand  the self-injury is all about being at center stage. If,



adopt an attitude of  however, they respond with anger or even a more
patient curlosity. neutral position, that’s likely to confirm the child’s
feeling of not being “seen” or understood. One way out
of this dilemma is for parents to adopt an attitude of patient curiosity.
Rather than push their kids to define themselves, parents can remain open
and curious about their child. I sometimes describe this to parents as
adopting the stance of a loving and caring anthropologist who is interested
in studying a foreign culture.
Could your child be using self-injury to try to stop feeling invisible?

Is Your Child Self-Injuring to Counter Feelings of Invisibility?

1. Does your child have a lot of difficulty stating his thoughts and
feelings?

2. Does your child’s reticence extend so far that you often feed her the
responses you think she should be giving you?

3. Does your child frequently complain of feeling misunderstood?

Self-Injury as Avoidance

“I just couldn’t do it,” Mona said. “There was no way I could get up in front
of that class and make a speech. I just get so nervous. I'm sure I would have
looked like a big loser. I'm not like the other kids in my class”

“A lot of people get really anxious in those kinds of situations,” I replied.
“It can be very tough for some folks to speak in front of people.”

“I don't think you understand,” Mona said slowly. “Just thinking about a
situation like that makes me so tense that I just want to die. I was so scared
and nervous the night before, I couldnt sleep—and nobody seemed to
understand.”

“I think I get it. You were feeling really desperate and trapped,” I offered.

“Exactly. I had to do something, and cutting myself was the only thing I
could think of. When my parents found out, they called my doctor, and she



told them to take me to the hospital. That was a real pain, but it was better
than having to make my class presentation.”

A small fraction of the kids who self-injure do so as a way to avoid
situations that involve expectations they feel they can’t manage. For these
kids, certain upcoming events are so fraught with anxiety that self-injury
seems to be the only way out. What differentiates these children from kids
who use a stomachache or other feigned illness as an avoidance strategy is
the degree of guilt and self-loathing they feel. When we avoid something, we
usually experience mild or moderate guilt; we know were doing the wrong
thing, but we can tolerate our misstep. Kids whose avoidance takes the form
of self-harm are in a different category altogether: their avoidance confirms
their sense of weakness; it raises their level of self-loathing; and in
combination with their anxiety, it produces an emotional experience that
overwhelms them. _

e . » The difference

It’s just so hard to explain what happens for me,” petween the child
Mona continued. “I start to get really nervous about who self-injures and
what I have to do. Then I start telling myself that there’s tsqgniggﬂ ;’:':22 Izkes a
nothing to be nervous about, which I think only makes avoid an event is the
it worse because I still feel anxious. That's when I start €Xtreme guilt and

) , N self-loathing the self-
telling myself that I'm such a loser: injurer feels.

While the self-injury probably does calm the child’s
anxiety, its primary function is to help the teen avoid situations that she
anticipates with intense dread. If you think your child falls into this category,
it may be useful to get a consultation regarding treatment for anxiety in
addition to therapy for self-injury.

Is Your Child Self-Injuring as an Avoidance Strategy?

1. Do you find that your child self-injures when you know she is anxious
about an event in the near future?

2. After the injury, does your child focus on the fact that it precludes his
having to attend, perform, or otherwise be engaged in something he
has been dreading?

3.Is your child generally anxious, and does she seem to worry
excessively about seemingly small matters?



MANAGING DISTURBING THOUGHTS: PSYCHOTIC
ILLNESS AND OBSESSIVE-COMPULSIVE DISORDER

Two or more psychiatric conditions can exist in the same person at the same
time. So sometimes self-injury is one aspect of other psychological
problems, problems that have less to do with managing emotional
dysregulation than with managing disturbing thoughts. (Sometimes
children with posttraumatic stress disorder, or PTSD, self-injure to avoid the
intrusive memories called flashbacks, but since these flashbacks are almost
always accompanied by the dysregulated emotions or feelings of emptiness
I've already discussed, I won't address PTSD separately here.) I include here
a brief description of two conditions that can coexist with self-injury just to
complete the picture of deliberate self-harm. These children generally need a
therapy other than the DBT that I'll discuss in Part II. It is very important
that you obtain a thorough diagnostic assessment to help you understand
the way self-injury fits into your child’s current troubles.

NINA: HEARING VOICES

Nina walked into my office and slipped quickly into the chair across from
me. Her face was nearly expressionless, giving no clue to what she might be
feeling. I attempted to make some small talk to break the ice, but I got only
one-word responses for my efforts.

I understand that you've been hurting yourself. I hope that youll be
willing to talk with me about that for a few minutes,” I said.

Nina only nodded her head in reply.

“I've spoken with many, many kids who have self-injured, and this is
what I've learned from them. Some kids deliberately hurt themselves as a
way of managing intense and overwhelming emotions. Other kids have told
me that they hurt themselves when they feel numb and empty and that
feeling becomes intolerable for them. Finally, some kids hurt themselves
because the voices in their head tell them to do so. Do you think you fit into
any of those categories?” I asked.

“The last one,” Nina said softly.



Some children who have a major mental illness (bipolar disorder,
schizophrenia, or schizoaffective disorder) experience auditory
hallucinations—voices that “command” them to self-injure. While all
psychological difficulties are due to an interaction of biological process and
environmental influences (e.g., family, society), these conditions are
probably more biologically than environmentally based. Frequently the
“voices” are of a harsh and critical nature and demand that the children
injure themselves as punishment. The child’s brain processes these “voices”
the same way it would process anything else he or she were to hear, and it
can be very frightening. The “voices” seem very real to these kids and they
may feel compelled to comply with their demands. _

. o S To kids who hear

While psychiatric medications can have some ygices, they are very
troublesome side effects (such as weight gain or slowed real. They may feel
thinking), they can be very effective in treating ‘(:V%r:tpﬁ::fs;;gso tell
hallucinations of this type. If you suspect that your them.
child’s deliberate self-harm is due to such “command
hallucinations,” the first order of business is a complete psychiatric
evaluation that includes a psychopharmacological consultation,
neuropsychological testing, and a thorough medical workup.

ROBIN: OBSESSIVE-COMPULSIVE DISORDER

When Robin walked into my office, the first thing I noticed were the bright-
red marks on her arms and legs. It was immediately clear that she had been
picking at herself and that she was not allowing the wounds to heal. After a
few minutes of chat we got down to business.

“I couldn’t help noticing the marks on your arms and legs. What is going
on for you?” I asked.

“It’s kind of crazy, I know, but once I start to pick at myself, I can’t stop. I
get this idea in my head that I just have to get it perfect. I kind of get lost in
what I'm doing—I can spend hours in the bathroom looking in the mirror
and picking at myself. It frightens me that I have no control over what I'm
doing,” Robin said as tears filled her eyes.

Ob ive- «T e 1s .
co;;islls‘i’\(ie disorder Is it like you are a slave to the idea that you have to
can make you feel  get it just right?” I wondered.

like a slave to the “Exactly!”



demand to get things People with obsessive-compulsive disorder get
“Just right.” fixated on an idea and often have to gratify that idea
through compulsive and repetitive behavior. The very
notion of not allowing themselves to engage in the behavior produces a
sense of extreme dread and worry. For some children the compulsive
behavior may take up hours of their time and compromise their ability to get
their schoolwork done, or it may interfere with having a normal social life.

One kind of compulsive or ritualistic behavior is skin picking. As Robin
explained, once these children begin the ritual, it's extremely difficult for
them to stop. Frequently what drives the child’s ritualistic behavior is some
frightening idea that is accompanied by a powerful sense of dread. For
example, she may feel that if she doesn't engage in the behavior, something
awful will happen to a loved one.

Obsessive—compulsive disorder is more of a biologically based illness
than a psychological disturbance caused by the interaction between the
child and the environment. If your child’s self-injury seems to follow this
pattern, then a combination of cognitive-behavioral therapy and medication
would be the best course of treatment.

Understanding the functions that deliberate self-harm serves for your
child will help you and your child’s mental health practitioner figure out
which problems to target in treatment and which skills your child lacks for
dealing with painful emotions and solving problems. I listed those emotion
modulation strategies in Chapter 2. A major goal of therapy should be to
help your child acquire those skills so that self-injury no longer performs a
necessary function. (I'll show you later in the book how you can help your
child learn better ways to handle emotion, particularly by offering the
validation that your child needs to begin to understand and trust his
emotions.)

The Importance of a Comprehensive Psychiatric Assessment

If your child is engaging in self-injury, your first step should be to obtain a
thorough psychiatric assessment, for the following reasons.



Identifying Other Psychological Problems

As we've seen, self-injurious behavior can co-occur with other psychological
problems such as auditory hallucinations or obsessive-compulsive disorder.
Researchers have discovered that adolescents who engage in deliberate self-
harm fall into a wide spectrum of diagnostic categories, from mood
disorders (e.g., depression) to various forms of conduct disorders and
personality disorders. One of the benefits of a thorough assessment is that it
should help you determine whether your child is struggling with other
problems.

Preventing Unaddressed Self-Injury from Leading to Suicidality

Second, there is a clear link between self-injurious behavior and suicidal
behavior. It turns out that you are nine times more likely to die by suicide if
you have a history of self-injury. And the current research seems to suggest
that the best predictor of a suicide attempt is a history of self-injury. While
we aren't entirely clear about why this is, current theories focus on self-
injury as an unintended behavioral rehearsal for suicidal behavior. No, I am
not contradicting the points about suicide that I've made so far. Kids who
harm themselves in the ways I've been describing are not doing it to try to
end their lives, and they can almost always make a clear distinction between
using self-injury to perform one of the functions I've described and trying to
end their lives. A thorough assessment can determine whether your child is
engaging in self-injury to soothe emotional distress or is suicidal.

But you should also know that helping your child stop injuring himself
may prevent him from becoming suicidal in the future. It is not my
intention to be unnecessarily alarming, but I want you to have the facts as
we understand them in this moment. Some current research on the relation
between NSSI (i.e., deliberate self-harm that is used to control emotions)
and suicide attempts indicates the following:

1. The longer someone engages in deliberate self-harm, the more likely
she will be to make a suicide attempt.



2. People who don't feel pain when they self-injure are more likely to
make a suicide attempt than those who do.

3. Kids who self-injure using multiple methods are more likely to make a
suicide attempt than those who use just one method.

If any of these descriptions sound like your child, the earlier the
intervention, the better the chance for a speedier recovery.

Freeing Your Child to Develop the Skills to Lead an Effective Life

Finally, deliberate self-harm undercuts a child’s development of the ability to
tolerate life’s painful moments and to problem-solve effectively. We all need
to know how to successfully handle the difficulties life throws our way.
Deliberate self-harm is a short-term solution to long-term problems, like
taking Advil for recurring headaches. It produces almost immediate relief—
and with the onset of relief, the adolescent turns his attention away from the
issues that precipitated the emotional dysregulation and takes comfort in
feeling better. Self-injury is like

I was working with Dan, age 15, to try and get a aking Advil for
better idea of what set off his recent cutting. He and I recurring headaches;
had been working together for a little over 3 months. :m::«l;?z:t: zm‘?ﬁé

“Yeah, so my girlfriend was just being a bitch,” he pain is guaranteed to
said. “She doesn’t like the guys I hang out with. Well, I Surface again.
went over to her house with these friends and she was
just cold. I said, ‘Screw this We just left. I was so mad at her I didn’t even say
good-bye. I don't know, somebody had a bottle of Jack Daniels and I just
chugged about two-thirds of it in like one gulp”

“Man, that is a lot of alcohol to drink in a short period of time. What
were you thinking?” I asked.

“I wasn't thinking at all. Anyway, after I got home my parents smelled the
alcohol and busted me. They said we would have to talk about it in the
morning. [ knew they were really mad. When I woke up, I felt horrible. They
came into my room and tried to talk about what happened. They really put
me in a lousy mood. I called my girlfriend to see if she might cheer me up,



but she just gave me grief about the night before. I was really mad. I was so
mad I couldn’t even think straight,” he said.

“And maybe a little sad and guilty?” I wondered.

“Yeah, I guess so. Anyway, after I hung up I went into the bathroom to
look for a razor. After I cut myself I felt a bit better, but then I began to think
of what a loser [ am.”

As you can see in Dan’s story, when kids resort to the short-term strategy
of deliberate self-harm to manage emotional dysregulation, they are keeping

themselves from learning how to solve interpersonal
Among the many .. . .
harmful problems and remaining vulnerable to impulsive
repercussions of behavior and all the difficult consequences that follow.
zﬁl\t}g'd:rg’nae I:;St?\ atit 1hey have trouble thinking clearly. Furthermore, they
keeps children from  begin to consolidate a view of themselves as people
developing the who are defective, weak, and worthless. Often at this
problem-solving ) ) ] ]
skills they will need  point the adolescents are struggling more with their
all their lives in internal judgments about having given in to self-injury
relationships. than with the patterns that bring on the emotional

turmoil. Of course, without a clear understanding of
these patterns it is impossible to learn how to manage these potentially
painful situations. Consequently these kids become chained to their

repetitive self-injury and stuck in misery.

Black-and-White Thinking

You have probably also noticed how often your child is prone to black-and-
white thinking. From your child’s perspective, the world seems to be neatly
divided between what she can do and what she absolutely can’t, between
what is good and what is not, between what is fair and what is unfair. All the
different shades and nuances that are part of living are unavailable to her.
While all-or-nothing thinking is a hallmark of adolescents, it is a more
prominent feature in kids who self-injure and is especially dominant when
they are emotionally dysregulated.

This kind of thinking, along with this kind of emotional experiencing,
self-injury, interpersonal storminess, and difficulties being alone, may be
indicative of emerging borderline personality disorder (BPD). For many



years, BPD was not diagnosed in adolescents because professionals weren't
sure they could differentiate between the mood swings characteristic of
adolescence and those of BPD. In addition, clinicians were often reluctant to
diagnose BPD because it was a diagnosis with significant stigma. Often
adolescents with BPD were experienced by others as emotionally
demanding, clingy, and manipulative. These individuals were seen as
difficult, if not impossible, to treat. Currently there are several treatments
that have empirical support in treating BPD effectively. In addition to DBT,
mentalization-based therapy, STEPPS, and other treatments have been
demonstrated effective in helping adolescents with emerging BPD and self-
injury. The key is to ask your clinician if he is going to be using an evidence-
based treatment for the resolution of self-injurious behavior. If you cannot
find a DBT therapist, I would seek consultation and see if another
evidenced-based treatment is available in your area.

Mentalization-based treatment for adolescents (MBT-A) is based on
attachment research and focuses on developing awareness of how your
own mind works and developing awareness and curiosity about others’
minds.

Systems training for emotional predictability and problem solving
(STEPPS) is a treatment that teaches emotion regulation skills and
structures support by family and friends for the individual in treatment.

How does black-and-white thinking come about? In all likelihood black-
and-white thinking, or what psychologists call “dichotomous thinking,’
results from an interaction between high emotional reactivity and an
invalidating environment. As I mentioned earlier, when we get emotionally
revved up, our thinking becomes rigid and constricted. We see things in
terms of absolutes: “I will never get better” or “I can’t make friends” or “I am
stupid” Our emotions drive our thinking to make rigid categories for our
experiences.

One consequence of an invalidating environment is that kids feel that
life’s problems should be easy to solve. The take-home message for them is



that most other people don’t seem to be bothered by what trips them up, and
if they were only better, stronger, or smarter, they would sail through life.
Consequently, they are prone to oversimplifying lifes complex problems.
This effort at simplifying things requires them to disregard complexities.

As you can see, self-injury is a behavior that needs to be addressed
quickly and effectively. Time is of the essence. Until recently there hasn’t
been a treatment shown to be effective in helping these kids turn away from
deliberate self-harm in a relatively short period of time. But DBT has
become the gold standard for helping these kids. In the next chapter I'll
introduce you to this treatment.
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DBT
The Right Therapy for Your Teen

As the parent of a child who self-injures, there’s nothing you want more than
to see the behavior stop. In Chapter 1 I talked about how searching for the
hidden meaning behind self-harm doesn't tackle the problem directly.
Consequently, forms of treatment that focus on uncovering such meaning
can take a very long time to produce change. In this chapter I'll describe
dialectical behavior therapy (DBT), an effective treatment to help your child
find ways other than self-injury to deal with her emotional vulnerability.
DBT is more successful than other forms of psychotherapy or medication,
but, as TI'll discuss, some of these alternatives make for excellent
supplementary treatment. Finally, I'll give you some pointers on finding a
good therapist and determining whether your teen needs more sustained
help than outpatient therapy can offer.

HOW DBT ADDRESSES WHAT YOUR TEEN DOES AND
THINKS

DBT—a form of cognitive-behavioral treatment that was developed and
tested in the late 1980s and early 1990s by Marsha Linehan and her
colleagues at the University of Washington—was initially used to help
suicidal women, but over time it has been applied to a wide variety of
psychological troubles. In fact there are now more than 30 randomized
controlled studies across diagnostic categories that demonstrate the
effectiveness of the treatment. While DBT may not be the right treatment for



everybody, we now have ample evidence that this treatment works for
people whose psychological difficulties are rooted in their inability to
regulate their emotions. The cognitive part of cognitive-behavioral therapy
helps people change by examining and challenging their prior unhelpful,
unrealistic beliefs about themselves and their world (cognitive distortions).

The behavioral part helps people change by teaching and reinforcing new
and effective behaviors. The behavioral component is in all likelihood a
more powerful agent of change than the cognitive piece. After all, the
challenge is to get your teenager to stop doing something that, while it
serves a particular purpose, is clearly harming her terribly. A behavior is
reinforced by anything that increases the likelihood that it will occur again.
When our behavior is controlled through reinforcement, it is called “operant
behavior” There are two types of reinforcement, both of which you may
remember from the days your child was a toddler. Things that positively
reinforce behavior—for example, praising a child after he thanks you for
giving him a ride to his friend’s house—may increase the likelihood of the
desired behavior happening again. (In addition, that “thank you” may make
it more likely that you'll be willing to give him the ride the next time, so he’s
reinforcing you too.)

Negative reinforcement occurs when something aversive is applied and
then removed after a behavior has occurred, “aversive” being defined by the
person’s emotional response. For example, sending a child to her room for a
time-out may be aversive for one kid, but for another it may be a chance to
rest, play video games, or talk on the phone. Consider the child who must
stay in the classroom during recess (the aversive condition) until he
apologizes for his rude behavior to the teacher. Once he does, he’s allowed to
join his class at recess. So the teacher has reinforced apologizing.

Another kind of learning is called “respondent learning” The famous
Russian scientist Ivan Pavlov was the first to articulate this phenomenon.
Pavlov was not a psychologist, but someone who was interested in studying
the salivary glands and how they worked. He used dogs in his experiments,
setting a bell to remind himself and his lab mates to feed the dogs.
Eventually he noticed that when he rang the bell, the dogs would begin to
salivate. You have probably noticed when you are hungry and smell food
your mouth may begin to water. Your mouth doesn’t begin to water when
you hear a bell. So how did it come about that the dogs began to salivate



when they heard a bell? The answer is the pairing in the dogs’ minds
between the bell and the presentation of food. The bell, which does not elicit
saliva, became associated with feeding, inducing feeding behavior in the
animal. A similar pairing can occur in deliberate self-harm. For example,
some people who self-injure find that the sight of a razor prompts or
increases their urges for self-injury. This pairing can be problematic when
parents decide they are going to remove all razors (the cue) from the house.
What can happen then, if the self-injury follows a respondent learning
paradigm, is that removing the razors will decrease the urges for self-injury.
The problem, of course, is that when razors are reintroduced, the likelihood
is that the connection between the sight of the razors and the urges for self-
injury will reappear. There are specific treatment techniques to help break a
chain of behavior that is reinforced (operant) and a different set of
techniques that are used when the behavior is assessed to be respondent.

In most cases the behavior of deliberate self-harm is under the control of
both positive and negative reinforcement. Your child is feeling emotionally
overwhelmed (the aversive condition), and self-harm brings immediate
relief (negative reinforcement); the degree of relief is often more calming
than the child’s baseline states, so self-harm is also positively reinforced.
Both reinforcement paradigms make self-harm more likely to occur again
because it resolved the child’s painful emotional experience. An example
where self-harm may only be positively reinforced is for that very small
group of children who hurt themselves to get attention.

As you know, teenagers who injure themselves also operate on a number
of false or distorted beliefs that contribute to their urge to hurt themselves.
This is where the cognitive part of cognitive-behavioral therapies comes in.
A sad but common cognitive distortion held by kids who self-injure is that
they are defective and weak.

“I did it again last night,” Melanie told me. “I tried not to cut myself, but I
just couldn’t hold out. I don’t think I have the willpower to stop.”

“Your inability to refrain from cutting is not a function of willpower,” I
countered. “You have enormous capacity for willpower and self-discipline—
just look at how focused you are on your schoolwork and sports. It's not
willpower you lack, but the skills necessary to manage that high-powered
emotional system of yours.”



_ Melanie’s distorted thinking is based on the faulty
DBT will teach . . .
adolescents new assumption that if she had more willpower, she
behaviors to finally  wouldn't engage in deliberate self-harm. One aspect of
gﬂgtmﬁ?ge their a cognitive-behavioral therapist's job is to help the
adolescent challenge this belief and to replace it with
one that conforms to the facts about self-injury—specifically, that self-injury
is most often due to a lack of the skills needed to manage one’s emotions.

In DBT the child is taught specific skills—new behaviors—that will help
modulate and/or change painful emotions. While it is important to
challenge faulty beliefs, the most powerful agent of change is helping the
child learn a new behavior to replace the harmful one that serves the same
function.

DBT: THE NATURAL ANTIDOTE

DBT directly targets the specific emotional and behavioral problems that
plague the adolescent who deliberately self-injures. One of the key
components of DBT is teaching these adolescents the relevant skills to
handle their powerful emotional systems. DBT is not a miracle treatment. It
doesn’t help everyone, but to date it's one of the best and fastest treatments
there is. Here’s why.

RESTORES EMOTION TO ITS PROPER STATUS

Emotional dysregulation, as you now know, is likely at the root of your
childs self-injuring behavior. You'll also recall that when a person is
emotionally dysregulated and in need of help, offering a solution to his
problem before helping him see that his emotional state is real and
important can be a recipe for disaster; it skips the critical step of validating
his emotional experience. Without validation, these adolescents come to
believe that their emotions are exaggerated or untrustworthy, which robs
them of the important information their emotions are sending them. This
leaves them not only unsure of what to do in a specific situation but with a
pretty shaky sense of self overall.



Linehan noticed that offering her patients techniques for change without
first accepting and validating their experience kept them stuck, unable to
move forward in treatment. Her “Eureka!” moment came when she tried
incorporating acceptance strategies and validation into the treatment. Lo
and behold, her patients began to get better.

The following example illustrates the importance of validation. Notice
how stuck we get when I start with problem solving before validation.

Chloe paged me because she felt so depressed and lethargic that she
didn’t feel able to get her laundry done for an upcoming weekend at a
friend’s house.

“I have no energy. I just want to get into bed,” Chloe complained.

“I know you want to see your friend—you’ve really been looking forward
to this trip for a long time. Maybe if we break the tasks into smaller pieces,
they won’t seem so overwhelming,” I suggested.

“I have no energy. I cant do anything,” Chloe told me with some
irritation.

“Has your goal of going on this trip changed?” I asked. “Because I know
you could get your chores done if we came up with a plan”

“I don't think you understand. This is not easy,” Chloe said with anger
rising in her voice.

“I think maybe you're right. I haven't let you know I do understand that
the laundry and the rest of your chores feel just too hard to do when you feel
this way”

“It feels impossible for me to do anything when I feel this way”

“You are really up against it. You really want to see your friend, and the
things you need to do to make that happen feel like trying to swim with lead
shoes on,” I said.

“I do want to go. I'm just feeling like there’s no way I can make it happen,”
she said. “It makes me feel hopeless.”

“No wonder you'e feeling up against it,” I said. “Would you like some
help problem solving?”

“Yeah. What do you think I should do?”

Moves between Acceptance and Change



In a DBT treatment we are always moving between accepting and validating
things as they are and looking for solutions to bring about change. This
constant moving back and forth led Linehan to the concept of dialectics—
she put the “D” in DBT.

Dialectics is a complicated concept and one that often trips up therapists
as well as parents, so I won't get into a long explanation of what the word
means. Suffice it to say that in DBT dialectics frees parents and teens, or
therapists and teens, from the polarized points of view that stand in the way
of change. When our positions are polarized, each side has a tendency to dig
its heels in and cling tightly to its view of the truth. The discussion now is
characterized by the issues being black or white, and all the colorful shades
in the middle are lost. When we are thinking dialectically, we come to
understand that truth is neither absolute nor relative (except in the case of
things like gravity or the temperature at which water boils at sea level vs. in
the mountains).

The idea is that in most interpersonal encounters, no one individual
holds the whole truth; rather, each has a piece of it. I've already spoken
about this in relation to learning to let go of your own dearly held position
to work with others toward a solution. In DBT, we take this notion a step
further, learning to build a more complete understanding that goes beyond
the simple sum of our combined truths. In fact, one helpful device for
moving into dialectical thinking is to begin looking for what’s left out of
each persons position. (Can you think of anything more at odds with the
black-and-white thinking that is often a hallmark of kids who self-injure?)

Two versions of a dialogue between Jenna and a therapist portray a
typical impasse. The therapy can’'t move forward until the patient and the
therapist find a way to get unstuck.

JENNA: BREAKING THROUGH THE IMPASSE

“I can’t do it! I can't just tolerate that awful feeling. Do you think I cut myself
for no reason? You make it all sound so easy. You never really get it, do
you?” Jenna said as she began to cry.

“I don’t make it sound so easy. I think you misunderstand me. I'm only
trying to help you reach your goals.”



There isn't a shred of dialectical thinking going on here. Jenna and her
therapist are at the opposite ends of the spectrum. They need to search for
what is left out or not being articulated in each other’s points of view. Here’s
an alternate scenario.

“I can’t do it! I can’t just tolerate that awful feeling. Do you think I cut
myself for no reason? You make it all sound so easy. You never really get it,
do you?” Jenna said as she began to cry.

“You know, I think you’re right. When I talk about using skills, I can give
the impression that it’s simple. What I want you to know is that simple is not
the same as easy. This is really hard work. It makes sense to me that you
would feel misunderstood. We have to work together to help you stop
cutting.”

“Yeah, I really feel like no one gets how hard this is. I feel like you can’t
possibly understand what it’s like to be me.”

“I guess I need to pay more attention to that. I do see how hard you’re
trying, and I want to keep encouraging you.”

“That would help. I know sometimes I back myself into a corner,” Jenna
replied. “You know, it isn’t that I can’t do this—only that I'm not very good at
it yet. I sometimes get angry at you, but mostly I'm just frustrated with
myselt”

Here Jenna and her therapist are both looking for what was left out of the
discussion in the first example. The therapist validates Jennas experience
and moves between acceptance and change so that they can work more
collaboratively toward progress.

As a parent you most likely have had the experience of finding yourself
and your partner on opposite sides of an issue. Let’s say your teenager comes
home 2 hours past her curfew, but she called 10 minutes before curfew to
say that shed be home in an hour or so. This was something new; often shed
be late and not call. Your partner’s view is that at least she called—he wants
to support that improvement by not giving your daughter a consequence.
You think she should be given a consequence because she was late.

You both feel strongly about the correctness of your _

.t . . . To engage in the
positions, and neither of you is budging. Before long gjalectical thinking at
things heat up. You tell your partner that he’s too the heart of DBT, we

. > . need to see that each
lenient. He tells you that youre being too hard on the person’s position



kid. But if you could both step back, youd be able to has some truth to it.
that h of iti includ truth and The dialogue can

see that each of your positions includes some truth and . be a series of
excludes some truth. Once you realize that each of you building blocks that
holds a legitimate piece of the truth, you'll find a way 90 Pbeyond any one

, . individual’s point of
both to acknowledge your daughter’s new behavior and yijew.
to give a consequence for her being late: “We're glad
that you called us to let us know you were safe and what time to expect you.
That’s the first time you've done that, and we noticed it and appreciated it.
But we're still concerned that you came home 2 hours after your curfew, so

youre grounded next Friday.”

JAMIE: THE TRUTH, THE DIALECTICAL TRUTH, AND NOTHING BUT THE
DIALECTICAL TRUTH

Why is dialectical thinking superior to other types of reasoning? If we held
truth to be absolute, we would conclude that deliberate self-harm is either
good or bad. A parent would take one position, and the child who self-
injures would take its opposite. With no common ground, the situation
would generate a great deal of noise and smoke but very little light.

Seeing truth as relative would have the parents taking a position like this
one: “Self-injury is not something we would do, but it’s your body to manage
as you see fit. We can only hope that in time you’ll stop” The adolescent’s
position would go something like this: “I know you don’t like what I do, but
you respect my decisions to manage my body as I choose, since my behavior
is not hurting anybody else.” This position is very democratic—but it’s not
going to solve anything.

If we were to think dialectically about self-injury, however, the dialogue
would be a series of building blocks that would go beyond any one person’s
point of view. It’s exemplified by Jamie and her father, who came to see me
about her cutting. Their conversation quickly got off track.

“You just have to stop hurting yourself, Jamie. There’s no way around this.
It’s just not right!” said Jamie’s dad with some tension in his voice.

“You can't stop me, and it’s my body, anyway, Jamie replied curtly.

“Jamie, can you tell your dad about how your cutting helps you?” I
interjected.

“I could, but I don’t think he cares,” she responded.



“Give me a try, her dad said, somewhat incredulously. “I'm curious about
how it could possibly be helpful to you”

“Okay, but you have to listen.”

Her dad nodded.

“I cut myself when I can’'t stand how overwhelmed I feel, and it calms me
down. I know that sounds crazy, but it’s true. I hate myself for doing it. I hate
myself even more when you get angry at me about it,” Jamie said, suddenly
in tears.

“I'm not angry with you,” her father said sympathetically. “I'm really more
frightened for you. I want so badly for you to stop hurting yourself. I know I
push you. I'm frustrated because nothing has worked and it’s been going on
for a long time. You've ignored me when I've tried to help.”

“I haven't ignored you, Dad. You seem to think it’s all about willpower,
and it’s not. Trust me, I don’t really want to do it, and I've tried hard to stop,
but right now I just can’t. You have no idea how awful I feel right before I cut
myselt”

“It's hard for me to believe that hurting yourself really makes you feel
better, but if it does, I guess I can understand why you keep doing it. I never
knew that. I guess I thought you did it mostly to spite me. We have to help
you find another solution for those times when you get overwhelmed,’
Jamie’s dad said as he reached for her hand.

Notice in this conversation how each person adds a little more
information that opens the possibilities for a new and expanded view of the
problem—and real hope for a resolution. Jamie’s dad gains an appreciation
for the way his daughter’s self-injury helps her and learns that Jamie really
wants things to be different. Jamie learns that her father is willing to help her
in the process of finding a solution to her emotional dysregulation while
trying to be less judgmental. Thinking dialectically can open the door for
real understanding and help parents and kids join together to find the path
to close and effective relationships.

Heads Off Guilt and Self-Blame



In DBT your teen and you will be oriented to what is called the “biosocial
theory” of self-injury. You've already been introduced to this theory in
Chapter 2, without the ten-dollar name; it simply means that kids are prone
to the kind of emotional upheaval that can lead to self-injury as a result of
both biology and environment. Understanding this origin of your teen’s
problems helps both of you understand what went wrong without feeling
like either of you has to take the blame. Your child is not “weak” or
“defective” but simply endowed with a Ferrari of an emotional engine—a
characteristic, incidentally, that has its plus sides too as it can, for example,
imbue your teen with the passionate drive to pursue dreams and right
injustices as an adult. The biosocial theory should also reassure you that
your child is not having problems with emotional regulation because you are
a bad parent.

The biosocial theory is just as important a foundation of DBT as
dialectics because it not only explains what has gone wrong but, even more
important, provides a kind of road map for getting back on track. Your child
needs to learn the skills necessary to manage her high-powered emotional
system, and you need to find ways to help your teen view her emotions as
real and significant. As you become more familiar with DBT, you’ll probably
feel a diminished sense of guilt as you come to see yourself and your child’s
difficulties from a more compassionate perspective. Likewise, your teenager
will understand that her troubles are not a function of some inherent
character flaw or deficiency, but the understandable outcome of emotional
dysregulation.

Mr. and Mrs. Roberts, two computer engineers, and their daughter,
Regina, a lovely 15-year-old girl who was heavily into the arts, came to see
me for a consultation. Regina had been self-injuring for the last year, and
nothing her parents tried seemed to help. Her parents described her as being
“overly emotional” and not able to think clearly. Reginas parents were
confused and worried.

“We are very rational people, and Regina can be just a bundle of
emotions. When she gets like that, we just can’t reason with her. It makes us
think that we’re not good parents,” Mr. Roberts told me.

“It has nothing to do with you,” Regina said. “You just don’t understand! I
can't help it if you guys don’t have feelings. My parents are robots,” she told
me.



As he undergoes “We have feelings,” Mrs. Roberts said. “We just don't

DBT, your teenager L€t them get in the way of being rational”

will understand that “Are you telling me that I'm not rational?” Regina
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character flaw but of “I think it may be that there are some real
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skills to stop it. you all are having understanding each other.
Understanding these differences can be an important

first step in solving the problem,” I suggested.

Directly Attacks Emotional Dysregulation from Multiple Angles

As discussed in earlier chapters, emotional dysregulation affects all aspects
of a child’s life: managing cognitive processes, working toward goals, and
developing a sense of identity. As your teenager becomes emotionally
“fluent” over time, she will have enough practice in skillfully managing her
emotions—either through emotion regulation skills like “opposite action to
current emotion” or by distress tolerance strategies such as radical
acceptance and “crisis survival strategies”—that she will not have to resort to
deliberate self-harm.

I will introduce you to the skills that make all this possible a little later in
the chapter. For now my point is that DBT directly targets emotional
dysregulation in multiple ways by giving the teen a number of different skills
that serve as direct replacements for self-injury.

Helps Teens Learn Who They Are and What’s Right for Them

The development of a cohesive sense of identity is one of the core tasks of
adolescence. Our sense of identity is a complicated set of interrelated strands
that help give us that feeling of who we are, no matter what situation we find
ourselves in. It has to be flexible enough so that the person we are when we
are at home with our family can shift into the person we are at work. In



addition, our sense of identity includes our ethical standards, values, and
personal ambitions.

Developing a sense of identity is a complex process in which the child
tries on various personas, tossing those that don't fit. If you're the parents of
a child in early to middle adolescence, you know that this age is
characterized by remarkably rapid changes in clothing styles, speech
patterns, and interests. These kinds of behaviors help adolescents begin to
define themselves. For this process to occur, they must be able to focus their
attention on how they think and feel about themselves in relation to an array
of interpersonal, ethical, and moral issues. This process of ongoing self-
reflection requires adolescents to integrate clear thinking and emotional
experience. They need to be able to modulate their emotions, to be mindful
(more about this shortly) of their thoughts and feelings, and to validate the
wisdom in their conclusions.

Clearly, an emotionally dysregulated adolescent is going to have a hard
time with these tasks. She will not come easily to the statement “This is who
I am, and this is whats right for me.” Being unable to self-validate, she’ll
struggle to find a stable platform from which to declare her selthood.
Furthermore, this process occurs best when kids are not continually
disrupted by extreme moments of emotional dysregulation—that is, finding
oneself calls for quiet, reflective time.

The DBT therapist actively validates the child’s growing sense of herself
while working on helping her figure out her own set of values and teaching
the skills she will need for self-validation.

Helps Teens Pay the Right Amount of Attention

When we are emotionally overwhelmed, our thinking either constricts and
we become focused on too narrow a view, or our thinking becomes diffuse
and we can't see the forest for the trees. As you've undoubtedly seen in your
teenager, this loss of attentional control leads to poor decision making and is
the fertile ground for the distorted thinking that often plagues these
children. The DBT therapist helps the teen identify distorted thinking that
results from a view that is either too concentrated or too scattered. Then the
therapist teaches skills needed to keep the view at just the right perspective.



Helps Teens Control Their Impulses

The terrible feeling of being emotionally overwhelmed often drives kids who
self-injure to rush into impulsive and other risky, ineffective behaviors
geared toward bringing short-term relief. It's not uncommon for them to
take action without knowing what propelled them. In individual DBT,
adolescent and therapist look step by step at what led to a behavior, the
behavior itself, and its long- and short-term consequences. This step-by-step
process is called a behavior chain analysis; each link in _

) ) Many of the skills
the chain represents a thought, an emotion, or a yourteen will be
behavior that led to whatever problematic event is taughtin DBT wind
being investigated up helping with

& g t ) ) impulse control too.
The DBT therapist teaches patients to focus on just
the facts, rather than jumping to conclusions. Many of the skills youths learn
in DBT—from mindfulness to emotion-regulation skills to interpersonal
skills—help with impulse control too.

COMMON NONDIALECTICAL PARENTING STRATEGIES

Alec Miller, Jill Rathus, and Marsha Linehan, in their manual DBT with
Suicidal Adolescents, articulated some common nondialectical parenting
patterns that often interfered with effective parenting. These patterns, while
very common, are not universal, and not every parent or parenting dyad
falls prey to these missteps. They are, however, common enough that it is
worth saying something about them. The authors labeled these patterns the
“adolescent and parent dialectical dilemmas.” As you read this section, take a
compassionate and nonjudgmental approach toward yourself and/or your
parenting partner. The first step is to recognize whether you fit this pattern,
and the next step is to try to work toward a dialectical synthesis.

Excessive Leniency versus Authoritarian Control

In our work with parents this is one of the most common parenting patterns
we observe. In this pattern one parent takes the excessive leniency side of



the dilemma, while the other moves to authoritarian control. Excessive
leniency is often a manifestation of hopelessness, despair, or worry that
setting an effective limit will make the situation worse. One parent is so
burned out that he or she just gives up and essentially abdicates any and all
parental authority. The message to the adolescent is “Do whatever you want;
setting limits with you has not brought the desired results, so do what you
wish” In the face of excessive leniency, the other parenting partner moves
toward authoritarian control, taking what are often unreasonable and
draconian measures. This parents position is “We will rein you in so tight
you will not be able to breathe” Frequently these positions continue to get
polarized to the point where each parent is left alone in his or her position
and there is no collaborative parenting going on. This dialectical dilemma
can also be expressed in a single parent who vacillates between these two
positions.

Mary’s parents called and asked for a consultation about her seeming
inability to follow her curfew. It seemed that no matter what was agreed on,
Mary came in whenever she pleased.

Mom started the conversation: “I am just fed up with Mary. She just
blatantly ignores what we have negotiated and waltzes in whenever she
pleases. I have tried everything, and I just don’t want to make curfews an
issue anymore. Let her do whatever she wants—I give up.”

Dad quickly took the other side. “Well, I am never giving up. She needs to
learn that a rule is a rule. Next time she comes in late there will be no going
out for 6 months and no phone or computer for the foreseeable future. I am
not going to let a 16-year-old rule the roost”

How can these parents find a synthesis of their positions that will evolve
into an effective problem-solving strategy? The first step might be for each
parent to validate both the wisdom in his or her own position and the
wisdom in the other’s. Validation might include acknowledging their worry,
frustration, and fear about the way Mary is ignoring negotiated rules and
writing her own ticket. A next step might be to think through some
reasonable contingencies that both punish Mary for being late but also
reinforce rule-abiding behaviors. Finally, the parents need to use their
interpersonal effectiveness skills to get Mary on board with the new regime.
This might be accomplished using the DEAR MAN skill (see Chapter 7)
with an emphasis on what is in it for Mary to comply with her curfew.



Normalizing Pathological Behavior versus Pathologizing
Normative Behavior

Mrs. G. and Mr. G. sought consultation for their 18-year-old daughter,
Tricia, on the advice of the school counselor. The counselor had called Mrs.
G. and said that there were abundant rumors that Tricia was occasionally
using marijuana and drinking on the weekends. The parents were a bit
perplexed because Tricia always came in at curfew and never seemed
impaired. Mom and Dad were polarized over the issue. Mom started the
conversation.

“I think Mary needs in-patient detox for substance abuse. She is out of
control and needs intensive treatment right away! She is clearly an addict,
and like most addicts she has been able to hide her drug-taking behaviors.”

Dad quickly countered, “There you go again, making a big deal over
nothing. Every 18-year-old in America smokes marijuana and drinks on the
weekend. There is absolutely nothing wrong with Tricia.”

As you can see, Mom was moving toward pathologizing normal behavior,
while Dad was heading toward normalizing pathological behavior. The
parents couldnt find any common ground, and both were getting
entrenched in their own positions. The real casualty would be Tricia if her
parents couldn’t find some common ground to effectively deal with the issue
of her substance use. What was the route to a solution for Mr. and Mrs. G.?

It might have been helpful for the parents to first articulate their values
regarding the use of substances to see how far out of line Tricia’s behavior
was with family values. Second, the parents could find resources on the
prevalence of substance use by 18-year-olds. With that information in hand
they would be in a better position to speak directly to Tricia about her
behavior and to determine what if any next steps needed to be taken.

Fostering Dependence versus Forcing Autonomy

Another dilemma occurs around issues of age-appropriate dependency and
age-appropriate autonomy. As with the other dilemmas, a single parent can
swing between the two poles. Helping our children become separate and



autonomous people is a fundamental task of parenting. It requires us to
accurately assess what our children can manage on their own and what they
cannot, based on what is normal for their developmental stage. For example,
expecting your 15-year-old son to hold down a half-time job to be
financially independent is probably moving toward “forcing autonomy,
while washing and folding the laundry for your 19-year-old is probably
moving toward “fostering dependence.”

GAINING THE SKILLS TO SUCCEED

An important underlying assumption in DBT is that these teens’ difficulties
arise because they lack the skills to manage their powerful emotions. This
skills deficit leads to behavioral problems, poor thinking and poor
judgment, and an insecure sense of self. What can they do? Reckless sexual
behavior, disordered eating, and, of course, deliberate self-harm can all calm
down the adolescent who feels emotionally overwhelmed. Living life in an
emotional whirlwind often makes interpersonal relationships difficult. And
with their poor judgment and general sense of identity confusion, these kids
are often at a distinct disadvantage when it comes to negotiating the normal
tasks involved in becoming a competent adult.

DBT directly addresses these skills deficits, both in individual therapy
and in skills-training groups. In individual treatment the DBT therapist and
the adolescent review recent events and work at figuring out what would
have been a more skillful approach to the situation. Together they may
practice the new skill through role playing, or the therapist may assign
“homework.” In skills-training groups the child is introduced to the four
skill modules that are essential to DBT: mindfulness, interpersonal
effectiveness, emotion regulation, and distress tolerance. Here I can only
briefly describe what takes many sessions and hours of outside practice time
for my adolescent patients.

Mindfulness



If there is one skill at the heart of DBT, it's mindfulness. Mindfulness is the
capacity to focus one’s attention and to have a broad enough perspective to
take in new information. It's what we need to accurately identify and label
our emotions. It’s the capacity to stay present in our lives, nonjudgmentally
doing what our circumstances require and accepting things as they are.
Without mindfulness, the other necessary DBT skills are difficult to access.

In DBT we use a teaching aid to help us work with different mind states.
The mind is divided into “rational mind,” “emotion mind,” and “wise mind.”
When we are in emotion mind, our thinking is driven by our emotions and
our capacity for clear, linear thought can go out the window. In contrast,
when we are in rational mind, our thinking is fact based and rational and we
are very separated from our emotions. Don’t assume, however, that rational
mind will keep you out of trouble. Overusing rational mind may look less
problematic than being stuck in emotion mind, but it leads people to ignore
or invalidate signals about what is deeply important to them. People who
overuse rational mind can have difficulty in relationships and ignore their
own and others’ vulnerabilities. Their lives can get off track as much as those
who are overrun by their emotions.

Wise mind is an integration of both emotion mind and rational mind,
using information from both our emotions and the cold facts of any
situation. Wise mind is the ultimate goal for all of us, as it encompasses
intuition and a steady, calm embracing of “what is.” The goal is always to pay
attention to what your heart (emotion mind) and your head (rational mind)
are telling you, and to find the synthesis in wise mind.

We can do anything mindfully. For example, as a mindfulness practice I
often suggest that teens pick an activity and just stay present and focused on
what they are doing, whether it's walking, eating, or listening to music. In
the language of DBT, I'm asking them to fully participate and to do this one
thing mindfully. I ask them to notice when their mind wanders off the task,
which it certainly will—thats how minds work—and to gently bring
themselves back to the task at hand. Doing one thing in the moment, and
one thing only, is increasingly rare these days. “Multitasking” is the new
norm, and it is a myth that it helps us accomplish more. More and more
research is making it clear that our brains do not function well when
attempting to multitask or switch quickly between tasks. In fact, only 2.5%
of the population is capable of multitasking. The rest of us compromise



productivity and a sense of satisfaction by doing more than one thing at a
time. In addition, research is showing that multitasking generates stress,
which we all know takes a toll on every system in the body. Importantly,
MRIs show that people who multitask seem to have diminished capacity in
the part of the brain that we use for regulating emotions and empathy. The
importance of mindfulness in combating these potentially harmful effects is

_ crystal clear.
Mindfulness—the

ability to focus one’s Focusing on what we need to focus on is difficult
attention while when we are swept away by our emotions. When these
having a broad . " .
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listening to music. It and evaluate the most effective course of action. But
Sva;‘r;g?’vge;ﬂuslvtv%:f ® mindfulness works to undercut many of the problems
away by our associated with emotional dysregulation. As these kids
emotions. practice it, they learn to stay focused on just what is,
without either being swept away by their emotions or
judging them as negative. Mindfulness practice helps kids know how to
observe and describe their thoughts and emotions in a nonjudgmental way.
As they become more proficient at this, they’ll be much more competent at
modulating and managing powerful emotions, and their thinking will stay

on track.

Interpersonal Effectiveness

Teens who self-harm often have difficulty in interpersonal relationships.
They may work hard at fitting in but never really believe that they do.
Theyre often very sensitive to perceived rejections, and so they guard
against rejection and the accompanying sense of abandonment by holding
on too tightly in relationships. Not surprisingly, this backfires and their
friends often find them “clingy”” Some children are daunted by the thought
of making friends because they just don't have the skills to go about it. Sadly,
the result is often that theyre left out socially, or at best only marginally
included in the adolescent community:.



Helping them learn interpersonal effectiveness skills allows them to
figure out what they’re shooting for in an interpersonal situation. The first
question they are asked to mindfully consider is: What is your priority for
this interaction? Follow-up questions include:

* Are you asking for something?
o Trying to repair a relationship?
« Setting a limit that will help you hold on to your self-respect?

And how do you want to feel about yourself after this interaction?

Once those key questions are answered, the adolescent is taught to use
interpersonal skills, practices them in therapy, and then applies them in real-
life situations. Thus armed, these kids are able, often for the first time, to
have successful friendships without the emotional tension they've been
accustomed to.

Brandon, age 16, was telling me about his most tDelz-,: Iﬁa;r';i‘:’ié';’”r
recent argument with his mother. In the past he and his interpersonal skills
mom would frequently argue and not find any closure. 'rr; ;P@?ﬁé’_?ﬂﬂﬁ" the
He wouldn’t apologize, and she would just stay increasing abilities,
disappointed and resentful. The resulting tension emotional tension in

relationships begins
between them could last for days and was often a 1o melt away.
contributing factor to his self-injury.

“I had a big fight with my mom on Saturday, but this time it was
different,” Brandon told me. “Instead of walking away, I used my new skills
and tried to understand my mom’ point of view, and I made an apology. It

really worked!”

Emotion Regulation

As we've discussed at length, these kids don’t have the skills to modulate

their emotional distress. In DBT, they learn specific techniques that help

them turn down the temperature on the emotional upheaval and increase
L the possibility for positive emotional experiences. The

Your child will learn . . .

specific techniques ~ €motion  regulation module essentially targets

to help “turndown  dysregulation from three directions. First, kids are



the temperature” on  taught the value that emotions have in our lives as
emotional upheaval. . e . .

sources of communication, aspects of self-validation,

and precursors to action. Second, they learn about all
the ways we can become vulnerable to negative emotions and how managing
our lives better can help us avoid being overwhelmed by them. Third, they
learn some specific skills that can help change the way they are feeling. I
demonstrate some of these techniques in the next chapter.

Distress Tolerance

We all know that there are some problems in life that can’t be solved. They
can be as mundane as being stuck in traffic or as heartbreaking as the death
of someone dear to us. Some events in life are going to be painful no matter
what, and we need a skill to help us through these tough times. Kids who
engage in deliberate self-harm at such moments have a way of making the
situation worse, often through some kind of impulsive behavior or by doing
something that is interpersonally ineffective. The DBT skill set that helps us
get through these moments are the distress tolerance skills, which fall into
two categories.

First are the skills we need to accept our current Z{‘S‘i;";‘; tp;r;rsazl;e
situation. Accepting things as they are does not mean are accepting the
that youre giving in or that you like the situation. It Iség:ﬁ?:g" ;?S(: <
only means youre acknowledging that things are survival strategies to
happening the way they are at that moment and not 9t through the

. . . . « . moment by
fighting them. This set of skills is labeled the “basic giminishing our pain
principles of accepting reality” The second category or distracting us
comprises the “crisis survival strategies,” which are from it.
aimed at helping us get through the moment. They're
not geared toward problem solving; they just provide skills to temporarily
diminish or distract us from our pain. Crisis survival strategies include
doing things that are self-soothing, like taking a bubble bath, or distracting,
like getting totally involved in knitting a sweater. I think the distress
tolerance skills are among the most important skill sets for parents to learn
too as they go through worrisome times with kids who self-injure.



DBT: NOT “TREATMENT AS USUAL”

The following excerpt is from the last family meeting I had with Vicki and
her parents.

Vicki, age 15, and I had worked together in DBT for a little over a year.
We met once a week for individual therapy. She was also in a weekly skills
group. Her folks attended a skills group for parents during the first 6 months
of the treatment. Vicki came to therapy to help her stop cutting and to
reduce her emotional outbursts. Her outbursts generally occurred when
someone in her life disappointed her.

“Well, here we are, just about a year after we started. So what has changed
for each of you and as a family?” I asked.

“Really, a lot has changed,” Vicki’s dad began. “I think I am much better at
not jumping to problem solving with Vicki and my wife. It really helps
things from becoming arguments.”

“You have gotten better at that, Dad. Like on Sunday when I couldn’t get
my math homework and was starting to lose it. You didn't tell me I was
being irrational, that all I needed to do was to focus better. You just validated
how hard it was for me and asked if there was anything you could do to help.
Then I didn't feel like such a jerk for having a hard time understanding my
homework”

Vicki’s mom spoke up. “He is better at validating, and I think we are both
better at trying to think dialectically”

“Give me an example,” I said.

“Well,” she said, “when we disagree on things, we don't just go around
and around trying to prove we're right. We understand that Vicki still gets
upset and does things that we don’t approve of. In the past I would be the
understanding one and her dad would set the limit. Now we work hard at
understanding each other’s point of view—we get that we're both right”

“So this is great progress. Anything else?” I ask.

“I think I can speak for my wife here: we are just better at managing our
worries. Sometimes when Vicki is getting worked up, we just remind
ourselves to radically accept that this is her experience, and we can’t talk her
out of it or change it in the moment. We let her work it out herself, but stay
close by. Those distress tolerance skills have helped us keep our anxiety from



making the situation worse,” Vicki’s dad replied. “But enough about us. We
are really proud of what Vicki has accomplished.”

“I want to hear what she has to say”

“It's been 9 months and 17 days since I last cut myself,” Vicki said with a
clear sense of pride in her voice. “I never thought I'd be able to do that. I
mean, I still get urges, but I feel like I know how to handle them now. I think
the biggest thing for me is that I feel more in charge of my emotions. They
can get pretty strong at times, like when I have a fight with my boyfriend.
But if I use my mindfulness skills to observe and describe what is happening
inside of me, then I can usually figure out what I should do next”

“Vicki, that is just tremendous. I can remember when you didn’t have a
clue about what you were feeling,” I said. “Anything else?”

“Well,” she said, “I think my parents would agree, we all get along much
better these days. You would probably say we are more interpersonally
effective,” she said with a smile on her face.

The first studies that demonstrated DBT’s effectiveness were published in
the early 1990s. The treatment protocol called for a year of individual
psychotherapy and a year of skills training in a group. These studies
examined DBT in comparison to a “treatment as usual” group who
underwent longer-term “talk therapy” with private therapists and in mental
health centers. The researchers found, among other things, that compared to
people who received treatment as usual, those undergoing DBT showed a
significantly lower rate of deliberate self-harm, lower rates of suicide
attempts, and fewer days spent as inpatients in psychiatric hospitals.

Although DBT was not designed specifically to treat adolescents, toward
the mid-1990s Alec Miller, Jill Rathus, and Marsha Linehan developed an
adapted version of it for the adolescent who was suicidal, engaged in
deliberate self-harm, or exhibiting various other forms of high-risk behavior.
The adolescent would be seen once a week in individual DBT and
participated in a weekly multifamily skills group with a parent or guardian.
The treatment was shortened from the standard of 1 year to 24 weeks, and
the skills group always included the adolescent’s parent or guardian. A fifth
module was added, called “the middle path” The middle path teaches
dialectical thinking, principles of learning, and validation. It also includes
the adolescent and family dialectical dilemmas outlined earlier in the
chapter.



In 1998 my colleagues and I started an intensive _

) ) ) Teenagers in DBT
outpatient program in our Cambridge, Massachusetts, \yho had been self-
offices for adolescents for whom DBT appeared to be harming injured
the best treatment. Many of them were engaged in self- themselves less

T Y ) o ) 838 i often, attempted
harm and/or struggling with suicidal ideas, depression, suicide less often,
and eating disorders. The program works the same way 2and dropped out of

therapy less often
today. The adolescents meet as a group 5 days a week compared with those
for 4 hours a day, during which time they’re taught the in more conventional
full curriculum of DBT skills. They also meet therapy.
individually with a DBT therapist once or twice a week.
Parents are actively involved in the program through weekly contact with
the child’s therapist and in their attendance in a DBT skills group.

The children who meet with success in our program _

« » Parents are actively
are not “cured” in a few short weeks. They do, however, involved in both their
make significant progress. See Appendix A for a child’s individual and

. group therapies.

detailed assessment of the outcomes for 42 adolescents

treated during 2005-2006. In summary, there was a

significant decrease in adolescents’ experience of depression, anxiety, anger,
and other forms of psychological distress, back to within normal range. In
addition, symptoms of BPD and self-injurious thoughts and behaviors
showed significant improvement, as did the development of emotion
regulation skills and functioning at home and in social situations.

In 2008, colleagues and I started a residential program at McLean
Hospital for suicidal and self-injuring adolescents. Our data, collected over
the last 8 years, show the same pattern of improvement. Currently, there are
approximately 30 randomized controlled studies on the efficacy of DBT.
Recently, two of those studies have focused on DBT with adolescents. Both
have found DBT to be far superior to treatment as usual.

_ In my experience DBT can help kids dramatically
DBT can help kids . ..
dramatically reduce  reduce self-harming behavior in 3 to 6 months, as well
self-harming as reduce overall feelings of psychological distress and
behavior in 3 to 6 depression. Often they continue meeting in weekl
months. They also ) P. i ) ) Y ) & Y
experience reduced  individual and skills-group sessions for another 6
overall psychological  1,onths to a year. The additional treatment helps them
distress and . .
depression and hold on to the gains they have made and sustain a more

improve their ability  normalized teenage life for themselves.



to regulate their Over the years there have
emotions and inlv b kid ho didn The “guarantee” we
functioning in all certainly been Kids who didnt give our patients is
domains of their benefit from DBT, either because I that if they learn

lives. > . these new skKills,
wasn't skilled enough to help practice them

them or because they had life outside the office,

experiences that stacked the deck too solidly against andworkto

. understand the
them. For the most part, however, the hundreds of kids  triggers for their self-
I have treated in individual therapy, or who have gone injury, they will see
through our program, who learned the DBT skills, positive results.
practiced them in daily life, and worked at
understanding the triggers for their self-injury, showed positive results. One
of the best parts of my professional life is that patients sometimes return
after months or years to tell me how theyre doing. Over the last 10 years
most of them have stopped self-injuring—and in a shorter period of time
than with most other treatments. Other treatments may be helpful to your

teen, however.

What about Other Types of Psychotherapy?

Very few studies have examined the effectiveness of other therapies in
treating self-injury. You may encounter therapists who use
psychodynamic therapies (treatments that focus on how the teen’s past is
being re-enacted in the present and use this insight to bring about
change), cognitive-behavioral therapy, or integrative therapies (a mixture
of different treatment approaches). To ascertain whether a particular
approach may be useful for your teen, I suggest you ask each potential
therapist, “Is the therapy going to directly target self-harm, or is the
treatment going to resolve self-injurious behavior through a more
indirect route by helping the child resolve the problems that lead to the
behavior?”

HOW TO FIND A DBT THERAPIST



The good news is that DBT has been adapted to bring swift and lasting help
to teens who self-harm. The not-so-good news is that because it’s still a
relatively new treatment, finding a trained therapist isn’t always easy. Each
year, though, more and more therapists are learning DBT. Currently, there is
an important initiative to have therapists certified in DBT. The Linehan
Institute certification process is a rather rigorous endeavor, but one that
ensures a certified DBT therapist will be adherent to the model.
Unfortunately, there are many therapists who say they are doing DBT but in
fact are not adherent to the model. One way to find a qualified, trained
therapist is to consult the online list, arranged by location, at
http://behavioraltech.org. Behavioral Tech is the national organization that
provides training to clinicians and serves as a resource for those interested
in DBT. While Behavioral Tech can't vouch for the kind of training these
therapists have received, it's a good start for hunting one down in your
community.

Another route is a hunt-and-peck approach, or networking. Start by
asking your managed care providers if they know of DBT therapists.
Sometimes the state association of psychologists and social workers can be a
good resource. Also, call your local community mental health clinic and any
local hospitals that have child psychiatry outpatient clinics. These routes to
finding a therapist are summed up in the box below.

Sources for Locating a DBT Therapist

Consult the list, arranged by location, at http://behavioraltech.org.

Ask around, starting with your teen’s doctor.

Check out your state’s association of psychologists and social workers.
Phone a local mental health clinic or local hospital and find out
whether they have child psychiatry outpatient clinics.

When you do locate a potential DBT therapist, there are certain key
questions you should ask. Has he or she attended the intensive training
course offered by Behavioral Tech, the major teaching program for DBT? Or
did the therapist learn the treatment in graduate school? Is he or she part of



a consultation team of other DBT therapists? The consultation team is an
essential aspect of DBT. Its role is to help the therapist stay on track with the
DBT. Is there a mechanism for skills coaching apart from formal sessions?
Finally, does the therapist work with adolescents? While it is very useful for
a therapist to have attended intensive training, it shouldn’t be a deal breaker.
In such cases, however, the next two questions become much more critical
in determining your decision.

Guidelines for Choosing the Right Therapist

Individual therapy in all likelihood is going to be the central treatment plan
for your teen’s recovery, so make sure both your teen and you feel
comfortable with the therapist. You should feel that you can trust and
collaborate with this person and that you'll get your questions answered
before and during treatment. That said, having a good relationship with the
therapist is not enough.

Theoretical Orientation

The therapist needs to have a theory to help guide the treatment. I always
find it worrisome when I speak with colleagues who tell me they don’t have a
particular theoretical orientation, or that they “just do what works”
Psychological theories aid therapists in putting their patients’ behavior in
understandable contexts that generate useful and relevant interventions. If
you're talking to someone who's not a DBT therapist, ask the therapist which
theoretical orientation guides his or her understanding of kids who self-
injure. Make sure you understand as completely as you can how the theory
plays out in the actual implementation of the therapy.

Degrees and Experience

In my experience academic degrees are less important than the following, in
this order:



1. The therapist should have at least several years of experience working
with people who self-injure and should be able to explain how the
particular therapy is going to address the issue.

2. The therapist should be considered to have expertise in working with
adolescents.

3. The therapist should be clear about the parents’ role in the treatment
and about the limits and extent of therapist—patient confidentiality.

SUPPLEMENTARY THERAPIES

Sometimes the DBT therapist may recommend additional therapy to
support the DBT treatment. Whatever therapy is recommended needs to be
aimed at helping the child become more adept at managing his or her
emotions. What follows is a brief discussion of the supplementary therapies
your practitioner is most likely to suggest.

Family Therapy

Family therapy, one of the most commonly prescribed additional
treatments, rests on the premise that factors within the family are
contributing to an individual’s troubles; if these can be identified and
remedied, the family system can help resolve them. As useful as family
therapy can be, however, it often calls forth powerful and challenging
emotions. If you've ever participated in family therapy, you know what I
mean. If you haven't, just imagine sitting in a session with your child and
other family members and trying to have a discussion about the cutting and
other sensitive family matters. Family therapy requires kids who self-injure
to employ one of the abilities they most sorely lack: modulating their
emotions.

Not surprisingly, this group of kids typically manages family treatment in
three ways: (1) they become mostly mute and seemingly brain-dead, (2) they
are willing to engage in discussions only about the most mundane topics,
and/or (3) they become emotionally charged and head for the door at the
speed of light.



If family therapy is recommended, here are a few suggestions that may
help make it more workable. First, get a clear sense of what both the
individual therapist and the prospective family therapist envision as the task

_ of the treatment. A red flag should go up if you hear
Be prepared: family . . . . . .
therapy can be things like the sessions being an opportunity for family
emotionally intense. members to express their feelings or open up channels
of communication—excellent ideas in principle, but
open-ended discussions may be beyond what your child (or you) can
manage at this moment. If it’s impossible for you to approximate these kinds
of discussions at home without psychological meltdown, you’re not going to
have much more success in the therapist’s office. On the other hand, if the
therapist outlines the task of the treatment as a highly structured
opportunity to learn and practice the skills required for effective
communication and emotional regulation, sign up on the spot.

Second, as the poet said, timing is all. Think about whether it makes
sense to wait on family therapy until your kid has developed some emotion
regulation skills. There is very little mileage in going to _

) ; } ] Family therapy that
family therapy and engaging in an important but fers a structured

emotionally charged discussion that dysregulates your opportunity to

. develop effective
kid, who then goes home and cuts. communication and

In lieu of family therapy, it may be more useful to emotional regulation

become involved in something focused on guiding Skills is worth
. considering.

parents. Generally, mental health professionals who
have been trained to work with children also learn the skills necessary to be
helpful to parents. Such sessions can help you become more skillful in
responding to your teen’s distress, managing your own worries about his or
her troubles, and working successfully with your adolescent’s therapist.

Group Psychotherapy

In typical adolescent group psychotherapy, four to eight kids meet on a
regular basis with one or two clinicians. Groups can be time limited—
lasting, for example, only 12 sessions—or can continue for as long as the
group members feel theyre useful. Some groups have a theme—such as
what it means to be a boy in modern U.S. culture—or a specific purpose, like



teaching social skills. Often, however, they are open-ended, and participants

can raise whatever issues feel most relevant to them. For most kids group

therapy is very helpful because they often accept feedback that comes from a
peer more readily than if it comes from an adult. But

To be useful for .. - .

teens who self- receiving any feedback on their issues is bound to be an

injure, group therapy emotionally charged experience, and adolescent group

should be highly . .
structured, focused feedback is no exception.

on skills, and limited Groups that are highly structured, skill based, and
in emotional limited in emotional expression can be the most useful
expression.

for adolescents who self-injure. These are exactly the
qualities that DBT skills groups strive for. (Sometimes kids are referred to a
DBT skills group by their non-DBT therapist. While this won’t do any harm,
these kids are not going to get the full benefit of the treatment if theyre not
in both individual DBT and the DBT skills group.)

Medication

Psychopharmacology—psychiatric medication—is frequently an element of
outpatient treatment for kids who self-injure. Referrals to a
psychopharmacologist will usually be made by the individual therapist. If
you have questions about whether medications might be useful for your
child, I encourage you to ask the therapist and arrange for a consultation.
Get a clear understanding of the benefits and the side effects of any
medications that are being recommended. The best way to do this is to have
your child seen by a qualified child psychiatrist or by an adult psychiatrist
who sees a large number of children in his or her practice. Don’t be shy: if
you aren’t clear about side effects, keep asking questions until you're satisfied
that you know what to look for and what to expect.
Currently there are no medications that directly target deliberate self-
o harm. But there are several that offer indirect treatment
No medication . . .
specifically targets {0 reduce emotional distress, lift mood, decrease

self-injuring impulsivity, and level out the extreme mood swings
behavior. But many ‘L

can help indirectly that are characteristic of the§e adolescegts. 'Though
by decreasing the they are rarely enough on their own, medications can

emotional distress,



impulsivity, and
mood swings that
contribute to the
problem. The best
route to determining
whether medication
can help your teen is

be a great support of the childs work with the DBT
therapist.

Unfortunately, many of the psychiatric medications
that are prescribed for kids have not been subjected to
rigorous clinical trials with children. We know they

to consult a child
psychiatrist or a
psychiatrist who
treats many children
as well as adults.

work with adults, but we really can’t say what the long-
term effects might be on children. But depression and
other psychiatric conditions in children can be
incapacitating. In clinical practice we believe that not
using the medications when they’re indicated may
make the situation worse.

The following brief descriptions of the more commonly used medications
are offered only as a guideline to help you formulate questions to ask the
prescribing physician.

Antidepressants

There are several classes of antidepressants, but the most commonly
prescribed are the selective serotonin reuptake inhibitors, or SSRIs. This
class includes drugs like Prozac, Paxil, and Zoloft. Some of the SSRIs are
thought to have a beneficial effect on anxiety and can be prescribed when
both depression and anxiety are part of the clinical picture. It’s thought that
people who suffer from depression lack sufficient quantities of serotonin in
the brain, and the SSRIs remedy that by keeping more serotonin available for
the brain to use. These medications usually don't begin to work for 4 to 6

weeks, so don’t expect immediate results. _
Be sure the therapist

The SSRIs can be a very effective tool in the
treatment of depression and, with the exception of two
very important side effects that I will describe shortly,
they are relatively benign. It is of the utmost
importance, however, that you and the team with
which you are working parse out what is true
depression from the severe garden-variety unhappiness
that may be enveloping your teen. There is also
antidepressants called serotonin-norepinephrine

reuptake

is not mistaking your
teen’s profound
unhappiness for
depression. If the
teen is not clinically
depressed,
antidepressants may
not be of much help.

a newer class of
inhibitors



(SNRIs). These drugs are thought to be easier to tolerate than the SSRIs but
may have very similar side effects. Examples of drugs in this class are Effexor
and Cymbalta.

Side effects are an issue with any psychopharmacological regimen, and
the SSRIs and SNRIs are no exception. Some side effects of these drugs
include insomnia, stomach distress, and minor muscle pain. These
symptoms are generally mild and short-lived.

However, children with undiagnosed bipolar disorder who take SSRIs
and possibly the SNRIs face a more serious problem. These classes of drugs
may induce manic episodes: racing thoughts, inability to sleep, increased
agitation or irritability, grandiose ideas, and an abundance of energy that at
first may seem a welcome contrast to the depressed mood but soon leads to
bigger problems.

A second serious side effect of the SSRIs, one that’s been much in the
news but that remains somewhat controversial, is that they may increase
suicidal thinking. It is not yet clear whether the SNRIs produce a similar side
effect. The SSRIs even carry a “black-box warning” (a cautionary note
required by the U.S. Food and Drug Administration enclosed in a black box
on the package insert). While all classes of antidepressant have been known
to be somewhat energizing, and sometimes this newfound energy is directed
toward self-destructive thinking, the controversy surrounds some evidence
that the SSRIs may cause suicidal thinking in children more often than in
adults. The side effect appears to be present in 2 to 4% of the children who
are prescribed this class of medication.

Warning: SSRIs and possibly SNRIs may induce manic episodes
in children, and SSRIs can increase suicidal thinking. If your child
seems overenergized after starting on an antidepressant or you
suspect that he or she is experiencing suicidal ideas, contact the
prescribing doctor immediately.

Mood Stabilizers



The mood stabilizers do just what their name implies: they stabilize the
patient’s moods by ironing out the extreme fluctuations to which these kids
are often prone.

“It's like he’s Dr. Jekyll and Mr. Hyde,” Brian’s mother told me. “One
minute all is good in the world, and in the next he’s down on himself and
everything and everybody else”

There are essentially three classes of medications used as mood
stabilizers. The one that’s been around the longest is lithium. Doctors who
were treating gout patients with lithium first noted its mood-stabilizing
effect 200 years ago, but the drug wasn't approved for the treatment of mood
disorders until the late 1970s. Patients taking lithium need to have periodic
bloodwork done to assess that the lithium level is not too high, which can be
toxic to the body. In addition, they can experience considerable weight gain
(a side effect that is unfortunately present in many of the medications used
to stabilize kids’ moods).

The second class of mood stabilizers consists of anticonvulsant
medications such as Depakote, Lamictal, and Topamax; although it is not
completely clear why these medications succeed in stabilizing moods, it is
clear that they often do. Some require that blood levels be drawn
periodically and some don't. They have some propensity to cause weight
gain, with the exception of Topamax, which can suppress appetite. A side
effect of Topamax that kids sometimes experience is a kind of slowing down
or sluggishness to their thinking.

The third kind of mood stabilizer is the antipsychotic medications,
especially the class known as the atypicals. Medications in this group include
Risperdal, Seroquel, and Zyprexa. In addition to their mood-stabilizing
effect, these medications can be used to treat anxiety, sleep issues, and
impulsivity. As with the other mood stabilizers, the atypicals can cause
significant weight gain and have been linked to an increase in diabetes. And
even at very low doses, they sometimes produce a kind of lethargy and a
feeling of deadness in a child.

Antianxiety Medications



Sometimes a psychiatrist will prescribe a benzodiazepine to help a child
manage his or her anxiety. Medications like Ativan, Xanax, and Klonopin
are all examples of antianxiety medications. They usually do a very good job
of diminishing the child’s experience of anxiety and are often reasonable
short-term solutions to overwhelming anxiety.

Being overwhelmed with anxiety is a horrible feeling. And often what
we're anxious about are situations in which there is little reason to worry or
our worry is out of proportion to the situation. For example, being anxious
about going to a party where you will only know a few people may be
reasonable, but becoming so overwhelmed with worry that you can't leave
the house is a problem. There’s a good chance that if youre overwhelmed
with worry and take a benzodiazepine, you'll feel better in 20 minutes and
can probably make it to the party.

The next time a similar situation arises, however, you will have to
medicate yourself again. Anxiety is part of life; it's important to develop the
skills to manage it, and cognitive-behavioral therapy is as effective as
medication.

There’s no doubt that antianxiety medications can be of tremendous help
when acute anxiety strikes. But the downside is that they can be addictive, so
they can't be used regularly in the long term. If your child is prescribed one
of these medications, make sure a clear exit strategy has been set up, or that
the medications are limited to times of dire need. Furthermore, these
medications can have a disinhibiting effect—that is, they may cause some
kids to become more impulsive, which can lead to increased incidences of
self-harm. This side effect seems more likely to occur in families with a
strong history of alcoholism.

Sometimes the drug clonidine is used to help with anxiety. Clonidine is
prescribed to help reduce blood pressure, and when you are anxious or
stressed your blood pressure increases. Clonidine is used to help reregulate
These particular your physiology and brlng. on a sense .of calmness.
medications can be Lastly, the drug prazosin is sometimes used to help
addictive and should with anxiety but more specifically the anxiety related to
:‘e(;tr:elfu;:& Ic?r?i?o-l nightmares. Like clonidine, prazosin reduces blood
needs to goonone  pressure but seems to have the added effect of reducing
of them, make sure  hishtmares. When nightmares are resolved, people

there is a clear exit ; .
strategy. sleep better and have more emotional resilience.



If your child’s psychiatrist recommends medications
and has answered all your questions, I suggest that you give them a try and
see how your child tolerates the regimen. Then you and your child have to
carefully weigh the benefits versus the drawbacks. For example, if your kid
has a history of poor judgment that leads to dangerous behavior, then the
benefits from the medications may outweigh their drawbacks. On the other
hand, if your child is actively involved in school, sports, and friendships and
his self-injury is limited to times of interpersonal conflict, then the
drawbacks of the medications may outweigh their benefits.

When the DBT and possible medications aren't enough help for your
child, it may be time to consider more intensive inpatient or outpatient
treatment programs.

Does Your Teen Need More Intensive Treatment?

1.Is your child in imminent danger of suicide or seriously reckless
behavior that compromises his safety?

2. Is your child’s behavior unmanageable in your home, putting other
family members at physical or emotional risk?

3. Are you and other members of your teen’s support network so burned
out that you need some respite?

If you, in conjunction with your teen’s treatment team, determine that the
answer to any of these questions is yes, a more comprehensive and
containing environment may be required.

It can be upsetting to realize your child needs this level of
intervention, but when it’s called for, the right program can be of
tremendous benefit. A full discussion of these programs can be found in
Appendix B.

YOUR INSURANCE COVERAGE



“Last Saturday was a nightmare. Susie had been out with friends and
returned early, way before her curfew. Right there and then, we knew
something was wrong. She came in the house with barely a hello and went
right upstairs to her bathroom. When my husband and I checked in on her,
she had cut herself and was beginning to put every pill she could find in her
mouth,” Susie’s mom told me.

“That must have been scary! Did you call 9112” I asked.

“We sure did, and in some crazy way that was when the nightmare really
began. It was about 11:00 when Susie was rushed to the emergency room.
Initially things went really well—they attended to her medical condition
immediately and told us a psychiatrist would be down to see us. Once she
was medically clear, though, we sat for hours waiting to be seen by a
psychiatrist. The psychiatrist arrived around 3:15; she spent 20 minutes with
Susie and told us she thought Susie should be admitted to a child psych ward
and that she would begin that process. An hour and a half later, the
psychiatrist returned to say that she had found a bed at one of the local
hospitals and that Susie would be transported there immediately.

“That was early Sunday morning. On Monday Susie’s social worker from
the hospital called and asked some questions about Susie and our family. On
Wednesday my husband and I were invited to the discharge meeting. We
were told that Susie was stabilized and that the managed care worker wanted
to step Susie down, as she no longer met criteria for inpatient care. Susie’s
team told us that this was standard these days and that the hospital team
would work to put an outpatient program in place.

“My husband and I were flabbergasted! I told the team that I had checked
my insurance benefits and I knew we had 60 days per calendar year of
inpatient coverage. The social worker let me know that the benefits were
managed and that Susie would have to be discharged. We weren't sure Susie
would be safe at home.”

Some of you may have “been there and done that and have the pictures
on the fridge” When it comes to private health insurance, there are several
important facts for you, as the consumer, to know.

Negotiating managed care can be extremely frustrating. It's sometimes
easier to bear the frustration when you keep in mind that the people who
work for the managed care company are in a tough spot trying to make sure
that your child is getting what he or she needs while at the same time



following their company’s protocol for services. Your best bet is to work in a
collaborative relationship, advocating for your childs needs while
understanding that it’s not the managed care person on the phone who’s the
problem, but the insurance coverage. Your role as the customer of a
particular health insurance company may give you the best leverage.

1. What are the specific benefits that your plan allows for mental health?
Make sure you are clear on the inpatient benefits as well as benefits for
day hospital and outpatient visits.

2. Does your plan allow for out-of-network coverage, or are you limited
to the providers on the plan’s list? If you can go out of network, what is
the cost to you?

3.1s there any way to flex your benefits? For example, sometimes an
insurance plan will flex, or swap, inpatient benefits for partial hospital
days.

4. If your child is a high user of clinical services, some managed care
outfits have intensive care managers, who can sometimes go beyond
the strict benefits allowed in your policy.

The criteria for accessing public insurance (Medicaid and Medicare) and
public programs vary by state. Some states have relatively comprehensive
services for people who depend on public programs, while others fall
woefully short. While it often takes some detective work, you should find
out about all the clinical services available for children in your state. Then
begin to advocate for what your child needs. Patience and perseverance are
the key ingredients. Don't give up!

I hope these chapters have given you a clearer understanding of the
nature and genesis of your child’s problems, and of the relatively new
therapy that can make a big difference fast. In the next part of the book, I'll
show you how to apply all the strategies and skills of DBT to your own
dealings with your child. This therapy will give you a whole new way of
interacting, installing validation as a core ingredient. It will also reduce



stress in the family overall, and possibly even between you and your
parenting partner. I'll also share some ways you can reinforce the positive
effects of the DBT at home and some advice about talking with the people in
your child’s world—other family members, friends, teachers—about your
child’s difficulties.



Helping Your Teen in Treatment
and at Home



5
Making the Most of DBT

In this chapter I want to bring you into my office and let you see what
happens in DBT psychotherapy. Parents are too often in the dark about the
process of treatment and therefore not in a position to assess whether the
therapy is appropriate for their child or even whether it's working.
Psychotherapy may be a mixture of art and science, but it's not some
mysterious process that can’t be explained. By the end of the chapter you will
understand the different components of DBT and how each treats the
specific problems that contribute to deliberate self-harm.

In addition, I want you to have a better understanding of the times when
you might be involved in the therapy, as well as those times when you're
going to have to stay on the sidelines and let the process unfold. All
therapists think a little differently about parental involvement. Use this
chapter as a guideline for discussing it with the therapist. When you know
what to expect, you'll feel less anxious and be much more effective at
supporting your child’s treatment.

Please keep in mind that the treatment may often feel like two steps

_ forward and one step back. The best way to assess
Assessing the

treatment is like whether it’s working is to think of it as a stock: Is the
watching a stock. trend going in the right direction over time? In
m? ;‘tthr(‘:?:;ir?r:esn dis Mmoments of high emotional turmoil it won't be easy to
going in the right tell whether progress is being made. For this reason I

direction overtime.  q;;ggest that you keep a weekly chart to monitor your

child’s progress. I will have more to say at the end of the
chapter about how you can assess whether progress is being made and what
you can do to support your child’s therapy.



HELPING TEENAGERS CHANGE: A CRITICAL BALANCING
ACT

Therapists who work with adolescents have to be able to relate to them
without losing their adult perspective. To be effective, I need to hold
multiple perspectives (i.e., think dialectically) and continuously move back
and forth between direct, honest communication and genuine curiosity and
interest. Adolescents are notoriously allergic to phoniness and pomposity,
and they will quickly become disenchanted with a therapist who is stift and
rigid, regardless of how knowledgeable that therapist may be. I sometimes
think that working with adolescents is like walking a _

. . . . . Therapists need to
tightrope over a large tank that is divided in two. If I \|isten to their

move too close to trying to be the adolescent’s buddy in adolescent patients
the service of establishing the relationship, I render ?ﬁeii‘?:;:.smry were

ine of the

myself useless as a resource and fall into the side of the day, all the while
tank that’s full of sharks. But if I come across as a :‘:n‘:‘g::‘gv:ga;aper
know-it-all adult, the kid tunes me out and pushes me il have a new

into the other half of the tank, this one filled with headline.

piranhas. The key is to strike a balance between being

seen as someone who has something to offer and being seen as someone
who has something to learn. I am most effective with my adolescent patients
when I listen to them as if their story were the headline of the day, knowing

that tomorrow’s paper will have a new headline.

WHO, WHAT, WHERE, AND WHEN: THE NUTS AND BOLTS

As I've explained, the standard protocol for outpatient DBT is a weekly
individual session that lasts from 45 minutes to an hour, plus a weekly skills
group for an hour and a half. In addition, kids have access to their DBT
therapist after hours in times of crisis. It's customary for the therapist to ask
for a particular time commitment. That commitment can range from 24
weeks to a year, after which the involved parties come together to review
progress.



The Ingredients of Your Child’s DBT

Biosocial theory: This powerful tool helps your child see the self-harm in
a new way and let go of the misguided, destructive idea that he is weak or
defective.

Commitment to therapy: Your child must make an explicit commitment
to the requirements of the therapy before the therapist can proceed.

Consultation team: The therapist must be involved with a team that can
be consulted as needed during the therapy.

Between-sessions skills coaching: Your child must have 24/7 phone access
to the therapist to help implement skills when needed.

Diary card: Your child needs to keep a record of any engaging in the
target behaviors.

Skills practice: Your child will need to practice using the new DBT skills
in daily life.

In my opinion, with very few exceptions, parents need to be involved in
their child’s treatment. I strongly recommend that you find out at the start of
therapy what form that will take. The parents’ involvement can be meeting
regularly with the child and the therapist or just meeting as needed. Some
clinics have parents come to a multiple-family skills group, where several
families come together with their child to learn the DBT skills. Alternatively,
we have found it useful to run a DBT skills group for parents. Providing
parents with their own group separate from their children allows them to
more easily speak openly and honestly about their own worries, guilt, and
sadness. Second, it provides a forum for parents to focus on their own skills
development without concern about the impact of their skills deficits on
their child, as well as to receive support from other parents. In either format
the older group members are able to help new members understand the
process toward recovery and provide the necessary support to keep people
moving forward.

In the first phase of therapy the therapist has several important goals.
Many therapies fail because this foundation for the treatment has not been



cemented. Please carefully review the checklist in the box below. If your
child’s therapist doesn't raise these issues, make sure you do. Most of the rest
of this chapter will cover these five essential steps.

The Five Therapist Goals That Are Essential for Beginning
DBT

[ Talk with the teenager enough to get a clear idea about what they’re
going to work on and get her to commit to the requirements of DBT
treatment.

[ Give the child and his parents a clear idea of how his problems
developed, using the biosocial theory (more about this later).

[ Figure out whether the patient and the therapist are a good match
and highlight the importance of keeping channels of communication
open.

 Have an open discussion with the adolescent and her parents about
what will remain confidential and what won't.

[  Outline how the parents are going to be included in the therapy.

ESTABLISHING THE GOALS OF TREATMENT AND
GETTING A PRELIMINARY COMMITMENT

All psychotherapies are a collaborative endeavor. With DBT this is
particularly important. The adolescent and the therapist have to be a team
working toward common goals. Without an open and collaborative
relationship, very little therapeutic work can be accomplished. It is, in part,
the work of the therapist to help the adolescent see the need for change and
get him to make a commitment to the therapy.

This is delicate work. The key is to validate the wisdom in the child’s
behavior while exposing its ineffectiveness. Often the first step in this
process is to have a discussion with the adolescent about his short-term and
long-term goals. The trick is to link the goals to the need for change. We
know that DBT does not begin until the adolescent makes a commitment to



_ it. We also know that this commitment is going to wax
Assessing your ) . 9.
teen’s commitment  and wane. After all, commitment is like any other
to therapy will be an  behavior—when it is there it is there and when it is not
.?.22‘::3 ap‘;i(;fzsnii the its not. Assessing the adolescent’s commitment to
patient will revisitit  therapy is an ongoing process that therapist and patient
L“&"é;";etshg"er the  will revisit many times over the course of therapy.
therapy. Parents can support their child’s commitment to
treatment in a variety of ways, from helping to finance
the treatment and providing transportation to actively praising the child for
the time and effort she’s putting into it. Ultimately the matter of
commitment is between your child and the therapist. Some parents hold out
consequences if the child refuses to participate. Some clinicians may find
this acceptable, but I dont think patients can work to change if the sole
reason they're in therapy is that their parents want them to be. Having said
that, it may, like the retail business, be important just to get them into the
store. In time, however, therapy works best when patients can find
something in it for them, something that makes their lives more rewarding
and less problematic.
In addition to the child making a commitment to treatment, we ask the
parents to make a commitment to treatment. In the same way we ask the
child to learn and practice the skills, we ask for that effort from parents. That

includes using skills coaching when necessary.

TIFFANY: MAKING A COMMITMENT

Tiffany was a 15-year-old sophomore who was referred when her school
counselor learned that she had been burning herself. She and her parents
came to the first session together. I could tell everybody was a bit anxious
and tense. The following discussion occurred about 20 minutes into our
meeting.

“Okay, so you have been burning yourself for about 2 years now as a way
to manage those awful feelings that come when you think you’re going to do
poorly at school. Do I have that right?” I asked.

“Yes, that’s the only time I do it, but sometimes it happens a lot,” she
explained. “Up until recently nobody knew, and everything was fine. You
know, I'm not sure if I really want to stop.”



“We had no idea she was doing this! We've tried to talk with her about it,
but we don't get too far. All that happens is that we get into an argument,’
Tiffany’s mom reported.

“Self-injury can be a very difficult topic for kids and parents to discuss,” I
said gently. “Hopefully by the end of today you will have a better idea of
what the behavior is all about and how we are going to address it” Turning
to Tiffany, I asked, “It really keeps you calm, does it?”

“Yeah. I think I just need to do it less, and then it won't be a problem.
Especially if I keep it quiet”

“Oh come on, Tiffany!” her dad quickly interjected. “That is just crazy
behavior”

“I certainly understand your worry and how strange Tiffany’s behavior
appears, I said. “In some ways it actually makes a lot of sense.” I turned my
attention back to Tiffany. “So, what do you want to do after high school?” I
asked her.

“I want to go to college. I know what youre going to think of this, but I
want to be a child psychologist. I think I might be good at it,” she offered.

“Thats terrific. We really need people who want to work with kids . . . but
hold on a minute, what about the burning? Becoming a psychologist means
going to college and then graduate school, and school seems to be a big-time
stressor for you. Besides that, how would you feel if you were still engaged in
burning when you were treating kids?” I asked. “Don’t you think that might
be a problem?”

“I wasn't really thinking that far ahead. I guess I kinda assumed I would
be able to stop it by then. If I was still doing it, I could see how that might be
a problem. I would feel kind of phony trying to help kids if I was still
burning myself,” Tiftany said. “But I'll stop it when I'm older”

“Actually, without treatment, self-injury often continues into adulthood.
What do you think is going to change for you to make it possible to stop?” I
asked.

“I don’'t know—maybe I'll just get better at dealing with stress.”

“How do you think you can do that?” I wondered.

“Other people manage it without hurting themselves. I assume I can too,”
she replied.

“You’re absolutely right” I said. “But I suspect you might need some help
figuring out how to tolerate some really uncomfortable feelings. Are you



interested?”

“Yes,” she said. “I don’t want this thing to get in the way of going to school
and doing what I want to do”

“Great,” I replied. “It's going to be hard work to change this kind of
behavior, but together I know we can do it”

Getting Everyone on Board

Tiffany’s story describes the first step in the process of assessing what
behaviors are going to be targeted in therapy and beginning to make a
commitment. I like to have parents attend the first session or two so I can
meet them and give them a sense of the person who is going to be meeting
with their child. I want everyone involved to get an idea about how I think
about self-injury and how we are going to work at resolving it. Not every
therapist or DBT therapist works this way, but I believe it is critical to get
you into the room at the start. The next steps include determining what
other behaviors need targeting and getting the teen to

« Commit to coming to individual and group treatment

« Fill out a diary card (more about this shortly)

 Agree to coaching by phone between sessions

 Learn and practice the DBT skills and whatever other new behaviors are
required to live more effectively

This all has to be hammered out before treatment can begin.

Some of you might be thinking that your kid just wouldn’t agree to these
conditions, or at least not in a meaningful way. It has been my personal
experience and the experience of my colleagues, however, that when
managed skillfully, adolescents see the value in changing their behavior and
will make the commitment. Getting a commitment to therapy, which
includes a clear agreement about what behaviors are going to be addressed,
as well as specifically what the adolescent will need to do in the therapy, is
especially important for kids who are emotionally vulnerable. Remember
that emotionally vulnerable people are prone to “mood-dependent
behavior” (see Chapter 2), and consequently their commitment can be



compromised by a current mood. When the therapist and the adolescent
have previously hammered out the commitment, the therapy is going to
have a much stronger foundation to weather the storms of fluctuating
moods. Without the commitment work these adolescents are at higher risk
for dropping out of treatment or for going through the motions without
actually making any changes.
The reason has to do with the nature of therapy When the proper
initial work isn’t
itself. In therapy the expectation is that one speaks done to getan
about one’s problems, including emotionally difficult understanding and a
commitment from
ones. Emotionally vulnerable kids tend either to adolescents, they
become dysregulated by the discussion or to become \elg‘y';‘g:v‘\”:‘t;*:ﬁe
increasingly avoidant in the therapy, or they’re going to  therapist without a
speak only about the most bland and often less relevant shared map.
issues in their lives as a way to avoid becoming
emotionally overwhelmed. In the worst case they may even drop out of
treatment altogether. Getting a real commitment about what work the DBT
is going to entail helps prepare the child for what's coming down the pike.
The therapists commitment to help teens with their emotionally
dysregulated behavior through skills training and coaching provides them
with the invaluable feeling that they will not be alone on this journey. All too
often when this work is not initially done, the therapist and the child
embark on a therapeutic voyage without a shared map. One great way to be
sure they’re sharing a map is for the adolescent to use a special daily log
called a “diary card”

Diary Cards

“Can I see your diary card? What is on your agenda for today?” I asked
Shannon.

“Let’s see, I have it in my bag somewhere. Oh, here it is,” Shannon said as
she rummaged through her backpack. “I need to tell you about the fight I
had with my boyfriend, Alex. He was just a jerk. I don't know why I even
hang out with him. You will never believe what he did,” she added as she
handed me the diary card.



“Okay, so we need to talk about the fight with Alex. Hold on a minute—
you cut yourself on Thursday, so we absolutely need to have that on the
agenda for today. I don’t remember my cell phone ringing on Thursday,” I
said in a casual way. “So we are also going to have to do a chain analysis
about why you didn’t call me,” I added.

The simplest kind of diary card is a grid that has the identified target
behaviors along the top of the card and the days of the week going down its
left-hand side (see the Diary Card below). Each box in the grid is cut in half
along the diagonal, and the bottom half has a Y or an N in it, representing
either Yes or No in response to whether the teen engaged in that specific
target. In the top half of the grid she’s asked to rate the highest urge to
engage in the behavior on that particular day. The back of the diary card lists
all the DBT skills, and she is asked to check which ones she practiced on
each day. Some DBT therapists use a more complicated diary card that
monitors more emotions and behaviors (see the Adolescent Diary Card
below).
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Rate urges or feelings on a scale of 1-5. Circle Yes or No to indicate presence of behavior.



Th

Wise Mind: Access wisdom. Know truth. Be centered and
calm. Integrate Emotional Mind and Reasonable Mind.
Meditate,

Observe: Just notice the experience. " Teflon Mind.” Control
your attention. Smell the roses. Experience what is happening.

Describe: Put experiences into words. Describe what is
happening. Put words on the experience, say them in your
mind.

Participate: Enter into the experience. Act intultively from
wise mind. Practice changing the harmful and accepting
yourself.

Monjudgmental Stance: See but don't evaluate. Unglue your
opinions. Accept each moment.

One-Mindfully: B2 in the moment. Do one thing at 3 time. Let
go of distractions. Concentrate your mind on the task at hand.

Effectiveness: Focus on what works. Leam the rules. Play
by the rules. Act skillfully. Let go of vengeances and ussless
anger.

Objective Effectiveness: DEAR MAN. Describe, Express.
Assert. Reinforce. Mindful. Appear confident. Negotiate.,

Relationship Effectiveness: GVE. Gentle. Interested.
Walidation. Easy manner.

Self=Respect Effectiveness: FAST. Fair. Mo Apologies. Stick to
values, Be Truthful.

Reduce Vulnerability: PLEASE. Treat Physical iliness. Balance
Eating. Avoid drugs. Balance Sleep. Exercise daily.

Build Mastery: Try to do one (hard or challenging) thing a day
to make yourself feel competent and in control.

Build Positive Experiences: Do pleasant things. Be mindful of
posithe experiences. Be unmindful of worries,

Opposite to Emotion Action: Change emotions by acting
opposite to current emotion. Approach rather than avoid.

Distract: Wise Mind ACCEPTS. Activities. Contributing.
Comparisons. Emotions. Pushing away. Thoughts. Senses,

Self-Soothe: With the five senses, Sights, sounds, smells,
tastes, and touch. Be mindful of soothing sensations.

IMPROVE the Moment: Imagery. Meaning. Prayer.
Relaation. One thing in the moment. Vacation,
Encouragement.

Pros and Cons: Think about the +/- aspects of tolerating
distress, Think of the +/- of not tolerating distress.

Radical Acceptance: Choose to recognize and accept reality.
Acceptance does not have to mean approval. Commit to
Acceptance = Tuming the Mind.




Dialect (LML ST First name Filled out in session? Yes/no

Self-harm Suicidal Alcohol Drugs Meds
Urmye Actions |Thoughts | Actions Urge Use Urge U=z Taken
amountf amaunt] A5
type type  |prescribed)
0-5 Yesino -5 ‘fes/ng 0-5 -5 Yesing
"USED SKILLS
{1 = Mat thought about or used 4 = Trled, could do them, but they didn't help
1 = Thought abaut, nat wsed, didn't want to 5 = Tried, could use them, helped
2 = Thought shout, not vsed, wanted to & = Didn't try, used them, didn't help
3 = Tried but couldn't wse them 7 = Didn't try, used them, helped
Instructions: Circle the days you worked an each skill.

o |1 Wise mind Mon | Tues | Wed | Thur [ Fri | Sat | Sun
E 2. Observe (Just notice what's going on inside) Mon | Tues | Wed | Thuer | Fri | 5at | Sun
B | 3. Describe [Put words on the experience) Mon | Tues | Wed | Thur | Fri | Sat | Sun
E [ 4. Participate [Enter inta the experience] Mon | Tues | Wed | Ther | Fri | Sat | Sun
i 5 Don't judge (Nonjudgmental stance] Mon | Tues | Wed | Thur | Fri | Sat | Sun
S| & Stay focused [One-mindfully: in the moment] | Mon | Tues | Wed | Thur | Fri | Sat | Sun

7. Do what works (Effectiveness] Mon | Tues | Wed | Thur [ Fri [ Sat | Sun
e | & Identifying and labeling emotions Mon | Tues | Wed | Thur | Fri | 5at | Sun
'-E 9. PLEASE [Reduce vulnerability to emotion mind] | Mon | Tues | Wed | Thur | Fri Sat | Sum
B, |10 MASTER [Building mastery, fesling effective) Mon | Tues | Wed | Thur | Fri | Sat | Sum
& [i1. Engaging in pleasant activities Mon | Tues | Wed | Thur | Fri | 5at | Sun
E ha Working toward long-term goals Mon | Tues | Wed | Thur | Fri | 5at | Sun
E 1. Building structre | time, wark, play Mon | Tues | Wed | Thur | Fri | Sat | Sun
' 114 Acting opposite to current emotion Mon | Tues | Wed | Thur | Fri | Sat | Sun




How often did you fill out this section? ___ Daily ___ 2=3x ___ Once |Date started
How often did you use phone consult? ____

(ither Emagtions Naotes:
Cut | Kisky Anger | Fear |Happy [Anaoousd Sad | Shame | Misery | 3kills®
classf | sex
schaol |
Yesiro | Yesing B-5 | 0-5 [ Q-5 | 0-5 | 0-5 | O-5 | -5 | O-7

Rating scale for emations and urges (above):

O=HNotatall 1=Abit 2=>5%mewhat 3= Ratherstrong 4=\erystrong ©& = Extremely strong

Urge o quit therapy: _ Misery index:
Instructions: Circle the days you worked an each skill
= 2[15. DEAR MAN [(Getting what you want] Mon | Tues | Wed | Thur | Fri | 5at | Sun
E E 16, GIVE [Imgpraving the relationship) Man | Tues | Wed | Thur | Fri | Sat | Sum
E_ .E 17. FAST (Feeling effective and keeping your Man | Tues |Wed | Thur | Fri | Sat | Sum
I | selfrespect]
= Wg, Cheerleading statements for worry thoughts | Mon | Tues | Wed | Thur | Fri | Sat | Sum
K 19, ACCEPTS (Distract) Man | Tues | Wed | Thur | Fri [ Sat | Sum
‘:} ERC- Self-soothe [Five senses) Man | Tues | ‘Wed [ Thur | Fri [ Sat | Sum
g =21, Pros and cons Man | Tues |Wed | Thur | Fri | Sat | Sum
™[22, Radical acceptance Man | Tues |Wed | Thur | Fri | Sat | Sun
w =23 Pasitive reinforcement Man | Tues | Wed | Thur | Fri | Sat | Sum
i D4, Validate self Man | Tues | Wed [ Thur | Fri | 5at | Sun
;E 205, Validate someone else Man | Tues |Wed | Thur | Fri | Sat | Sum
E E [26, Think dialectically [pot in black and white) Man | Tues | Wed | Thur | Fri | Sat | Sum
[27. Act diabectically (walk the middle path) Mon | Tues | Wed [ Thur | Fri | Sat | Sum

From Miller, A. L., Rathus, J. H., & Linehan, M. M. (2007). Dialectical behavior therapy with suicidal
adolescents. Copyright © 2007 The Guilford Press. Reprinted by permission.

THE THERAPIST AS JUGGLER

Setting the stage for therapy with an adolescent is like being a juggler who
has to keep his eyes on three crystal balls—one slipup and you've got glass
shards at your feet. The first ball is the relationship ball. I want to make sure
that the child and I are going to be a good enough match. I know that our
relationship is going to be tested from time to time, and I want to have some



confidence that we're going to like and have sufficient respect for each other
when the going gets tough.

The second ball has to do with the goal of therapy: What does the teen
want to change, and what is his current level of commitment to the process?
Am I going to have to do a fair amount of commitment work, or is this
patient ready to make some changes? As a DBT therapist I am actively
trying to stretch these teens to get them to commit to stopping self-injury,
and I'm willing to settle for the best they can do in the moment. So while I
would like to get them to commit to taking self-injury off the table for good,
I will settle for less and keep working over time to firm up the commitment.

Finally, the third ball has to do with the external context in which the
child lives. For example, are the parents supportive of therapy? Is the child in
a school setting that is going to tolerate some behavioral ups and downs? At
the beginning of therapy, especially DBT, all these factors are discussed with
an eye on how they may play out in the future.

MATTHEW: UNDERSTANDING HOW THE PROBLEM DEVELOPED

As T've mentioned before, children who engage in self-harming behaviors
generally see themselves as weak and/or defective and have powerful
negative views about themselves. They believe that if they were stronger or
had more willpower, they wouldn’t be so overwhelmed by their emotions. I
have also met some children who don't think there’s anything wrong with
self-harming since it helps them feel better and doesn’t hurt anyone else.
This rationale usually develops because the child has given up any hope of
stopping the behavior.

As we've discussed, the legacy of your teen’s inability to effectively
manage her emotional life includes poor self-esteem, high degrees of self-
criticalness, a depressed mood, anxiety, a flimsy sense of identity, and a
tendency toward impulsive behavior. Trying to reason a kid out of the
position that she cuts because she has a character flaw is about as productive
as shoveling sand to keep the tide from coming in. The solution instead is to
offer a different explanation for the behavior, one that resonates with her
experience. In DBT that alternative is the biosocial theory. I like to explain
this theory to the teen and the parent in the same session in order to get
everybody engaged in the work, as I did with Matthew.



“I have really tried to stop, but nobody believes me. My parents tell me
that if I truly wanted to, I would just stop. I know my father thinks [ am a
weakling for doing it;” Matthew confided. “Maybe he’s right. I obviously
haven't tried hard enough, because I'm still doing it.”

“So, like your dad, you sometimes think that the problem is a lack of
willpower or self-discipline,” I replied. “Not only is that theory probably
untrue, but it guarantees that you will continue feeling lousy about yourself.
From what you’ve told me about how hard you work in school and manage
all those extracurricular activities, you don't strike me as someone who is
short on willpower or discipline,” I added. “I think there may be a more
accurate explanation. Are you interested in hearing about it?”

“Okay;” he replied haltheartedly.

“Great, but first I have to ask you three questions. When you think about
yourself compared to other people you know, do you think you are more
sensitive?” I asked.

“Absolutely!” was his immediate reply.

“Okay. As you think about yourself, do you notice that your emotional
reaction time is really quick? That is, youre not someone who has to ponder
your feelings—your response is almost immediate.”

“Yeah, I think that’s true for me. Although sometimes I don't know what I
feel —I'm just overwhelmed by emotions.”

“All right. Do you think it takes you longer to calm down than other
people when you get emotionally revved up?” I asked.

“Most definitely. My dad is always telling me to get over it already. But it’s
not so easy for me,” Matthew said.

“I think your dad may have a hard time understanding that you
experience your emotions very differently than he does. So here is my best
guess about you. I think youre someone we would call an emotionally
reactive person. That means youre hardwired to feel things in a more
powerful way than the average person. In and of itself this is not a
psychological problem. The world is full of sensitive people. They are often
artists or writers or even shrinks. We need sensitive people. It becomes a
problem only when we haven't developed the skills to manage our high-
powered emotional systems. When we dont have those skills, we are
emotionally vulnerable. From what you have told me about your dad, he
seems to be the kind of person who operates more on the logical and



rational side of things, while youre more about the emotional side of life. Do
I have that right?” I wondered.

“For sure. My dad is a computer scientist, and I want to be a poet.
Sometimes I think we just dont speak the same language,” he replied.

“I wouldn't be surprised if your father had a hard time accepting your
way of experiencing your feelings. He may have tried to talk you out of what
you were feeling or suggested that you were overreacting. At any rate, he
probably had a hard time validating your emotional experience. I don't
know how your mom fits into this picture because we haven't spoken about
her much, but it would be useful to also think about her response to you. I
bet you and your parents were doing the best you could, but for a variety of
reasons just missed some things in helping you learn how to manage that
powerful emotional system of yours.”

As you can see, the biosocial theory offers adolescents an alternative
explanation for their troubles that resonates with their personal experience
—it makes sense according to their view of themselves. It’s also a first step in
undercutting their deeply held and painful notion that theyre weak or
defective. Furthermore, the theory leads directly into the primary goal of the
treatment: to help them build a useful skill base from which to manage their
emotions effectively.

David’s story illustrates the third goal in the early phase of therapy:
figuring out whether patient and therapist are a good match and stressing
the importance of open communication.

The biosocial theory is a powerful way to help teens (1) view their self-
harming behavior in a new light, (2) let go of the deeply held and painful
notion that they are weak or defective, and (3) build a useful skill base from
which to manage their emotions effectively.

DAVID: IT'S A MATCH

The week before, my conversation with 17-year-old David had focused on
getting him to begin to understand the function of his cutting, to assess his
long- and short-term goals, and to review the biosocial theory. At the end of
the session I suggested that he take some time to think about whether what
we had spoken about made sense and whether he was willing to make the
commitment to tackle the problem. In our second meeting I began to



outline what would be required of him and what would be required of me.
With this solid foundation, the therapy to follow would have a much greater
chance of succeeding. My job was to balance the seriousness of this process
with a light touch.

“Welcome back! Have you thought about what we talked about last
week?” I asked David.

“Yeah, a little bit. I don’t know. It seems like a lot of work, and I've been in
therapy a whole bunch of times and, no offense, but I think it is mostly B.S.
Just talking about my problems doesn’t seem to help me,” David replied.

“Well, I'm not surprised by that. Just talking about your problems doesn’t
usually help someone like you. In fact, some kids tell me it makes them even
worse. As [ mentioned last week, we’re going to have to get you to do some
things differently. So let’s talk about your problems, and I'll help you learn
new skills to manage your life more effectively. You and I will agree on the
behaviors you want to change—called ‘target behaviors’—and we’ll work
specifically on those. How does that sound?” I answered.

“Well, I really have to get myself together, and soon. I want to go off to
school next year, and my parents aren’t going to let me go unless I stop
cutting. And you know, I don't think cutting is helping me, except in the
short run. So I guess I've got nothing to lose.”

“Okay. From what you can tell so far, do you think you and I are a good
match to work together?” I asked. “The reason I ask is that we have to really
be able to collaborate, and if I'm doing things that are annoying you, you
have to be able to let me know; and if youre doing something that is
interfering with the therapy, I have to be honest with you about it”

DBT requires both the therapist and the patient to sign off on some
clearly articulated agreements. We know the treatment is most likely going
to have some rocky moments, and we want to do all we can to guard against
kids dropping out. We can’t help patients if they don't show up or if all they
do is show up and not participate in a meaningful way.

“I think we can work together. So far I have felt pretty comfortable with
you,” David said.

“Terrific! I know I'm giving you a lot of information about the therapy;,
but it's important for you to truly understand what you’re getting into. This
is going to be hard work, and I understand you have a kind of deadline to
get this done in time for school next year;” I replied.



“Absolutely! I can’'t wait to get done with high school and get off to
college. I need to get on with my life!” David replied enthusiastically.

“All right, then. I'm going to tell you what you can expect from me and
then what I expect from you, okay? I am going to do my job to the best of
my ability. I am going to meet with you regularly and do everything in my
power to help you meet your goals. I'm good at what I do, but I sometimes
need help. You should know that I'm part of a team of therapists who meet
weekly to talk about our patients. If I think I'm losing my way, or if you
think that I'm not being helpful, then I will get consultation from my team.
Have I explained this clearly? Good. Now I'm going to explain what I expect
of you.

“First, you need to attend both individual therapy and skills group for 6
months. That seems to be the right amount of time to get what we need to
get done. Second, I expect that you will learn and practice the DBT skills.
This is key. Learning the skills is important, but practicing them in real life is
essential. Just learning the skills is like learning to play the piano in music
theory class without putting your fingers on the keys. In agreeing to be in
therapy with me, you are committing to work on stopping your self-
injurious behavior. I also expect that you will fill out your diary card on a
daily basis and bring it with you to our sessions. Finally, if you're feeling bad
and have tried some skills, but you're still thinking of hurting yourself, you
have to call me”

“Call you?” David asked. “You mean anytime, 24/7¢”

“Yes, anytime, day or night,” I responded. “What do you think would get
in the way of your doing it?” I inquired.

“I don’t know. I wouldn’t want to bother you with my problems in the
middle of the night. And anyway, I just have to learn how to deal”

“You are absolutely going to have to get better at dealing with your
problems, David. I couldnt agree more. That's why you need my help with
skills coaching when you're in the midst of a crisis. Think about it this way:
I'm like the orchestra conductor and youre my orchestra. The conductor
and the orchestra meet regularly for rehearsals—that’s our therapy. The

_ actual concert is real life, what happens outside this
Learning the DBT . . .
skills is important, office. Now, can you imagine a conductor only being
and practicing them  available for practice and not for the performance?” I
in real life is even explained. “I'm not crazy about being awakened in the



more important. Just middle of the night, but I much prefer that to being

learning the skills is ] th ist”
like learning to play useless as your therapist.

the piano in music “Okay. When you explain it that way, I see your
theory class without 1, ,int> Davyid replied.

putting your fingers . . .

on the keys. The telephone  skills-coaching sessions are

sometimes hard for kids to understand at first, but they
can offer exactly the right help when the urge to harm overcomes them after
they’ve tried the skills I've been teaching them. Stephanie’s story is a good
illustration.

STEPHANIE: A TELEPHONE SKILLS-COACHING SESSION

My cell phone rings just after midnight on Saturday. It’s Stephanie, a 16-
year-old who has been in DBT treatment with me for about 3 months.

“I feel terrible,” she tells me through tears. “I really want to cut. I know it
will make me feel better. I just can't stand it anymore. I hate my boyfriend!
He is just a real S.O.B. You can’t believe what he did to me”

“You sound really upset. I know that boyfriend of yours can be really
insensitive. Tell me, before you called me, what skills did you try to help you
regain your balance?” I asked.

“I tried some interpersonal effective skills with him, but he just blew me
off. I even wrote out what I wanted to say, and he just didn’t give a damn. I
just want to hurt myself. I hate him so much.” She sobbed into the phone. “I
don’t know what to do.”

“Well, you did the right thing by calling me before you cut. Good for you!
It seems to me that right now what's most important is getting you safely
through this crisis. Which of the crisis survival skills has been helpful in the
past?” I asked.

“I don’t know! I'm so angry. I don't care what happens to me. He’s the one
who—"

“Stephanie,” I interrupted, “you called me for help. I can give it to you,
but it doesn’t involve talking about your boyfriend right now. We've talked in
session about the self-soothing skills that work best for you. Which ones
might be good to try right now?”

“Ummm, I guess I could put on my headphones and listen to my music,
especially the upbeat stuft,” Stephanie replied.



“Okay. What might you try after that?”

“I could take a shower and put on my flannel PJs. I'm going to turn off
my phone because I'm not going to talk to my boyfriend anymore tonight or
I'd cut for sure,” she said, clearly starting to calm down.

“Great! You're starting to think of ways to help yourself get through these
difficult feelings without making it worse. Terrific job! I would love to get a
voice mail at my office letting me know how the night worked out for you.”

“Yeah, I can do that. Thanks, Doc. I will leave you a message,” she said.

One of the most effective aspects of DBT is the between-session skills
coaching. Stephanie and countless other patients would have harmed
themselves without it. In the morning, she left a voice mail for me saying
how shed listened to some music and taken a shower before settling down to
sleep—with her phone turned oft. In DBT adolescents are required to access
their individual therapists, day or night, if they are about to engage in what
they’ve identified as target behaviors. First, the teens should try their new
skills to manage the crisis. If that doesn't work, they should call the therapist.
In the very beginning of treatment, before they’ve been exposed to the DBT
skills, calling before trying a skill is reasonable. After a short while, however,
it's important for them to try their skills before calling. Calling is not
psychotherapy over the phone; it is limited to a quick assessment of the
situation (including a suicide assessment, if warranted) and then skills
coaching.

What’s your role in all this? The answer will be hard to hear: little or
none. Once youre aware that your child is struggling, you naturally want to
encourage him to call the therapist. Your anxiety level is high, and in all
likelihood your child is becoming emotionally dysregulated. The scene is set
for a discussion that is going to be emotionally charged and quickly go oft
track. My advice is to gently remind the child that the therapist is available
to him. At the next meeting, the issue is probably going to come up. If the
child did not call, he and the therapist will figure out why not and what they
can do next time to make sure he calls when he’s in crisis.

There’s more: The therapist can't let you in on everything that goes on in
the weekly sessions and the between-sessions coaching.

MY POLICY ON CONFIDENTIALITY



The following occurred in the second meeting I had with Manny and his
mother, Isabella.

“Now that Manny and I have agreed to work together and we have some
clear ideas about what needs to change, I thought we should discuss issues
around confidentiality,” I said. “It's important that we all understand what
and how information is going to be shared.”

“I don’t want to know every detail of what you talk about in therapy, but
if he hurts himself I would like to know;” Manny’s mom replied.

“It makes sense that you would want to know, and my worry is that my
telling you is likely to make it more difficult for Manny to honestly tell me
what is going on. Heres what I propose: if I don't think were making
progress on this issue, then we will all meet to see what we can figure out.
How does that sound?” I asked.

“All right, but I do worry that he’s going to really hurt himself badly,”
Isabella said.

“If I think that Manny is at risk for seriously hurting himself, then I will
not hesitate to call you and to take whatever measures are necessary to
prevent him from doing that,” I said. “Are you clear about that, Manny?”

“Yeah, but I'm not going to do anything stupid,” he said.

“Great! Now I want your mom to know that she can call me and give me
information anytime she wants. Here’s the deal, however: whenever she calls,
I will always let you know what she told me. So, Isabella, I suggest that if
youre going to call, you let Manny know. And that you understand that I
will be speaking with Manny about your concerns,” I said.

“Okay. I like the idea that I can call you if I'm worried,” she replied.

“Yes, you can. Of course our goal would be for you and Manny to have
that conversation,” I said.

I routinely bring up the issue of confidentiality in the first or second
session. This discussion needs to include the teen, the parents, and any other
mental health professionals in the child’s life. I make sure I am clear with
everyone involved about what they can expect me to share and what I am
going to keep confidential. Breaking confidentiality is more complex than
just deciding it's warranted if suicide or harm to others seems possible. It
also has to do with the patient’s age and stage of development. For example,
a 13-year-old found drinking alcohol is a different story from an 18-year-old



doing the same thing. A certain amount of privacy is crucial for the
treatment to proceed effectively.

There is a fine line, however, between age-appropriate privacy and
secrecy that undercuts the therapy. For example, it’s a problem for a therapist
to know that a kid is smoking marijuana on a daily basis and to keep that
from you for the long term—it’s bound to undercut your confidence in the
therapist and potentially minimize the damaging aspect of the behavior on
your child. Generally, I do not break confidentiality if my patient engages in
self-harm. I certainly can empathize with parents’ wish to know. But in my
experience, divulging such behavior is all too often counterproductive: it can
make the adolescent clam up about it in the therapy.

YOUR THERAPIST’S POLICY ON CONFIDENTIALITY

Ask the therapist directly and get a clear understanding about what
information he or she will share with you and when. Trying to determine
the balance between how much information you need to have and how
much privacy your child needs to make effective use of the therapy is
extremely difficult for the therapist.

One hard-and-fast rule is that if the therapist thinks the child is in danger
of suicide, he or she must break confidentiality. But most deliberate self-
harm is not about suicide, and breaking confidentiality when the patient
engages in the behavior may seriously compromise the therapy. On the
other hand, keeping parents in the dark about the behavior for too long risks
undermining their confidence in the treatment. The good news here is that
this is a resolvable dilemma.

Therapists may vary in their rules about keeping your child’s harmful
behavior from you, but in general:

 They will let you know if a suicide attempt appears to be a real
threat.



 They will not let you know if an act of self-injury is revealed to
them.
o They will let you know if therapy is not progressing.

One of the biggest challenges for the therapist, especially in the beginning
of a therapy, is to determine whether the kid’s wish for confidentiality is in
the service of keeping a secret or whether it is an expression of the need for a
private space to understand and examine her behavior. Most adolescents
experience some degree of shame about self-injury that pushes them in the
direction of hiding it. Furthermore, adolescents worry about how their
parents will respond to deliberate self-harm and whether their friends will
truly understand.

In addition, there may be strong consequences for the child if his
behavior comes to the attention of school administrators, including being
required to take a medical leave until the situation is remedied. If the
adolescent is committed to ending self-injury and is actively engaged in
treatment, then from my point of view he is entitled to a degree of privacy.
If, however, he has made only a halthearted commitment to the therapy and
is frequently not following through on treatment requirements, then I think
it is time to reexamine the therapy, including issues of confidentiality.

So you need to understand that it’s not wise for the therapist to share with
you everything that happens in your child’s therapy. This brings up the topic
of the match between you and the therapist and how you can be of the
utmost help to your child.

THERAPISTS AND PARENTS

Most therapists and parents find ways to work together. Occasionally,
however, the contact between parents and therapist is problematic, even
though the parents and the therapist feel that this is the right match for the
child. These problems do not have to stand in the way of effective therapy if
you keep the following ideas in mind.



First, each party might be coming to the table with a fair amount of
emotional freight. The very idea that they have a child in need of treatment
makes some parents feel that they've failed in some way. The guilt and
shame around this misguided idea can be fertile ground for parents to be
defensive, blame the child, or just remain aloof and distant from the
treatment.

As for the therapist, he or she may feel inadequate when parents raise
concerns for which there are no clear answers. We just don't know enough to
respond definitively to questions about the outcome of the treatment.
Furthermore, individuals vary a lot in their response to treatment.

Some therapists can be defensive. We can sometimes be distracted by the
intensity of your fear and anxiety, forgetting that this is a perfectly
understandable response to a child’s dysfunction. Instead of allaying your
fears with clear answers, we often have to ask you to be patient. Therapy is
not an exact science.

Therapists are only human, and we can be influenced by how we are
treated. What makes me as a therapist eager to respond to parents’ questions
has a lot to do with their attitude. I tend to respond L

. . Invitations are a
more positively to parents who appear genuinely petter way to seek
curious about the process of therapy and who, even if information from
they feel it, do not openly express skepticism. Parents %’r?:r: gngﬁ:ntherapm

ges.
who are actively interested in collaboration are always
going to get my best.

Here’s an example of an ineffective comment from a parent: “So what
makes you think you can be helpful to our daughter?”

And an effective one: “Help me understand how youre going to be
helpful to our daughter”

Both comments occur after an explanation of how therapy works, but the
first is adversarial. The second is more of an invitation. Think of yourself as
being on the same team with the therapist, a coaching team that is going to
help your child learn and practice how to be in the world in a different way.

Each element I'm discussing in this chapter forms a piece of the puzzle
that, when completed, will yield some workable solutions to your child’s
troubles. One step leads to another in a chain, which can be explored
through a behavior chain analysis—a detailed inquiry about all the
behavioral links (actions, emotions, sensations, and thoughts) that led to the



target behavior. In addition the “chain analysis” leads to the “solution
analysis” That is, it helps us answer the question: Where along the chain
could the adolescent have done something more skillfully that would have

_ _ avoided the problematic behavior? Chain analysis helps
A chain analysis ; )
helps us figure out  therapist and patient understand what prompts
where the teen could problematic behaviors and what consequences
h d . . .
sg‘:etr:)irrl\; more (reinforcers) of the behavior are the controlling
skillfully and thereby variables. As I continued to talk with Shannon, a chain
avoided the self- analysis of her target behavior began to emerge.
harming behavior. .

Together we began to see what triggered her to cut and

what specific tools would give her the capacity to stop.

SHANNON: “I'M READY TO TRY SOMETHING ELSE”

“Let’s see, Shannon, on Thursday you cut yourself. When did that happen?” I
asked.

“I don’t know, sometime late Thursday night, I guess. Yeah, it must have
been, because I was in my pajamas washing up for bed,” she told me.

“Do you remember when the idea first came into your head to cut?” I
wondered.

“No. I don't really think I ever thought about it. It just happened. I can't
believe what my boyfriend did. First, he calls me and tells me that—"

“You know, I really am interested in what happened between you and
your boyfriend, but first we have to figure out the cutting,” I interrupted.
“What did you do after you hung up the phone?” I asked.

“I went into my room and got into my pajamas to get ready for bed. Then
I went into the bathroom to wash up. I was still feeling really mad and hurt.
You know, I saw my razor and without really thinking I just started to cut,
Shannon said. “T just needed to get some relief”

“When you were getting into your PJs, were you thinking about hurting
yourself?” I inquired.

“Well, now that you mention it, I was just crazy on the inside and just
hating my boyfriend, and I thought maybe if I cut myself, like I used to, I
would feel better. I kind of didn't care about anything. I just wanted some
peace,” she reported.



“So you first had the thought while you were getting into your pajamas,
and it sounds like you were in the kind of mood where you needed just to
get some short-term relief from that crazy feeling,” I suggested.

“That’s right, and there was the razor and I just did it,” she told me.

“Okay. Then it seems when you get into that mood, we need to help you
find some solutions other than self-injury. We need to find a way to slow you
down and help you change your mood so you can think more clearly. I have
some ideas about some skills that might be really useful in those moments.
What do you think?” I asked.

“I'm ready to try something else. To be honest with you, cutting really
only made me feel crappier about myself,” she said.

After several chain analyses the patient and I develop a behavioral
analysis—a relatively comprehensive understanding of the patterns and
events that lead to a target behavior. Throughout the various chain analyses
the child and I are generating possible solutions that would have avoided the
necessity of engaging in a target behavior. In the solution analysis we look at
all the places in the chain of events where the patient could have made more
effective behavioral choices, and specifically what those more effective
behaviors might have been. Following that analysis we decide which new
skillful behaviors need to be learned and practiced.

FOCUSING ON TARGET BEHAVIORS

You might be asking yourself how the therapist knows which target
behaviors to address in a chain analysis. In DBT there is a hierarchy of target
behaviors that guide the therapist. The number-one priority is any suicidal,
self-harming, or violent behaviors. If the adolescent has contemplated
suicide, made an attempt, or engaged in deliberate self-harm, or if her urges
were high, then a chain analysis of the behavior is a must in the session.
Notice in the story with Shannon how she wanted to talk about the fight
with her boyfriend, but I was not willing to have that discussion until we
had a better understanding of the self-injury. If Shannon had been too
emotionally distraught to turn her attention to the issue of self-harm, I
would have spent more time listening and validating her feelings as a way to
get back to looking at the higher target behavior.



BEHAVIOR THAT INTERFERES WITH THERAPY OR
QUALITY OF LIFE

The second-highest priority is any behavior that interferes with the therapy,
such as not filling in the diary card, showing up late for therapy, or refusing
to speak about a relevant topic. Therapy-interfering behaviors are not
limited to the patient. As a DBT therapist I am always on the alert for
anything I might be doing that is getting in the way of the treatment moving
forward. I also have an agreement with patients that if they think I am
engaging in therapy-interfering behaviors, they have to let me know, and
they usually do. When parents are concerned about anything that fits into
the category of therapy-interfering behavior, I urge them to give me a call.

The third priority deals with behaviors that interfere with quality of life.
These are things like skipping school, excessive use of drugs or alcohol, and
non-life-threatening eating disorders.

The Hierarchy of Target Behaviors in DBT

1. Any suicidal, self-harming, or violent behavior.

2. Any behavior that interferes with therapy, such as not attending
therapy sessions or filling out diary cards—and including any
interfering behavior by the therapist.

3. Any behavior that interferes with quality of life, such as skipping
school or excessive drug or alcohol use.

INCREASED SKILL USE

DBT aims not only to decrease or eliminate problematic behaviors but also
to increase the use of more skillful behaviors. Learning skills is at least a
three-step process. The first step is to just learn the fundamentals of the
skills. The second step is to strengthen those fundamentals so that the
individual has confidence in his knowledge and capacity to use the skills.
The third and final stage is skills generalization—making sure that the skills



are used in all relevant contexts. The first two stages can happen relatively
quickly, while the third takes significantly longer and requires a great deal of
practice and often involves multiple skills-coaching calls.

In their wish for their child to change as soon as possible, parents often
assume that if she knows the skills intellectually she will be able to use them
in the heat of emotional dysregulation. While this is an understandable
wish, it is important to remember that when one is under the sway of
powerful emotions, the brain does not perform optimally in terms of
memory and weighing consequences. This is why practicing the skills in less
emotionally charged situations will increase the likelihood that the skill sets
will be available in times of crisis. It is a matter of “overlearning” a
behavioral repertoire.

SKILLS TRAINING IN ACTION: LEARNING TO SELF-
SOOTHE

“Okay, Shannon, now that we see the pattern in how that awful mood state
leads to self-injury, let’s go to work on helping you use skills to change your
mood,” I said.

“All right, but when I get like that, I feel pretty stuck and hopeless,” she
replied.

“I believe that is all too true, and I know that with some work you will
know how to get yourself unstuck from that terrible mood,” I replied. “We
need to think about a chain of skills. Here is what I am thinking, and I need
you to tell me whether this makes sense to you. First let me ask you this: Do
you know pretty quickly when you’re falling into that black mood?” I asked.

“Not always. Sometimes I realize I am in that mood and that I have been
feeling this way for some time.”

“All right, then. Here’s what I think. You and I figured out earlier that
interpersonal conflict—a fight with your boyfriend, troubles with your
parents—is likely to move you into that mood. What we need to work on is
helping you use some mindfulness skills so that you can observe and
describe the situation and cue yourself to prepare for the black mood. I
know this sounds simple, but at first it's not going to be an easy thing to do.



It will take some practice. I think the next step is to move right into some
emotion regulation skills and the distress-tolerance crisis survival skills. Do
you know which of those skills work for you?” I wondered.

“Yes, believe it or not, I like opposite action to emotion and some of the
self-soothing skills,” she replied.

“You are the greatest! Which self-soothe works for you? And what action
would you use when you’re starting to get into that mood?” I asked.

“When I'm in that mood, all I want to do is go to bed and try and forget
everything. So opposite action would be doing something active, like going
for a walk or even dancing in my room. For self-soothe I have this really
great book of Impressionist paintings—I could look at that,” Shannon told
me.

Shannon was making real progress here.

TROUBLESHOOTING

The next step is for Shannon and me to do some troubleshooting about any
barriers that would prevent her from using new skills. For example, we
might have to anticipate what she should do if her boyfriend calls her or her
father asks her to set the table when she needs some space and is trying to
self-soothe. We would also address what to do if something she tries doesn’t
seem to be working.

As you know, DBT is all about learning the four skill modules (or five if
you are learning the “middle path” module mentioned in Chapter 4). Skills
are pushed in during the group therapy and pulled out in the individual
therapy: the child learns the skills in the group setting, and then the
therapist and the patient figure out what skills are called for to help the child
manage whatever issues are of concern. DBT skills groups are more like
educational seminars than like traditional group psychotherapy.

In multifamily skills groups, both the child and the parents learn the skill
sets. In addition these groups undercut the participants’ sense of isolation as
they work at resolving their own and their family’s difficulties. The next
section offers ideas on how you can help your child during the therapy.



WHAT CAN YOU DO?

You are already supporting the treatment with the sacrifices youre making
in terms of time and money, so give yourself some credit. The following
suggestions are a few other ways in which you can be helpful.

1. Naturally you want to know whats being worked on in your child’s
therapy—but you’re reluctant to intrude. It’s important for you to find a
balance between these two positions. The typical teenager is usually able to
express consternation when she feels a parent is being intrusive but has
more difficulty addressing the problem of not being noticed. Communicate
to your child that you have confidence in the process and in her ability to
sort through what she needs to do to live more effectively. Let her know that
you are interested in a general way about what is being worked on—but that
you don't expect to hear all the details. Let her know that you're interested in
anything she feels comfortable sharing.

2. If your kid has complaints about the therapy or the therapist, listen,
validate, and help her bring the concerns in to the therapist.

3. When you feel the need to contact the therapist yourself, always let
your child know. This helps ward off discussions about intrusiveness and
parental control that may miss the point.

4. Let your kid know that you understand change can be hard. Praise her
when you see progress.

5. Familiarize yourself with the five skill modules discussed in Chapter 4
(mindfulness, distress tolerance, emotion regulation, interpersonal
effectiveness, and the middle path) so you’ll be better able to help your child
use them. Do not, however, offer this help until you're clear that the child
wants it.

I will have more to say in Chapter 6 about the ways you can be helpful to
your child.

ASSESSING YOUR CHILD’S PROGRESS



It's important for you to be able to assess your child’s progress in therapy.
Unfortunately, you probably won't always know when your child is engaging
in self-injury, so your assessment will have to be made on indirect factors:

1. Set up periodic reviews of the therapy with the therapist.

2. Discreetly chart the incidence of behaviors that indicate whether the
child is making progress or not. For example, if your child has had a history
of emotional outbursts, you could chart how often these occur and see if
over 3 or 4 months the trend is in a downward direction. If it is, then you
can assume that your child is making progress toward modulating his
emotions—a good sign that self-injury may also be on the decline.

3. Look for signs of other kinds of skillful behavior. Is your kid asking for
things in a more effective way? Does she seem better able to accept
disappointments? Is she more interested in sharing her experiences with
you? Does she seem less mood dependent?

The best way to assess progress is to look at several of these elements over
time. The idea is to collect information on several behaviors because that
will give you a better picture of what progress is being made. Progress is
going to be an up-and-down process, so look for trends. It takes time. You
should expect to see some signs of progress within 4 or 5 months during an
outpatient DBT. If you get discouraged, it might help to review the realities
in the box below.

Treatment Realities

1. It’s critical that you find a therapist who is not only a good fit for your
kid but also someone you think you can work with.

2. Therapy takes time. Plan on your child attending treatment for at least
a year.

3. Progress is often uneven. Be thankful for the successes and don't panic
if things temporarily slip backward.

4. Therapy is likely to cost you in time and money.

5. These kids often have a high therapy dropout rate—it may take several
tries to get the right fit.



Now let’s turn to a discussion of what you can do to help your child with
emotion regulation.



6

Resetting the Stage

How to Help Your Teen Restore Emotion to Its
Proper Place

Jenny’s mom met her husband at the door. “Jenny’s been in the bathroom for
over half an hour. She went out with Mikela again, and when she came home
she had that look in her eye. I think she’s in there cutting herself again.”

“Damn it! This always happens when she goes out with that Mikela kid.
I'm going up there, and if I have to, I'll bust the door in!” shouted Jenny’s
dad. “She has to stop that crazy behavior right now!”

As parents, we are hardwired as well as socially engineered to be of use to
our children. When our children accept our help, it usually gives us a sense
of competence and a degree of happiness. There’s no doubt about it:
successful children help us feel we are great parents, and children who are
having trouble leave us wondering about our abilities. One of the ways we
feel competent and have a tangible sense that we're doing a good job is when
our children do well in school or in music, art, or sports. While we know
that this was truly our kids’ accomplishment, we also know that we had
something to do with it, even if it was just to be encouraging.

It's not always the case, but often we feel we were more successful when
our children were younger. When adolescence arrives, it’s harder to know
how to be helpful; if your child has emotional troubles, the situation
becomes even murkier. Parenting strategies that were helpful in the past,
such as reassurance or direct problem solving, often lead to an angry or
tearful rejection now. The difference between a fictional patient named Mary
at ages 7 and 14 makes my point.



Little Mary, age 7, comes home from school with a frown on her face,
tears welling in her eyes, and lips quivering.

“Mary, you say. “What's the matter?”

“My friend Jamie doesnt want to be my friend anymore because I
wouldn’t share my cupcake with her,” Mary tells you as her tears cascade
down her cheeks.

“Oh, not to worry. You and Jamie have been friends for so long, I'm sure
you'll make up [reassurance]. I have an idea: Why don’t we make some more
cupcakes and bring some over to Jamie this afternoon?” you suggest
[problem solving].

Mary begins to smile. “You are the best mommy in the world!” she tells
you.

Big Mary, age 14, comes home from school with a frown on her face,
tears welling in her eyes, and lips quivering.

“Mary, you say. “What's the matter?”

“Nothing!” she shoots back at you with anger.

“Hey, I'm just trying to help, and I know something’s wrong,” you reply as
your emotional temperature begins to climb.

“The problem is that Jamie is a bitch, okay? Now leave me alone,” she
shouts back at you.

“Mary, you and Jamie have been such good friends, I'm sure you’ll be able
to patch things up” [reassurance], you reply gingerly. “I'm sure if you and she
talk about it, you can work it out” [problem solving].

“Screw Jamie! You're an idiot!” Mary screams as she races to her room.

Similar problem, same strategies—but very different results at different
ages. When faced with emotional turmoil, parents, like the rest of
humankind, usually fall back on a set of behavioral skills that worked for
them in the past. It takes some time, a different perspective, and practice to
develop a new set of parenting skills. And skill acquisition occurs best in
relatively calm situations, not in moments of crisis and high emotional
distress. So it’s not surprising that you often can’t figure out what to do when
faced with your emotionally dysregulated kid. Try as you might, you're likely
to repeat formerly successful behavioral strategies that just dont work
anymore.



WHAT TO DO AND WHY

Having a child who engages in deliberate self-harm is especially challenging.
You're keenly aware that your child is struggling emotionally and you can
see that her behavior attacks her own body, a body that you have been trying
to safeguard since she was an infant. Like Marys mother, you often find
yourself frustrated, annoyed, and plagued by helpless rage. Or else you
become ineffectual by pushing too hard to be helpful or just temporarily
withdraw into hopelessness and/or self-recriminations.

Sometimes as parents the best you can shoot for is not to make the
situation worse and hope that you’ll find a way to do better the next time
around. When you are parenting a child who is emotionally vulnerable and
involved with self-harming behavior, the standard set of parenting skills
needs to be refined and new ones learned. For example, validation takes on
an importance with these children that goes beyond what other kids need.
The good news here is that you can learn some new skills that will optimize
the chances that you will be helpful to your child.

The skills discussed in this chapter are going to overlap with the skill sets
that you'll learn in the next chapters. So my advice is to read Chapters 7 and
8 before you start implementing some of the skills and you’ll be surprised at
how your child’s reaction to you will change.

In addition to teaching you some new skills, or at the very least helping
you refine the skills you already have, I will outline some things that parents
have found useful in helping their children through these rough waters: how
to balance giving your kid reasonable “emotional space” with low-keyed
vigilance, for example, or when to actively intervene in your child’s life
versus when to let “natural” consequences play out. Finally, for the sake of
“covering the waterfront,” I'll review a few things that people often try that I
just don’t think are effective.

One important thing to keep in mind as you work on acquiring new
parenting skills is that learning new behavior is like turning around an
ocean liner—it takes practice, patience, and perseverance. There’s just no
way it can be done quickly, and it takes a nonjudgmental stance when you
come up short. The trick is not to get too hung up when you fail but to learn
from your missteps and stay in the game. Psychologists refer to this process



_ as “shaping behavior”—getting the desired behavior or
Learning new

behavior is like skill down pat through successive approximations or
turning around an trials. This means deliberately acknowledging your
ocean liner—it takes P .

practice, patience, child’s efforts and/or your own .when your ‘t.)eha\.flor
and perseverance. ~ may not be dead-on but is going in the right direction.

Praise yourself and your kid when either of you
improve. This will reinforce the behavior—that is, it will make it more likely
that the new skillful behavior will occur again. Here’s an example of what I
mean by shaping.

Big Mary, age 14, comes home from school with a frown on her face,
tears welling in her eyes, and lips quivering.

“Mary, you say. “What's the matter?”

“Nothing! Just leave me alone,” she shoots back at you.

“Okay, but something has definitely gotten under your skin and is
troubling you,” you reply, maintaining a degree of equanimity [validation].

“Jamie is a bitch! I hate her!” Mary tells you as her voice begins to rise.

“Whoa, she really annoyed you and hurt your feelings,” you reply
[validation].

“Yes! Now I just want to be alone,” Mary shouts as she heads upstairs to
her room.

“I'm sure I could help,” you say [unsolicited problem solving].

“Nobody can help. Just leave me alone,” Mary tells you from halfway up
the stairs.

Here Mary’s mom does a more effective job of managing the situation
than she did in the first example, but she still falls short of helping Mary
through her distress. If Mom had told me about these two incidents in
consultation about 14-year-old Mary, I would have pointed out a few things
for her to consider. First, in the second incident she was able to maintain a
relatively calm manner in the face of her child’s emotional distress, thus
decreasing the likelihood that the situation would escalate. Second, her use
of validation seemed to help Mary continue the conversation. Both of these
new skillful behaviors demonstrate that Mary’s mom, in accord with the
behavioral principle of shaping, is moving in the right direction. Third, she
probably goofed a bit by offering problem solving without asking Mary if she
wanted some help. Fourth, I would remind Mom that sometimes no matter
what you do you may not get the results you want, but tell her that her



behavior the second time around was more on target. She is shaping her
behavior to be more helpful when her daughter is in emotional distress.
Finally, it would be important for Mom to use her own distress tolerance
skills in the face of her daughter’s emotional dysregulation. Remember that
the DBT skills are as important for you to learn as they are for your child.
For example, Mom might have done some self-validation around how
difficult the situation was for her and then radically accepted that relations
with her daughter are still fraught with tensions while “checking the facts”
that this was a better outcome than they have had in the past. Finally, Mom
could have accessed some of the “crisis survival skills” to effectively distract
herself from the conflict.

When you're learning new skills, keep the three Ps in mind: practice,
patience, and perseverance. They hold the key to helping your child.

Practice

Practice is just working at a new behavior or skill through repetition. Here
are a few suggestions.

1. Don't try to learn a million skills at once. Pick out a few that seem
particularly relevant and really commit to learning them.

2. Keep the concept of shaping in mind—you just want to keep getting
more proficient at the skill youre practicing. It takes time, and some
days will be better than others.

3. Remember to acknowledge and reward your successes. Doing so will
help reinforce your new skillful behavior.

4. Finally, practice your new skillful behaviors in relatively neutral and
calm situations. You're not likely to pick up new skills when youre in
the midst of a crisis. While it may be true that throwing someone out
of a boat may force him to learn how to swim, I can almost guarantee
that he won't become an Olympic champ.

Patience



I can hear you now: “You want me to be patient while my child is self-
injuring? You can't be serious! Doctor, slip into your pajamas, because you
must be dreaming.”

Well, you do have a choice: you can either be impatient with your child
and yourself, suffer, and make the situation worse, or you can find a way to
be patient and, in all probability, more helpful.

Being patient is not synonymous with doing nothing. In fact, being
patient in stressful times takes enormous effort. Self-validation, acceptance
strategies, and distress tolerance are the skill sets required to be “actively”
patient. I'll discuss these in detail in Chapter 6.

Perseverance

Sometimes I think perseverance is best captured by the
1d ad hat it d > h . To persevere you

old adage that it doesnt matter how many times you peed to cultivate an
get knocked down; it only matters how many times you attitude of

. . willingness—
get up. You )qst need to get up one more time than the __ cepting the
number of times you have been knocked down. It situation as it is and
sounds simple, but its not. There are two main doing what is
. . . . . required—and you
ingredients in being able to persevere. The first is pneed to be mindful in
cultivating an attitude of willingness, and the second is setting achievable

being mindful to set achievable goals. goals.

Willingness

Willingness is about directing our energies to doing what our present
circumstances require. By contrast, willfulness is spending energy on things
like complaining that our situation is unfair or that things just shouldn’t be
the way they are. Don’t mistake willingness for resignation or for some trick
to get you to like your current situation. Willingness is just part of accepting
the situation as it is and then turning your mind toward doing what is
required. The capacity for willingness is a direct result of the mindfulness
“how” skill: doing what is effective. Furthermore, willingness is often a by-
product of radical acceptance. In other words, we are often freed up to do



what we need to do when we stop fighting reality. Keep in mind that
accepting reality does not in any way mean that you now find something
unpleasant pleasant. Acceptance only means that you see things as they are
and not as you wish, hope, or think they should be.

For example, my family was fortunate to have a swimming pool in our
backyard. With the unpredictable summer weather in New England, though,
the water was often freezing. My wife and kids always used to get a kick out
of watching me get in the pool. I would complain, go halfway down the
steps, get in, then whine some more about how cold the water was. They
would all just jump in and tell me to do the same, and I would tell them they
were crazy. I was the epitome of a willful person. I wanted to swim, but I
wanted the water to be warmer.

Then about four summers ago, I decided to try a more willing approach
to getting in the pool. That is, I accepted that no matter how much I hated
cold water, if I wanted to swim, the water I had to swim in would not be
warm. On those days when the pool was cold, I just accepted things as they

were and waded in without complaint or delay: I
Remember that

fighting reality became willing to do what was required to get in the
doesn’t change pool. I'm sure my family misses the old days when they
reality.

could tease me about my inability to come to terms
with an unpleasant reality, but—while I can't say I like
cold water—I certainly enjoy the pool much more than I used to. It is critical
that you remember that fighting reality, not accepting this moment as it is,
does not change reality.

Setting Achievable Goals

The second ingredient in perseverance has to do with setting realistic goals.
Nothing reinforces success like success, and setting achievable goals is one
way to help you stay the course. Let’s face it: it's hard to keep going when we
experience defeat and failure at every turn. Think about taking small steps
toward your goals. For example, if youre working on validation, decide in
advance how many times per day or per week or where and with whom
youre going to deliberately practice it. This is a small step and a realistic



goal. The idea is to build on your small steps and avoid overwhelming
defeats.

Practice, patience, and perseverance are the mind-set you need to keep
on moving down the rocky path that will enable you to bring help to your
child. “It don’t come easy,” as the song says, so acknowledge your successes
and learn from your missteps.

WHAT NOT TO DO AND WHY

Before launching into what you can do to be helpful to your child, I'd like to
tell you about some things that I don’t think work. Some clinicians are still
advocating some of these strategies. If what I'm telling you goes against the
advice youre currently being given, then I've put you in a tough spot. It
could be that these techniques work in your specific situation. If thats the
case, I know you’ll have the good sense to ignore what I have to say in this
instance. If, on the other hand, youre doing some of these things and not
getting results, then by all means take it up with the treatment team.

Removing the Tools Your Child Could Use to Self-Injure

It might seem to make sense to hide or rid your house of all the sharp
objects your child might use to self-injure. But I think it’s a bad idea for at
least three reasons. First, there are an infinite number of things she could
use, so it’s virtually impossible to make the house safe and keep it that way
for any reasonable period of time. Second, it forces you into the role of
constantly policing the house and potentially into an adversarial role with
your child. I can see no real advantage in becoming the “sharps police.”
Finally, it's far more important for your child to learn how to
accommodate to the world as it is—with razors, scissors, knives, pen tops,
and safety pins, to name just a few dangers—than for you to create (even if
you could) an artificially “safe” environment. This is a strategy that more
often than not lulls parents into a false sense that theyre in control of their
child’s self-injurious behavior. I have heard of more than one situation where



well-intended parents have locked up all the sharp objects and the child
either found a way to get them or brought new ones into the house.

Don’t get me wrong—I'm not suggesting that you leave sharp objects like
X-Acto knives or box cutters lying around. Therapists working with kids
who engage in self-harming behavior also need to make sure their charges
don’t have a stash of sharp objects in their rooms or backpacks. I believe that
a top priority in treatment is to help teens see the wisdom in not holding on
to objects they have used for self-harm and to enlist their help in removing
objects of temptation.

Not infrequently an adolescent will tell her therapist that she just needs to
keep one thing sharp around because it helps her feel secure if things get
awful. She just wants to have a sense that she has a way out, while
simultaneously maintaining that she will not reach for the razor in times of
crisis. This reminds me of a story about a psychiatrist friend of mine who
wanted to quit smoking. Smoking for her was a tension relief strategy. Here
is what she tried to do. First she would go and buy a pack of cigarettes and
then empty the pack of 19 of the 20 cigarettes. She took the 19 cigarettes and
got rid of them. She then placed the remaining cigarette in a safe place, just
in case she really needed it. And what do you know? There always came a
time when she needed that one cigarette, and that one cigarette put her back
on the path of smoking. If an adolescent who engages in NSSI has a razor
stashed away, it is extremely likely that at some point she will use it.
Therefore, it is critical that the therapist work with the adolescent to get rid
of stashed sharp objects. It is much less effective for parents to try to ferret
out sharp objects that have been hidden away than for this work to be done
in treatment. But please ask your child’s therapist how he or she thinks about
this issue.

Body Checks

Parents, therapists, and school administrators sometimes request that a kid
known to have self-harmed be seen by a medical professional on a regular
basis to be examined for fresh evidence of self-injury. The goal is to know if
the kid is still self-injuring, as well as to use the knowledge of upcoming
examinations as a deterrent. I have never understood the reasoning behind



this strategy. For one thing, asking teenagers to undress and be examined for
cuts is likely going to bring shame and humiliation on them. In the language
of behavioral psychology, it's much closer to a punishment than to a
reinforcement strategy (as encouraging more skillful behavior would be).
While it is sometimes very important to block or .

. . . . . No new learning is
punish ineffective behavior, what we know is that ,cquired when
punishment works only as long as the threat of punishmentis the
punishment exists. Consequently, no new learning is only teaching tool.
acquired when only punishment is used as the teaching
tool. On balance I don't think the shaming aspects of body checks are a
viable tool in ending self-injury.

Undoubtedly for some kids the threat of a shameful body check is
enough to stop their self-injury. But once the body checks stop, there is a
high probability that these kids will go right back to self-injuring.
Furthermore, it’s not a foolproof procedure, since a body check is usually
done with the kid in undergarments, making it possible to hide some
injuries. I can't imagine any therapeutic gain from a strategy that is
potentially humiliating, nor do I think forcing a child to be more secretive
about self-harm is working in the right direction.

So much for the strategies that I think don’t work. Now let’s talk about the
ones that do.

WHAT WORKS AND WHY
Validation

S I've talked about validation before. It’s probably the
Validation is often ) ) . .
the most difficult single most important skill I can teach you. In speaking
skill to learn because with my DBT colleagues I have come to learn that we

‘;I)Vr%z::r:\ngglr\?:rt;yfor all experience validation as the hardest skill to teach

our children and parents, in part because parents want to be problem
validation is an solvers and validation is not a problem-solving strategy,
acceptance strategy, b h h

not a problem- ut rather an acceptance strategy. However, as I have
solving strategy. said before, if you can validate before problem solving

you will be way ahead in the game.



Validating your child’s emotional experience, whether or not you think
he should be having that experience, provides the bridge you need to
connect with your child in all kinds of stormy situations. Kids who are
emotionally vulnerable probably need more validation than other kids do.
They need to learn that their emotional reactions make sense, even when
their current strategies for managing these reactions are ineffective.
Validation often “sets the table” for an effective collaboration between you
and your child. Dialectical thinking and validation go hand in hand, and
thus validation helps both of you avoid polarization. It allows you to see the
wisdom in your child’s point of view while holding on to your own. It is
much easier from this platform to find a synthesis or a resolution. Validation
also helps you keep the relationship healthy.

You will recall that validating your child’s experience or point of view is
not the same as approving or agreeing; it only acknowledges that you have
heard and understood what he’s saying with words or body language.
Remembering to stay curious and open about how your child is thinking
and feeling, even when you believe you have a quick or easy solution, is a
challenge for most parents. We want to help, and we believe, sometimes
correctly, that we have the answers. Or we'e frightened for our child and
want him to stop doing something dangerous, but teens must come to their
own wisdom—finding their own way is one of the primary tasks of
adolescence.

Validation is kind of quirky. One of the things I have learned is that when
parents begin to practice validation, it often sounds artificial and stilted—
kind of phony. This is to be expected. Think back to when you first started
learning a foreign language or trying to ride a bicycle. When you're learning
any new skill, your attempts are going to be anything but smooth.
Furthermore, what you say in an effort to be validating is only validating if
the person feels it is. If your daughter is revved up after an embarrassing
scene at school and you try to validate her, your comments could be spot-
on, but she could still reject what you say because she just can’t take it in.
When that happens (and I can almost guarantee it will), don't give up! Just
try to understand that the moment wasn't right for your kid to feel validated.

There are several different ways to validate your child’s experience, from
what we call “attentive listening” to those rare but lovely moments when
some action of yours is experienced simultaneously as communicating your



understanding of your child’s predicament and as comforting. You've had
these moments in the past, and as you learn the new skills you need, you'll
find them occurring more often. In this chapter 'm going to concentrate on
three different types of validation that I have found to be the easiest for
parents to learn and that really work. But before I get into the details of these
validation strategies, I want to bring up some pitfalls.

Don’t Validate the Invalid

It is ineffective to validate what is patently not valid, as Robert’s mother tries
to do.

“I can't believe how stupid I am! I stayed up all night studying for my
advanced placement history test and I still got a C-. I am just the dumbest
kid in my school,” Robert said as he choked back tears.

“You may be the dumbest kid in your school, but your father and I still
love you,” Robert’s mother replied in her most gentle voice.

Here are some other ways that Robert’s mother could have responded,
rather than validate Roberts feeling that he’s stupid: “After all that hard
work, it is really disheartening to get a low grade” or “I can see how you
might doubt your abilities when you get a grade like that,” or even “I can
understand how you might think youre dumb when you get a C- on a test
for which you had prepared.”

There is another typical scenario that can be a trap for parents. Ayla is 16
years old and on the varsity soccer team. She feels things deeply and
struggles with competitiveness and feeling good enough. It is hard for her to
take in feedback anywhere in her life, and therefore she has particular
difficulty with coaches and teachers, whose job it is to give feedback. Ayla
arrives home from practice and slams the door behind her.

“Ayla, what’s the matter?” her mom asks.

“Coach Benton didn’t play me again. She has it in for me, plus she’s an
idiot”

“I can't believe she didn’t play you again! What is wrong with this
woman? She shouldn’t be allowed to coach,” Mom exclaims.

“I know. 'm done. 'm quitting the team.”

“Wait, shouldn’t we talk about this?” Mom says, alarmed.



“No, I thought you got it. This is all Coach Benton’s fault”

Clearly, Ayla’s mom is trying to be supportive and validates her daughter’s
judgments rather than the emotional experience. Unfortunately, that closes
the door on problem solving and doesn’t address the transactional nature of
whatever is happening with the coach and her daughter. Even if the coach is
unreasonable, it is still Aylas job to figure out how to be effective in this
situation. Validating her frustration and disappointment opens the door to
looking at what she might be able to do about it.

Avoid Personal References

“I can't believe Jane would treat me this way! I thought we were best friends,
and then she goes and betrays me like this. I'm going to make her pay,
Elizabeth said through clenched teeth.

“I know exactly how you feel,” her mother replied. “When I was your age,
the same thing happened to me with my best friend”

“Who cares? I don’t want to hear about it. Just leave me alone,” Elizabeth
replied angrily.

You may very well have had experiences that are similar to what your
child is facing, and you may very well have managed them in ways that
could be helpful to your child. The problem is that when you introduce your
own experience into the discussion, the scale tips toward you and away from
your kid. Validation is all about communicating an understanding of the
other person’s experience. _

. Introducing your

Your past experiences can be useful, however, s0 gwn experience
here’s one way you can both validate your child and when your child is
speak about your own experiences describing painful

p p ) Y ) p ’ ) feelings only shifts
I can’'t believe Jane would treat me this way! I the focus to you.
thought we were best friends, and then she goes and Validationis all

about
betrays me like this. I'm going to make her pay,” communicating your
Elizabeth said through clenched teeth. understanding of
“You’re really mad! What did Jane do that got you so Zi;;ﬁg:ges_

angry and hurt?” Elizabeth’s mom asked.
“I don’t want to talk about it,” Elizabeth shot back.
“Okay. Are you just too mad right now?” Elizabeth’s mom inquired.



“Yeah. I don't know how she could just disregard me like she did. I told
her not to tell anybody about my being in the hospital, and then she goes
and tells Cheryl. What's up with that?” Elizabeth said.

“That’s awful! No wonder youre mad,” Mom replied. “If at some point
you want to talk about it, I can tell you about what I did when a good friend
betrayed me”

“Sure, Mom, but not right now,” Elizabeth replied.

In this case Elizabeth’s mom does a fair amount of validating before
offering help. The validation is in the service of understanding and being
supportive of Elizabeth. Validation often seems to invite the other person to
talk more about the problem. Elizabeth tells her mother more in spite of just
having said that she doesn't want to talk about the situation. Please notice
that before offering her daughter help, the mom asks whether Elizabeth
wants it. This is important! In general, but especially with adolescents,
unsolicited advice is experienced as intrusive and unwelcome. Kids will
often experience it as a sign that you don’t believe they can manage their
own problems, so it feels like being kicked when theyre down. When you
ask your kid whether she wants your advice, you are maximizing the
probability that she will listen to what you have to say. Don't waste the
wisdom you have earned over the years by offering it too early! Like so many
things in life, timing is everything.

The Problem with “But”

Saying “but” just doesn't work when you’re trying to be validating. Imagine
youre sitting down with your supervisor for your annual performance
review.

“I just want you to know how much we all appreciate your hard work,
your capacity to work independently, and your general good humor,” she
tells you. “You are liked by the people who report to you and valued by
management, but there are a few things we need to look at”

Did you notice that everything before the but went out the window?
Doesn't it seem like the really important stuff is going to come after the but?
Somehow the earlier information, as important and accurate as it may be, is



diminished by the very presence of the word but. Take a look at some more
examples:

“I know you really loved him, but you will get over him.”

“I can see how sad you are, but you will feel happy again”

“It makes sense that you're mad, but you can’t carry on that way”

Both parts of these sentences can be true, and these statements probably
wouldn’t be experienced as validating. That’s right—the magic word is and!
If youre going to offer reassurance or problem solving in the same sentence
—and I suggest that you avoid that as much as possible—please use and as
the connector rather than but. Try substituting and for but in the examples
above. Do you notice how the word and seems to make both ideas in the
sentence equally important? Let the validation do its job before moving on
to the next step.

Three Ways to Validate

I want to highlight three levels of validation: attentive listening, active
listening, and giving voice to the unspoken. Each of these skills builds on the
previous one. I have no doubt that as you become more skillful at validation,
you will be more helpful to your child. I would encourage you to start your
validation practice at work or with friends. Get the hang of it in nonstressful
situations outside the family and then move to non-crisis situations within
the family. If you practice developing the skill this way, you will be ready to
use it when the emotional temperature is running high.

Sometimes it’s difficult to determine whether you are being validating, so
here’s a clue. The easiest way to know is when the person tells you she feels
understood. If she doesn’t tell you directly, then notice whether she’s telling
you about the situation in more detail, especially if she’s giving you more
information about how she thinks or feels, rather than just details or facts.
Does the person seem more relaxed and open compared to the beginning of
the conversation? If so, then she probably felt validated.

The Three Levels of Validation



1. Attentive listening: focusing on what the other person is expressing,
without judgments.

2. Active listening: reflecting back what the other person has said to
show that you’re trying to understand.

3. Giving voice to the unspoken: using a light touch and genuine
curiosity to bring out something you've noticed (through the person’s
body language or other medium) that wasn't expressed verbally.

Attentive Listening

Attentive listening is about posture, eye contact, and focus. With attentive
listening, your entire attention is focused on the other person. Its as if
nothing else in the universe is of any consequence—the only thing that
matters is what the other person is saying. As youTe listening, you're
working at seeing the situation from his perspective. You need to pay
attention to any judgments youre making. For example, are you telling
yourself that he’s wrong to feel the way he does or that he’s making too big a
deal about his hurt or angry feelings? Judgments tend to distract us from
truly being able to take another person’s perspective. Notice these judgments
and then let them go. Easier said than done, right? Especially when our
emotionally vulnerable children seem poised on the precipice of a crisis that
we think could be avoided if they could only gain some emotional
perspective. In these moments our judgments often lead to comments that
are invalidating. Here is an example of what I mean.

Mona’s mother has been using her attentive listening skill for the last 10
minutes, but Mona is becoming increasingly distressed. Mom knows from
past experiences that when Mona gets like this, she’s liable to engage in self-
harm. Judgments about Mona making too big a fuss over the matter enter
Mom’s mind.

“I hate myself! I wish I could disappear!” Mona complained.

“Oh, Mona! Don’t you think that’s a little over the top? After all, it wasn’t
that big a deal,” Mother interjected.

“I can’t believe you just said that. I thought you understood. I am done
with this conversation!” Mona yelled as she fled to her bedroom.



So how do we let go of our judgments? The first step is to notice when
judgments are arising in your mind. The second step is to accept that these
judgments are likely to be counterproductive to your goal of validation.
Then imagine that they are like clouds in the sky and let them pass. The key
is not to let yourself get too attached to the “rightness” of your judgments. In
fact, there may be a fair amount of truth in Mom’ opinion that Mona’s
problem wasn't so important that she should hate herself, and for sure it
wasn't worth dying over. Had Mona’s mom been a bit better at managing her
understandable worry and avoided her judgments, the interchange may have
gone this way.

“I hate myself! I wish I could disappear!” Mona complained.

“Oh, Mona, you are really troubled by this. That’s a terrible way to feel.
Can I help?” Mona’s mom asked.

“Not really. I'll get over it,” Mona replied.

Of course, validation does not always work as smoothly as it did in this
example, but it will give you a fighting chance to help your child lower her
current emotional temperature. Lowered emotional temperature will help
your child decide how to be more skillful to get through the crisis.

ACTIVE LISTENING

Attentive listening becomes active listening when we add the element of
reflection or, as it's sometimes referred to, “mirroring.” Reflection is simply
restating the other person’s feelings in the service of letting her know you
follow her or as a way to make sure you understand how she feels or thinks
in the moment.

“I am feeling really down about Melissa moving to Dallas. We were just
getting to be friends, and now she’s leaving,” Joan said.

“I can see how down you are,” Joan’s dad replied.

When we are actively listening, we are not adding anything new to the
discussion; we are simply trying to stay on point with the feelings being
expressed. Some of the time it might not be altogether clear what emotion is
being expressed, and active listening can help us both clarify the emotion
and validate at the same time.



“I am feeling really down about Melissa moving to Dallas. We were just
getting to be friends, and now she’s leaving,” Joan said.

“It sounds like youre sad about Melissa moving to Dallas,” Joans dad
replied.

“Yeah, I am so bummed out”

In this example Joan’s father uses active listening to get clear about what
Joan means when she says she’s “down.” Staying open and curious about
your child’s experience are key factors in being successful at active listening.
For some of us, when our worries or emotions begin to rise, we get locked
into a sense of certainty about what’s happening. Our thinking loses any
flexibility; we can’t be budged from our own point of view. We typically refer
to such people as “stubborn.”

“Mary did it again. I don't believe her. She is having a sleepover, and she
didn’t invite me. I had to hear about it from Sheila. I could have died,” Kate
complained.

“It sounds like you are really mad at Mary, said Kate’s dad.

“No, I'm not mad, I'm humiliated,” Kate responded.

“I don’'t know—it seems like you're mad about it,” Dad went on.

“Stop telling me what I feel! I hate when you do that,” Kate said, the
tension in her voice rising.

Kate’s father gets stuck on what he thinks his daughter feels and will not
give up his point of view. It would not be irrational for someone in Kate’s
position to feel mad at Mary—but that doesn’t seem to be her experience.
Kate’s father’s refusal to amend his position is most likely going to make the
situation worse. When youre engaged in active listening as a validation
strategy, it’s all about acknowledging the other person’s experience as he or

Wh , she is describing it. Think “mirror” and not “mind
en you're

engaged in active reader”

listening as a Another common problem with reflection is that it
;;?sllgﬁt;%rz)j:rategy’ can come across as stilted or phony. This is very often
acknowledging the  the case when people are first learning the skill, so
otherperson’s 309in my advice would be to practice the skill outside
experience as she is . 5 .
describing it. Think  ©on neutral ground first. Finally, don't feel obligated to
“mirror,” not “mind  reflect every feeling as it arises in a conversation. Use

reader.” your reflections just to let the other person know you're



following him or her or as a way to help you get more clarity about his or
her experience.

GIVING VOICE TO THE UNSPOKEN

Giving voice to the unspoken is the most advanced category of validation
that 'm going to teach you. I suggest waiting on this one until you feel
confident that you have the hang of attentive listening and active listening.
Giving voice to the unspoken requires you to be open, curious, and
extremely focused on what the other person is expressing. Being open and
curious requires that you let go of any judgments about how the other
person should be feeling in the situation and just accept what she says. Being
focused includes paying attention to her words as well as her facial
expressions and body language. Paying attention to the nonverbal cues
(body language and facial expressions) will lead you to giving voice to the
unspoken.

Sometimes as you are listening to your child, you will notice that there is
something she’s telling you that goes beyond the words she’s using. It could
be that as she’s telling you about how angry she is, you notice a look of
sadness in her eyes; or as she tells you about something that embarrassed
her, her posture takes on an angry quality. When you notice these unspoken
feelings, you can give voice to them. Here is an example of what I mean.

“I'm furious with Lena. We were supposed to meet for lunch at the
cafeteria, and she just blew me off. I told her how important it was to me
that we talk today. She just didn’t show. Finally I tracked her down, and she
said Molly needed to talk with her about the trouble she was having with her
boyfriend,” Crystal said with a quiver in her voice. “She can be such an
idiot.”

Crystal’s mother noticed the quiver in her daughter’s voice and the cloud
of sadness that seemed to move across her face.

“I certainly can understand how mad you are with Lena. But tell me, did
her not showing up also hurt your feelings?” Crystal’s mom inquired.

“Yeah, it hurt my feelings! I think I'm both mad and sad about the whole
thing,” Crystal replied.



See how Crystal's mom gave voice to feelings that her daughter had not
yet articulated? Notice how she gently inquired, not from a position of
certainty but from one of curiosity—unlike Kate’s dad insisting that she
seemed angry. It is very important that when using this validation skill you
don’t become attached to the “correctness” of your point of view. If the other
person doesn’t confirm what you think she might have been feeling, let it go.
If you don't, you are very likely to make the situation worse.

Often the wish to understand our children and to help them solve a
problem makes us unwittingly committed to the belief that we understand a
situation when we don't. Parents lose their curiosity, and misguided
certainty takes its place. When we are using the skill of giving voice to the
unspoken, we are quite vulnerable to committing this error. The trick is to
stay aware of your mind shutting down. When you notice this occurring,
reach for curiosity. Remain interested in understanding your child’s
experience without assuming that you already understand it. Here’s another
example.

Izzie had just returned from school and went directly to the kitchen.
Today was the day she was going to hear if she had made the varsity lacrosse
team. zzie is a sophomore and played J.V. last year with all her friends. She
was the only sophomore who was being considered for varsity. All week she
has worried about whether she was good enough and whether she wanted to
leave her friends behind.

“Mom,” she said. “I didn’t make it”

“Well, I guess your worries are over. Now you'll be playing with your
friends,” her mom replied gently.

“Yeah, I guess you're right,” Izzie said without much conviction.

“Gee, Izzie, all week long this has been such a worry for you, and now it’s
settled,” her mom continued.

“I don’'t know why I am unhappy, but I am,” Izzie said.

“I wonder if you aren't a little sad that you didn't make the team?” her
mom asked.

“Yeah, that’s it. 'm glad I'll be playing with my friends, but I also would
have liked to have been chosen,” she replied with relief in her voice.

Once again, notice that Mom remains curious and open to her daughter
and that she offers another possibility with a light touch. Using a light touch
with real curiosity is the key to this skill.



Getting more practiced at validation will, over time, help to avoid
emotional turmoil at home. It will give you a better understanding of your
child’s emotional stresses and open up better lines of communication. I
encourage you to practice validation every chance you have at work, with
friends, and with family members. And don't forget to validate yourself for
working hard at learning a new skill!

In this chapter I've given you some practical skills to help you help your
child reset the stage to identify and work through her emotions. In the next
chapter you’ll learn a number of additional skills to help support your teen’s
acquisition of the emotion modulation skills that will make self-injury an
unnecessary stopgap solution to emotional pain.
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Writing a Better Script
New Ways to Discourage Self-Injury

As valuable as validation is in helping your emotionally sensitive child, it’s
not a problem-solving strategy. This chapter focuses on skills you can learn
—or polish—to help your teen develop emotion regulation skills and leave
self-injury behind. After practicing and mastering these skills, you will, in a
way, be rewriting the script of your child’s emotional vulnerability to bring
about a better outcome.

INTERPERSONAL EFFECTIVENESS SKILLS

In my experience parents and children often develop patterns or styles of
relating that don’t work well. When a parent is struggling to be helpful to a
child who self-injures, these patterns often push the child into emotional
dysregulation. In other cases parents can become so tentative in their
requests or in setting limits that they seriously compromise their ability to
parent. Watch what happens when Bonnie’s mother hears some upsetting
news.

“I'm going to see Kerri this Saturday night,” Bonnie told her mom matter-
of-factly.

“What! I can’t believe I'm hearing this. Every time you and Kerri see each
other you get into trouble. What are you thinking?” Bonnie’s mom anxiously
replied.

“That’s not true! Besides, you can’t tell me who I can see and who I can’t,”
exclaimed Bonnie.



“This is a bad idea, and you’re not doing it,” Mom firmly replied.

“F-—- you!” Bonnie screamed as the front door slammed behind her.

I imagine that quite a few of you have been in a situation similar to this
one. When tempers flare, there’s no chance for either party to explain his or
her thinking. The situation between Bonnie and her mother has been made
much worse overall, and the issue about Saturday night remains unresolved.
Let’s take a look at another version of the conversation that doesn’'t work for
a different reason.

“I'm going to see Kerri this Saturday night,” Bonnie told her mom matter-
of-factly.

“Oh, that’s nice, I think. Umm, wasn't she the girl you had some trouble
with? I don’t know, do you think it’s a good idea to see her?” Mom asked
cautiously.

“What are you saying? When are you going to trust my judgment? I don’t
believe you!” Bonnie replied.

“It's not that I don’t trust you, uh, its just that I'm concerned,” Bonnie’s
mom went on.

“This conversation is over! Maybe you ought to see a shrink about your
crazy anxiety, Bonnie shouted as the door slammed behind her.

This time Bonnies mom is walking on eggshells about her very real
concerns. Her tentative approach backfires, and the conversation comes to a
screeching halt.

The interpersonal effectiveness skills I'll review with you in this chapter
are designed to help you avoid such tense and nonproductive interchanges.
The skills are drawn directly from the interpersonal effectiveness module
that your child learns in DBT and are divided into three groups:

o 'The skills required to ask for what you want or to say no to a request
o The skills required to repair or enhance a relationship
o The skills for setting a limit while holding on to your self-respect

To be interpersonally effective, the first thing you need to do is assess
your goals or priorities for the conversation. A handy way to think about
your goals is to ask yourself these questions:

e Am I making a request?



« Am I trying to set things right?
« Am I attempting to set a firm limit?

First, if you have more than one goal in a conversation, choose the most
important one. Second, think of the DBT skills as steps in a very
complicated dance. You may move back and forth between skill sets in every
interchange with your child. When you are moving fluidly between the
skills, you will be performing the dance effectively. For example, in the first
vignette on the previous pages it might have been useful for Mom to use a
distress tolerance skill to get herself regulated prior to interacting with her
daughter. Had she used the STOP skill before she reflexively told Bonnie
what a bad idea it was to see Kerri, things may have gone differently.

As soon as Mom noticed that emotions were rising and that she was
moving into “emotion mind,” she should have just Stopped where she was—
she would be silent. Then Mom would Take a step back in her mind to allow
her to have a broader perspective on what was happening. Next she could
Observe herself, her daughter, and the situation before Proceeding
mindfully and skillfully. Mom could have even told Bonnie that she needed
a minute to consider what she had just heard before continuing the
conversation.

Had Mom done this she would certainly be in a better position to
effectively express her thoughts about Bonnie’s plan to see Kerri. When the
moment is fraught with conflict and your own anger and/or worry is on the
rise, your capacity to be in “wise mind” and be effective goes out the
window. In these moments the key is to get yourself regulated before using
an interpersonal effectiveness skill. The finely choreographed use of your
DBT skills may now require distress tolerance or emotion regulation skill
Think of sets
interpersonal In addition to the STOP skill, it might have been
effectiveness skills  helpful for both Bonnie and her mother to have used

as dance steps. You . . .
may need to move the THINK skill, which can be woven into all your

fluidly between steps interpersonal effectiveness skills. It is particularly
:?g%‘:t the dance useful as a reminder to carefully consider the other

) person’s experience, skill level, and emotional state. The
acronym THINK stands for:



Think about the situation from the other person’s perspective.
Have empathy for the other person, generating several nonjudgmental

Interpretations—generate some positive and/or benign interpretations of
the other person’s behavior.

Notice in what ways the person has been trying to improve.

Kindness—approach all of this with kindness.

Relationship Objective 1: Asking for What You Want or Saying
No

When your top priority is to make a request or to say no, the mnemonic to
remember is DEAR MAN:

Describe

Express

Assert

Reinforce

(Stay) Mindful
Appear Confident
Negotiate

Here’s how this skill breaks down. Describe is used to orient the other
person to the situation you want to talk about. It’s all about the facts. For
example, “Last Saturday night you came in after curfew” or “On Tuesday you
said you would clean your room.” It's more useful to limit the discussion to
one particular situation rather than speaking in generalities like “You always
miss your curfew” or “I've asked you a thousand times to clean up your
room.” These kinds of statements usually put the other person on the
defensive, which is not going to get you what you want.

Next, express your feelings about the situation: “When youre late for
curfew, I both worry about you and get angry” or “When you say youre
going to clean your room and don', I get really annoyed with you” Again,
avoid general statements such as “You make me worry _

. « Starting statements
when you are late” or “You make me angry when you ith “You” instead of



don’t do what you say youre going to do.” When youre *“I” tends to put
expressing your feelings, it’s important to remember to ﬁﬁ?epr:ﬁisg t\lr\:flich

use statements that begin with “I” instead of “You” won’t get ’you what
When you take responsibility for your feelings, your You want{from them.
position in the conversation remains strong; when you

attribute your feelings to the other person, you come across as simply
reactive or as a victim.

Next in the sequence is to assert your request: “I want you to be home at
the time we agreed on” or “When you say you're going to clean your room at
a certain time, I want you to do it” Your assertion needs to be clear and firm
—no ifs, ands, or buts.

One of the best ways to reach your goal is to spell out what’s in it for the
other person if she complies. This will reinforce your request. For example:
“When you come in on time for your curfew, it makes it more likely that in
the future I'd be willing to extend your time out” or “When you clean your
room as you agreed you would, I won’t have to nag you so much” When we
find a way to reinforce behavior, we are increasing the probability of getting
what we want. Whenever possible, the reinforcer should be a natural
consequence of doing what you ask. For example, stay away from things like
“If you come in on time, I'll get you the sweater you've been asking for” or
“If you clean your room, you can have whatever you want for dinner” These
certainly may get you what you want, but theyre bribes that will work just
for the moment, leaving you having to offer more and more in the future
(and inviting rejoinders such as “Sure I'll come in on time, but what are you
going to get me if I do?”). Stick to reinforcers that are a logical (“natural”)
outcome of meeting your request, like “When you come in on time, that
builds trust, and then I'll be more likely to extend your curfew in the future.”

We all know how we can become distracted in these kinds of discussions.
“Yeah, I know I was late for curfew, but what about all the times you’re late
picking me up from school? Do I make a fuss?” or “My room is a mess?
Have you seen my sister’s? Why don’t you ever nag her about her room?” In
the face of these often emotionally charged distractions, stay mindful of
your objective. (I'll give you more help with developing mindfulness skills in
Chapter 8.)

Remember, you are on a mission to reach your goal—dont get
sidetracked. This means at times you will have to just plain ignore the



. distractions and repeat your request, and at other times
You are on a mission . . «
to reach your goal—  you may have to defuse the situation—for example, “I
don’t get would be happy to speak with you about arriving late to
sidetracked. pick you up from school right after we finish the
discussion about your curfew” or “You might have a
point about your sister’s room. I'll listen to your opinion right after we get
the issue about your room squared away” Mindfully giving your objective
top priority will optimize the chances of realizing it.

It’s also important that you appear confident when making your request.
Notice I said “appear”—you can feel like Jell-O on the inside; you just have
to look the part. Let’s face it: sometimes it’s really hard to make a request of
your kid if you know it might lead to an emotionally charged scene. It makes
sense that in the face of an anticipated fight, you may not feel as confident as
youd like to be. So play the part on the outside. “How?” you ask. Your
posture should be upright but not rigid. Make good eye contact and keep
your tone of voice even, almost matter-of-fact. I know this may seem a little
hokey. If you think it's going to be difficult for you to look confident, try
working at it in front of a mirror.

If it seems that you're not going to get exactly what you want and you're
willing to be flexible, then—and only then—try to negotiate. Parents
sometimes move to negotiation too quickly, depriving themselves of a
greater chance of getting what they want. Be patient. But if you think the
discussion is at a dead end, you can move to negotiate.

. . Don’t move to

DEAR MAN is a very useful and powerful skill. I egotiation too
suggest that you try writing it out and practicing it a quickly—you may be
few times before you actually use it. When you’re ready, gLVc::'gtugpefﬁzZtﬁL at
try it out in relatively neutral situations with friends or you want.
at work before bringing it home. Let’s see how Bonnie’s
mother rewrites her daughter’s emotional script after she’s practiced this skill
for a while.

“I'm going to see Kerri this Saturday night,” Bonnie told her mom matter-
of-factly.

“When you announce what youre going to do, especially given the
trouble you had last time you went out with Kerri, it raises my worry, and I
am almost automatically going to say no. It would be better for me if you



raised it as a question for us to discuss [describe and express, beginning of
assert],” Bonnie’s mom said calmly.

“Okay, what are you going to say if I raise it as a question?” Bonnie asked
warily.

“I don’t know. My decision would be based on the conversation we have. I
can tell you that 'm much more likely to agree if I have a sense that you've
taken my concerns seriously [reinforce].”

“What does this have to do with you? She’s my friend, and I should
decide who I spend my time with, not you,” Bonnie said with some
irritation.

“In part that’s true. But right now we need to settle the issue of Saturday
night [staying mindful of the objective and appearing confident].”

“Well, what do you want me to do? I want to see Kerri”

“I'd like Kerri to come here this time and see how it goes.”

“No! We want to go to the mall”

“She can come here first, and if things go okay, I'll drop you off at the
mall for an hour or so [negotiate].”

“I don’t really like it, but I'll do it, I guess.”

“Thank you” Bonnie’s mom ends the conversation with a smile.

Relationship Objective 2: Repairing or Enhancing the
Relationship

It is inevitable that we are going to do or say things that will hurt other
people’s feelings. It’s just a fact of being in a relationship. Frequently the hurt
occurs in the context of a heated interchange when both parties are under
the sway of their emotions. To use this new skill effectively, you need to be
calm and relatively sure that you’ll be able to stay focused on your goal:
repairing the relationship. You can find your way back to a calm state using
the mindfulness practices and distress tolerance skills that will be outlined
in Chapter 8. So wait on practicing this skill until you have read that chapter.

After you've read Chapter 8 and practiced the GIVE skill, you can use the
skill to make a repair. This skill can be very helpful to your child in ways that
go beyond keeping your relationship on an even keel. After a blowup



between parent and kid in a family where the emotional climate can run hot,
often neither party mentions the fight. Things just settle back down to
“normal,” and everybody goes on as if nothing happened. Families get into
this pattern as a way to avoid another troubling scene.

While the avoidance is understandable, there are at least four problems
that are potentially generated by this pattern. First, there is little or no
resolution of the issue that started the problem. Second, hurt feelings are not
addressed, and when left to linger, they are going to start affecting the
relationship over the long haul. Third, the child has no effective model of
how relationships are maintained. Parents who can model effective ways to
repair relationships are teaching their kids an important life tool. All
relationships, to one degree or another, require work, and one aspect of that
work is knowing how to make a repair when things go sour. Fourth, one of
the tasks of adolescence, one that is especially difficult for emotionally
vulnerable children, is the construction of a sense of time. I will address this
issue in more detail at the end of the chapter, but here is the short version.

_ Emotionally vulnerable adolescents sometimes seem
Emotionally ] ] }
vulnerable kids often {0 have a snapshot view of time. Often the emotional
have a “snapshot”  fight you and she had in the morning, which practically
rather than a . .

“movie” view of ruined your day, appears to be disconnected from
events. Do your best whatever she is asking from you in the afternoon—as if
to give them more of  the fight no longer has any relevance. These kids have
a continuous .
“movie” view of their an exaggerated sense of “That was then and this is
lives. now~ syndrome. They experience life less as a

connected ongoing series of events, as in a movie, and
more like a scrapbook full of still pictures. This snapshot view of the world is
only confirmed when conflicts don’t get addressed in an ongoing way.

It's important that parents work at modeling the movie version of life,
and one way to do that is through relationship repair. And one way to do
that is with the GIVE skill:

(Be) Gentle
(Act) Interested
Validate

Easy manner



It almost goes without saying that if your objective is to repair a relationship,
your demeanor needs to be gentle. Being gentle includes using a soft tone of
voice, being nondefensive, and being open to examining your contribution
to the problem. This is why my advice to you was not to initiate the GIVE
skill until youre sure youll be able to be gentle. Take whatever time you
need and do some mindfulness exercises or use some of the crisis survival
strategies from the distress tolerance module (Chapter 8) to get ready. Once
youre able to be gentle, the next step is to bring a degree of interest in
hearing the other person’s point of view. You want to convey your interest in
whatever point of view your kid was articulating before the conversation
went south.

Notice how, in the following exchange, Jackie seems to compartmentalize
what happened in the morning as being somewhat disconnected from the
present. It doesn’t have the same relevance for her as it does for her father.
The simple act of tying the morning to the present helps to undercut her
snapshot view of time.

“Jackie, 'm sorry we had words this morning. I know you felt hurt and
angry by my remarks. Do you think we could try again?” Jackie’s dad gently
inquired.

“I don’'t want to talk about it! It’s over, done—that was this morning; this
is now. Leave me alone. Anyway, if we talk, you’ll just get mad at me again,”
Jackie said.

“Hey, give me a second chance. I know I was unreasonable this morning.
I have a hard time thinking clearly when your music is so loud, and I didn't
do such a good job of trying to talk to you about it,” Dad replied.

“Okay. But remember, the music I listen to is important to me. When you
tell me it’s ‘crap, I really get upset,” said Jackie.

Jackie’s father doesn’t have to be interested in his daughter’s music one
iota. He does, however, have to act interested to make sure the repair is
effective. If you can’t act interested in the thing that tipped over the
conversation, then get interested in why the issue is so important to your
child. Acting interested is accomplished by making good eye contact,
carefully following the thread of the conversation, being curious, and asking
relevant questions. Acting interested will help you be more effective at the
third component of the skill, validation.



By now you are all experts at validation, so I'm not going to repeat the
how-tos of this skill (but whenever you need a refresher course, see Chapter
6). Let’s move on to the last component of GIVE, using an easy manner.

Back to Jackie and her dad.

“Okay. But remember, the music I listen to is important to me. When you
tell me it’s ‘crap, I really get upset,” Jackie said.

“I can see how that would make you angry and hurt your feelings. Hey,
but maybe you could cut me some slack—I never outgrew the Beatles,”
Jackie’s dad replied.

Using an easy manner requires that we find a way to bring a light touch
to the discussion. We want to ramp down the intensity and stay matter-of-
fact. A little bit of humor can go a long way toward helping create an easy
manner. If youre going to use humor, I would suggest that you be self-
deprecating rather than teasing the other person. Remember: your goal is
repair, and you don’t want to risk offending the other person.

Relationship Objective 3: Setting a Limit and Holding On to
Your Self-Respect

It’s a tough job, but someone’s got to do it. Part of parenting is being able to
set limits. Parents of an emotionally vulnerable child who engages in self-
injury have an even tougher job because setting effective limits increases the
likelihood of making the child emotionally dysregulated. If they don’t set
limits, they’re dodging one set of problems for a whole host of others. The
bottom line is that all kids need limits, and emotionally vulnerable kids
particularly benefit from them.

Often an emotionally vulnerable child’s behavior is triggered by too much
discussion about an issue that is not negotiable. In our work with parents we
have found that all too often parents try to convince, cajole, or persuade the
adolescent to be reasonable and see their perspective. When we are involved
in such a discussion, we may be trying to avoid the inevitable blowup that
can occur when a limit is set. Alternatively, we have difficulty tolerating our
child’s distress and think if we can just find the right words, surely our child
will see it our way. Mostly, however, our experience suggests that when



parents engage in this kind of behavior they are unwittingly inviting the
child to offer up a counterargument. The endless discussion just serves to
increase the child’s emotional volatility. After being fair (see below), move
on. Some parents know they should be setting a limit but avoid it and then
feel guilty that they have abdicated their responsibility.

. . . ) Once you’ve been
Over time the guilt begins to erode a parents sense of g,ir it's time to move
self-respect. Other parents go in the opposite direction on.
and set limits like gangbusters, overreacting and being
too harsh. These extreme positions can lead to the nondialectical parenting
patterns discussed earlier. Coming on too strong is sometimes born from
frustration, or it can be a way to make sure your child doesnt avoid
responsibility. In either case, feelings are hurt on all sides and parental self-
respect is a casualty.

Effective limit setting is a skill you can learn, but of all the interpersonal
effectiveness strategies it may be the hardest to implement. If you've been
the kind of parent who has avoided setting limits, things are probably going
to have to get worse before they get better, as they did for Ruth.

“I understand that its important for you to see your boyfriend on
Saturday night, but I will not allow you to be at his house alone,” Ruth firmly
told her daughter Sarah.

“What? Come on. Have you gone crazy? It never mattered to you before,”
Sarah shot back.

“It did matter to me, but I was afraid I would upset you if I said no,” Ruth
confessed.

“Well, that’s not my problem. It just isn't fair—you just can’t change the
rules like that!” Sarah complained.

“I can see how it might seem unfair, but the answer is still no,” Ruth
replied.

“I'm not going to follow your stupid rules!” Sarah wailed as she slammed
the door.

Ruth may be in for several more go-arounds before Sarah begins to settle
in to the new way of doing things. However, if Ruth is unable to hold her
course and gives in to Sarah, she will reinforce her daughter’s
argumentativeness. 'm not suggesting that you be rigid and inflexible with
your limits. Just don’t change them in the face of your kids dysfunctional



behavior. Renegotiate limits when your child is in emotional control and has
made a convincing case for change.
The skill for effective limit setting is FAST:

(Be) Fair

(No) Apologies
Stick to your values
(Be) Truthful

You want to be fair to yourself and the other person. Notice how Ruth
validates both her daughter’s wish to see her boyfriend and the fact that
changing the rules has an element of unfairness to it. When you're being fair,
you are undercutting any tendency to blame the other person—and when
blame is out of the equation, limit setting goes more smoothly.

No apologies really means no excessive apologizing. When you're setting
a limit, it works best if youre direct and somewhat matter of fact. Avoid
statements like “I'm really sorry to have to ground you. I wish I didn’t have
to do this.” These kinds of apologies undercut your goal and open the door
to fruitless discussion. Any teenager worth her salt is either going to tell you
that you don’t have to be burdened by guilt, just don’t set the limit, or she’s
going to accuse you angrily of not being sorry at all. Just don’t go down that
path.

We often set limits when a particular value of ours has been violated or is
about to be. Ruth’s value is that it's not okay to be at a boy’s house without
adult supervision. Sticking to your values requires you to be clear about
what’s important and nonnegotiable versus those issues where you may have
some flexibility to negotiate. Sometimes parents or caretakers have different
values from each other, and sometimes those differing values become
apparent only when one parent is either setting a limit or expecting the
partner to do so. When this occurs, it's important that the adults involved
discuss their differing points of view and decide on a course of action.

Often parents feel the need to have these discussions

) L. If you and your
privately, which is a perfectly reasonable way to go. But pariner disagree on
there’s often some benefit for parents in clarifying their values or limit
differing sets of values and deciding on a course of S€'tn it's

. . ) . ) i _~ sometimes useful to
action in front of the child. Having the discussion in hash things out in



private deprives our kids of seeing how conflict is frontof your child.

. . This will teach your
reasonably resolved. Of course, if you think the (.o how conflicts
discussion is going to get heated and contentious, then can be resolved
taking it behind closed doors is the way to go. ;‘::;g';aﬁéﬁtggt don’t

When we set limits, it's important to remain confrontation in front
truthful. Notice how open Sarah’s mom is about her of your teen.
past behavior of letting her daughter be at the
boyfriend’s house alone. I'm sometimes amazed at the creativity that parents
harness in the service of preventing their child from doing something while
avoiding the truth. (No, Sarah, it is not that we don't trust you to be alone;
it’s just that we want you to spend the night with old Aunt Jennie.) If you're
avoiding the truth as a way of dodging an argument, you're settling for a
short-term solution to a longer-term problem. Setting limits helps children
learn how to manage disappointment, and wouldn’t you agree that learning
how to make it through disappointing times is an important life skill?

Being truthful is not the same as being brutally honest, so by all means
deliver a truthful message in a sensitive manner. Your goal is to set a limit,
and the degree to which you can do that without being hurtful will aid you

in accomplishing that goal.

INDIRECT INTERPERSONAL SKILLS

Validation and interpersonal effectiveness are skills that you can actively and
directly use to be helpful to your child. There are other changes you can
make in the way you parent that are less direct but will also be helpful in
steering your teenager away from self-harming behaviors. Demonstrating
your capacity to manage distressing events and the ways you cope with the
difficult emotions that accompany these events is important modeling for
your kid. This kind of modeling has the potential to help your child get
better at effectively managing these painful moments in his own life.

In addition, all kids need the sense of security that comes with having
parents who pay attention to them but who also know when to give them
some privacy. Handling these two issues effectively and flexibly helps the
child feel understood while giving him a sense that you will extend trust to
him when he is managing his emotions more effectively.



Often when we try to protect our children from the natural consequences
of their behavior, we unwittingly communicate our sense that they are
handicapped or damaged in some way. So if you know when to allow natural
consequences to unfold, this will help your child develop a more resilient
sense of himself. The changes that I will outline are about creating an
environment that will support and enhance validation, interpersonal
effectiveness, and your child’s individual therapy. Probably the single most
effective action that you can take to help your kid is to make sure he’s
receiving effective treatment. Once that’s accomplished, here are some other
strategies that will be of help.

Modeling Distress Tolerance

One of the most powerful ways that kids learn skills is by watching the
adults around them. When we employ skillful behavior we are not only
helping ourselves; we are modeling effective behavior for our children to
learn. As you know, one of the central difficulties for
Under the sway of . £ chi . £
powerful and the vast majority of children who engage in self-
uncomfortable harming behavior is not being able to modulate and
emotions, these tolerate painful emotions. When under the sway of
children are in a rush p ’ ) y
to change the way these powerful and uncomfortable emotions, these
they feel. children are in a rush to change the way they feel. They
lack the capacity to sit with their internal discomfort

and are prone to move quickly into action. When parents sense that their
child is in distress, they often unwittingly join her in the rush to change the
situation. This is what happens to Tameka and her mom.

“I need to speak to Jimmie right now! He’s not picking up his cell phone.
I have to know what’s going on with us. I can't take not knowing,” Tameka
complained.

“Have you tried his landline?” Tamekas mom asked, sensing her
daughter’s distress.

“Of course! I'm not stupid,” Tameka angrily replied.

“Try his cousin—you know he hangs out there all the time,” Mom said as
her anxiety began to rise. “It worries me to see you so upset.”

“I hate his cousin. You know that! Leave me alone,” Tameka shouted.



Tameka’s mom moves right to problem solving. In her own hurry to help
her child, she joins her in her frantic need to get things resolved
immediately. Tamekas mother skips validation and begins to offer
unsolicited advice—and gets the predictable negative result. In the second
example, Tamekas mom takes a longer view, modeling the capacity to
tolerate distress.

“I need to speak to Jimmie right now! He’s not picking up his cell phone.
I have to know what’s going on with us. I can’t take not knowing,” Tameka
complained.

“It's so hard to wait, especially about your relationship with Jimmie,’
Tameka’s mom replied.

“I'm going to jump out of my skin. Why doesn’t he answer my calls?”
Tameka responded with sadness in her voice.

“I'm sorry he hasn’t returned your calls. Waiting is really hard. I tell you
what, why don’t we bake some cookies while you wait? Maybe that will make
the time pass by faster,” offered Tameka’s mother.

“That’s not going to help! I can't stand this!” Tameka shouted.

“You’re right—it’s not going to get Jimmie to call you any sooner, but it
just may make waiting easier,” said her mother.

“I guess you're right about that. Do we have any chocolate chips?” asked
Tameka.

This time Tameka’s mom does several things differently. First, she takes
the time to validate her daughter’s experience by acknowledging how
difficult waiting can be. Second, she does not offer any problem-solving
strategies, but models distress tolerance. She does this when she
acknowledges that making cookies is not going to solve the problem but
may ease some of the distress caused by the waiting. And third, she does not
seem to be getting caught up in her daughter’s increasing emotional
temperature. This is a hard-won parental skill. Mom seems to have accepted
the situation as it is and is now just offering a way to manage a problem that
can't be solved right now. By exhibiting these distress tolerance skills, she’s
showing Tameka how to do the same.

Obviously, it's not easy to model distress tolerance if you, like your
teenager, are relatively sensitive emotionally and you haven't fully developed
emotion modulation skills. Chapter 8 will help you build your own skills
further so you can help yourself and your teen.



Privacy versus Increased Vigilance

One of the most challenging problems for parents with kids who engage in
self-harm is knowing when to allow them privacy and when to become
more vigilant. Unfortunately, there aren’t any hard-and-fast rules about this.
There are only some guidelines or principles to help you think this through.
Whatever course of action you take, however, make sure your child
understands what to expect and knows that her therapist has been informed
of your decisions.

The first thing to hold in your mind is that there are few if any
interventions that anyone can make to prevent someone from self-injuring.
Your more modest goal is to make your child feel noticed and understood
when she’s in crisis through the use of validation and to give her increased
privacy when you see that she’s managing her emotions more skillfully. One
important caveat here is to make sure that you are as validating of your child
when she is not in crisis as when she is. Validation can be very reinforcing,
and you don’t want to inadvertently reinforce “crisis behaviors” so your child
can experience validation. Ask her how she’s feeling, gently inquire about
what’s on her mind and how she’s doing—I will refer to this as “checking in”
Here are some examples of how this principle gets translated into everyday
life. ]

First, let your child know, in moments of relative \I,'\,?f;: r;,(t,(:,rc Eﬁﬁz "
calm, that when she’s in emotional turmoil, you expect lightly; just gently
her to let you in on it. Let her know very clearly that if 32';nher how she’s
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she wants your help, it’s there for the asking; if she

doesn't, you expect her to use some technique or skill to help herself.
Second, when she’s having trouble, she should expect you to be checking in
with her more frequently than usual. What you want your child to know is
that the objective of checking in is to see how she’s doing and whether she
wants any help from you. Your intention is not to bug her but only to be
supportive.

Don't expect your child to welcome your increased vigilance. She may
even tell you that it won’t prevent her from self-injuring or that it will only
make the situation worse. My advice is to gently stick to your guns and let
her know that shes correct—it won't prevent her from self-harming.



Furthermore, if checking in really becomes a problem, you need to be
willing to review the strategy down the line. If, over time, you feel it's doing
more harm than good, then discard this strategy and concentrate on the
others outlined in this chapter.

When you are checking in, use a light touch, practice validation, and stay
away from problem solving unless invited to do so. If your kid says
everything is fine and you clearly see that it isn't, let it go and just keep
checking in.

How often should you check in with your child? That's something you’ll
have to figure out by trial and error. It will also depend on how troubled
your kid is in the moment and, to some degree, how smoothly the check-ins
are going. If you think your child is in better emotional control, then
decrease the frequency of checking in. You'll just have to feel your way
through this process.

Allowing Natural Consequences

As parents we have an instinctual inclination to protect our children from
hardships. There are times, however, when this inclination can have a
detrimental effect. In these moments we may be reinforcing the kid’s sense
that she is so weak or damaged that she has to be protected from the natural
consequences of her behavior. We may be inadvertently sending the message
that she can't emotionally handle the problem, rather than helping her
tolerate the distress that accompanies the problem. Watch what happens
with Jody’s parents.

“Jody’s school called today,” Jody’s mom told Jody’s father. “One of the
kids in her class noticed the cuts on her arm and told the guidance
counselor. The guidance counselor called the nurse, who called me and left a
message on the answering machine. She wants to know if we think there’s a
problem. What should we do?”

“There’s no way I want the school to know that she cut herself again! If
they find out, Jody won’t be able to play lacrosse this spring. You know they
get rigid about this kind of stuff. Jody’s been miserable enough—she doesn’t
need more stress,” Jody’s dad replied.



“What are we going to do? I don’t feel comfortable lying about what’s
going on. After all, the school has been pretty supportive so far. I don’t want
to screw things up with them,” Jody’s mom responded.

What would you do if you had to wrestle with this dilemma? Jody’s dad’s
position seems entirely reasonable; he wants to protect his daughter and
minimize the stress in her life. On the other hand, his wife’s worry that lying
to the school could potentially backfire is also reasonable. The central
question is how to make the best guess about what’s in Jody’s best interest.
One way to tackle this problem is to make a pros and cons chart about the
various options. Actually, you need two pros and cons charts, the first one
assessing the short-term consequences of the decision and the second the
longer-term consequences. Doing pros and cons is a pretty standard method
for thinking through complex decisions. It’s especially useful in situations
where rational thinking is paramount, but emotions are liable to run high
and compromise the process. The structured nature of doing pros and cons
can guard against emotions taking the day. At times you may want to have
your child be part of this exercise. If he’s been in a DBT treatment, he has
most likely learned this skill already.

For the situation with Jody, the pros and cons chart that will yield the
most thorough information would look like this:

Short-Term Consequences

Pros Cons

Telling the school: maintain good relations with the school No lacrosse

Not telling the school: maintain Jody’s privacy Deprive Jody of school support

Spend some time with your own ideas about Jody’s parents’ dilemma.
Add to this chart and create one for the long-term consequences. Here are
some ideas for starting points. One long-term consequence under the pros
category about telling the school is that Jody will experience the natural
consequences of her actions. The school may decide that, from its
perspective, she needs a limited schedule that would eliminate lacrosse.
Feeling the pinch of this loss may help Jody become more committed to
using her therapy to end self-injurious behavior. A con of Jody’s parents’
withholding information from the school is that it might move Jody’s



thinking in the direction that self-injury is not so much of a problem if she
can keep it secret.

As you can see, there are any number of legitimate ways to think about
whether to intervene in your childs life or to allow natural consequences to
occur. There is no one right answer, just some effective routes to help you
make your decisions.

I know there may be a lot of new information in this chapter, so take your
time, become familiar with the strategies, and pay attention to the small
successes. Please keep in mind the concept of shaping behavior; it takes time
for any of us to change behavior. You can't help your child if you put too
much pressure on yourself or your child to change quickly. When you’re
taking care of yourself, you will have the energy and the resilience to parent
your child. The next chapter focuses more specifically on how you can take
care of the pain and distress that comes with having a child who is
struggling.



8

Taking Care of Yourself to Take Care of
Your Teen

I don’t have to tell you that parenting a child who engages in self-injury is
extremely hard work. The stress and anxiety take a toll, and you may feel
exhausted, defeated, and hopeless. Parental burnout is a debilitating
experience. Some common indicators of burnout include sleep problems,
changes in appetite, general irritability, depressed mood, and increased alcohol
consumption. Your self-esteem can take a nosedive, leading you to question
every parenting move you ever made. You can lose perspective on your
parenting abilities. Guilt and remorse can become your constant companions.
Some parents withdraw from their childrens problems and become
overinvolved in work or other kinds of activities in an effort to avoid their
feelings of helplessness and pain. Others become overly focused on their
child’s difficulties at the expense of a life outside the home.

Signs and Symptoms of Parental Burnout

o Increased difficulties in significant relationships
o Increased irritability and/or lack of patience

« Significant decrease in pleasurable activities

e Increased alcohol use

« Changes in appetite

o Sleep difficulties

o Increased sense of loneliness and isolation

o Persistent anxiety and rumination



SIBLINGS

Some families focus too much on the child who is self-harming; brothers or
sisters can feel neglected. Often they don’t protest or talk about how the lack of
attention is affecting them because they’re sensitive to their parents’ worry.
Their silence often misleads parents into thinking theyre just fine. It’s not
unusual for siblings to become anxious or withdrawn. Others make their
protest known by their own behavior problems or academic difficulties.

It’s extremely challenging and at times draining for parents to stay focused
on the other children in the family, helping them understand what’s going on
while taking care of the sibling who self-injures: negotiating the mental health
system, dealing with the school, and managing extended family. I will address
these complex and difficult issues in the next chapter. This chapter is all about
strategies to keep yourself on an even keel in the midst of a gale.

PARTNERS

A second casualty of burnout can be you and your partner. Whether you're
married, living with your partner, or living separately, your capacity to be
effective in relationships goes out the window when you're suffering from
burnout. Relationships take care and attention. When we’re fatigued in mind,
body, and spirit, that can seem to take more energy than we have in the tank. If
you notice that you have significantly less patience and understanding for the
other person, or feel that the other person is being intentionally mean, or have
the feeling that your side of the story is not being heard and valued, then you
probably need to examine the relationship. As difficult as it sometimes is to
maintain a relationship, it will pay off in helping you avoid parental burnout.

DIVORCED PARENTS

Divorced parents who have worked well together in the past often find that the
new challenges presented by a child who is self-injuring require adjustments.
Furthermore, the need for increased communication between divorced
couples can put a strain on whatever new love interests the parents may be
developing.



If, however, what I have described has gone on between you and your
parenting partner for years but just gets worse in stressful situations, then it’s
probably not burnout. It may be that you and your partner have a conflict that
you've been unable to resolve. Often problems in parenting, when you follow
them back to the core, are really problems in the relationship between the
parents. Solutions can be as simple as learning to communicate better or as
complicated as addressing a past betrayal. Whatever its source, it is most
definitely a problem that needs to be addressed.

Chronic parenting problems are always a challenge, but when a child is
having serious emotional trouble, it is imperative that couples find a way to
work at making improvements in their relationship. Couple therapy, therapy
focused on guiding parents, and/or individual counseling may help you
resolve these issues. If, however, you've tried to work things out and where you
are with your partner is as good as it gets, then it’s especially important that
you use other strategies to take care of yourself.

SINGLE PARENTS

Single parents have a unique set of challenges. Often the support network of
family and friends you may have relied on in the past is not a viable resource
anymore. That may be due to your reluctance to reach out to them because of
feelings of shame and guilt or because you don't feel your network of people
would be supportive of your child who self-harms. If that’s the case, you can
feel extremely lonely and isolated, even trapped or resentful of your parenting
role. All parents are susceptible to doubt, self-blame, and remorse, but the
single parent is particularly vulnerable to these draining experiences.

For all kinds of parents of children who self-injure, learning how to take
care of yourself and the parenting relationship may take the edge off the
difficult times ahead. What can you do to keep burnout at bay, or at least
diminish its effects? In the following sections I will teach you some skills to
help you avoid feeling overwhelmed by negative emotions. These skills are all
part of the emotion regulation and distress tolerance modules from the DBT
skills curriculum. You will recognize them from my review of teens’ work in
DBT in Part I. Once you start taking better care of yourself, you'll have more
energy and resilience to hang in there through the rough times with your

child.



ACCEPTANCE VERSUS PROTEST, RESIGNATION, AND
DESPAIR

“Sometimes I can’t believe this is happening!” Kris’s mother said with a tinge
of anger in her voice. “Kris never had any problems before. I thought she was
doing so well—then she made these new friends, and the next thing we know,
she’s cutting herself. It seems that nothing her dad and I do makes a difference.
Some days I don’t even want to get out of bed.”

I'm sure many of you can identify with Kris’s mother. At times it may seem
that feeling resigned, angry, and hopeless is all you can expect. While it’s
natural to experience these emotions, they needn't take over your life. In fact,
remaining in such a state will only lead to more exhaustion and a more
depressed mood—increasing the probability of burnout.

Fortunately, there is a way out. Here are some practical steps that are most
likely to lead you to a better emotional place. Remember that learning new
skills takes patience, practice, and perseverance.

Step 1: Becoming Mindfully Aware of the Way Things Are

Slow yourself down by paying attention to your breathing. You don’t have to
breathe any special way; just focus your attention on your breath. When you
are a bit more centered, turn your attention to your current emotions,
thoughts, and sensations. Take a moment and just notice what you are
thinking and feeling and the accompanying bodily sensations. You may find
that you have some judgments about your thoughts and feelings—just notice
them and let them pass. For example, you may notice your thought that a
stronger or more resilient person wouldn't feel the way you do or that it isn’t
fair that this is happening to you. Let it go. I guarantee you these judgments
are not useful to you.

If you find that you have some trouble letting the judgments pass, here are
some techniques to try. Imagine that your judgments are like clouds in the sky
and just watch them float away. Or picture yourself putting the judgments on a
conveyor belt and watching them disappear from view.

The first step is just about noticing how things are—period.



Step 2: Letting Go

Once you have noticed what you're feeling, thinking, or sensing, the next order
of business is about accepting the situation as it is. Nonacceptance reflects
itself through tension in our bodies, repetitive thoughts about not believing
the situation we are in is occurring, and feeling angry and/or sad.

Here’s what you need to do. Slow your breathing down and notice where in
your body you are holding the tension. Often we hold tension in the face or
upper back, but learn where you yourself typically hold on to tension. Then
deliberately relax that area of your body. Think about softening the muscles or
imagine the area getting warm and relaxed. Gently and kindly begin to tell
yourself that things are as they are. Remind yourself that everything changes
and that the current situation will pass. Stick with this process until you feel
some relief.

Acceptance can be hard to come by, as we tend to use our imaginations to
construct alternative scenarios. We can say to ourselves, “If only such-and-
such hadnt happened, I wouldnt be in the unfortunate place I find myself”
Using our imaginations this way is bound to compound our misery. It makes
us focus on what could or should have been. When that occurs, we're likely to
distract ourselves with an internal narrative that, while it could have been true,
just doesn’t match what’s happening in real life. Or we can become immersed
in creating a story about the future that leads us astray from effectively
managing what is on our plates right now.

Acceptance is about acknowledging whats happening in the moment—
whether it's planning your child’s treatment, having a terrible argument with
your spouse, or enjoying your dinner. Acceptance does not mean that you like
what is happening or that youre in agreement with it, only that the facts are
what the facts are. Remember when Kris’s mom said she couldn’t believe what
was happening? That statement indicates that she has not yet fully accepted
her situation. When you accept things as they are, you'll often feel a sense of
relief or calmness. Acceptance sometimes comes with a feeling of sadness, but
whatever acceptance brings, just notice it and move on. Not accepting your
situation is a direct route to increased suffering.

Examples of Phrases That Indicate Lack of Acceptance



This can’t be happening.

This just isn't fair.

Why does this always happen to me/us/her?
I just will not deal with this.

Not long ago during a session in which we were teaching acceptance skills
to parents of kids in our program, a mother reported the following experience.
She told the group that while she knew her kid was having troubles, shed
never really accepted this fact. She went on to say that she realized she spent
inordinate amounts of time thinking that this couldn’t really be happening to
her, that it was just a phase her child was going through. She even had the idea
that she would wake up one morning to find that it had all been a dream. She
told us she was in a constant state of worry and fear.

During the week after this session, she practiced acceptance and noticed
the following: her anxiety decreased, she felt more able to harness her energies
to help her child, she was sleeping better, and she was more effective at work.
You have no doubt used acceptance skills in other parts of your lives without
realizing it. Think about a time when you were stuck in traffic or when you got
some bad news at work or heard that your favorite sports team had lost. You
found a way to accept these situations and felt that you had a little more inner
peace. The idea is to bring the same skill set to the current situation you are
facing with your child.

Pain, as we know all too well, is an inevitable part of life. There’s no way to
avoid all of life’s painful situations: people die, people get sick, and decisions
we make turn out badly. Suffering, however, is another matter. Often we suffer
because we won't accept the pain in our lives; we rail against the injustice of it
all. The Buddhist tradition has an equation that says

Pain + Nonacceptance = Suffering

Acceptance occurs when we're no longer fighting reality but acknowledging
our situation as it is in this moment. Acceptance helps to ease the inner
emotional turmoil that is produced when we fight reality. That inner fight is
one of the chief contributors to a sense of despair, impotent anger, and mental
exhaustion that only leads to increased suffering.



Step 3: Repeating Steps 1 and 2

It turns out that acceptance can evaporate faster than dew on a summer
morning. All too frequently our minds make a U-turn and we head right back
toward rumination and suffering. The trick is to hold in your mind that
acceptance often doesn't keep for long and that you are very willing to start the
process all over again. Acceptance can bring relief as long as we remain
committed to working at it.

I first encountered the idea of acceptance as a strategy to help manage
distress in my first formal DBT training. Soon after returning to Boston from
the training, I found myself stuck in traffic that was going to make me very late
for an important meeting. Naturally I'd left my cell phone at home. I began to
do what I frequently did in such moments: I castigated myself for being so
dumb as to leave the cell phone at home, I thought about how unjust it was
that traffic was snarled when I was in a hurry, and I lathered myself into a near
rage. Then I had the idea that maybe this was a time to practice acceptance.

“Okay,” I said to myself. “First focus on your breath, then notice where the
tension is in your body”” I relaxed the muscles in my face and back. “Okay, now
accept the situation as it is. You are stuck in traffic and you are going to be late.
This is just how it is in this moment. Whatever is going to happen is going to
happen, and there is currently nothing you can do to change the situation”
Relief! Then, approximately 3 seconds later, “Crap! I'm stuck in traffic! This
acceptance stuff is nonsense!” I shouted out loud. That’s when I remembered
to repeat steps 1 and 2.

Acceptance is not a problem-solving strategy, although it’s often the first
step in effective problem solving. If you think about it, you really can’t find
solutions to problems until you have accepted your circumstances as they are.
Here is an example that I think will illuminate this point.

One day you go to your garage to start your car. You get in and turn on the
ignition and you hear that whiny “no way is it going to start” sound. What do

_ you do? If youre like most people, you turn the key
You can’t find . . . .
solutions to problems S€veral more times, as if that will make a difference. You

until you have now have a choice: you can complain about how this
accepted your . .

cir cu':n sta¥1 ces as should not be happening and worry that you might have
they are. to buy a new car, all the while turning the key again and

again, or you can accept things as they are and call AAA.



Remember: acceptance does not require you to find your situation a good one;
it just means acknowledging what’s happening in this moment.

EMOTIONAL MINDFULNESS

“You're going to do what? There’s no way your mom and I are going to let you
spend the night at Julia’s house,” Morgan’s father shouted.

“Why not?” Morgan asked, her voice beginning to rise in anger.

“The very fact that you have to ask blows my mind,” her father replied
angrily. “Don’t you remember what happened last time? You and she drank in
her basement, had boys over late at night, and got involved in things that
triggered your cutting.”

“That won't happen again. I don’t have any money for beer. Remember, you
stopped my allowance!” Morgan shouted.

“That’s not the point! You really can’t be that dumb. When are you going to
grow up?” Morgan’s father screamed.

Most parents I know—whether they’re part of my clinical practice, friends,
or relatives—have had the experience of becoming emotionally overwhelmed
with anger and frustration in the face of some seemingly outlandish aspect of
their teenager’s behavior. They often report that in spite of their best intentions
or efforts, they lose their emotional balance and fan the flames of the heated
discussion. Often in the midst of the emotional storm the parents have the
idea that their own reactions are making the situation worse, yet in the
moment they feel helpless to stop. That inner voice says, “Slow down—you’re
losing it,” but they just can’t harness sufficient restraint. Soon afterward, they
feel guilt and remorse.

Sound familiar? Its a lousy feeling. Parents who have an emotionally
vulnerable adolescent who is engaged in deliberate self-harm frequently worry
whether their loss of emotional balance is going to trigger an act of self-injury.
Some parents tell me that the most painful and crazy aspect of this moment is
that sometimes, alongside the worry about causing their child to self-injure, is
the goading thought “Okay, kid, if you're going to hurt yourself, go ahead and
do it,” followed immediately by shame, guilt, and remorse.

The overwhelming majority of parents I have met are extremely troubled by
these kinds of experiences and struggle with the very painful feelings that
linger for some time after the event. Knowing how to sidestep these situations



will help you feel better about yourself, guaranteed. So here is a technique that
can keep you from being swept away by your own emotional tidal wave:
become mindfully aware of your feelings before they escalate to a troublesome
point. Here is an example of what I mean.

Your daughter has been on the phone fighting with her boyfriend for the
last half hour. Suddenly you hear the door to the bathroom slam shut. Without
even thinking, you rush upstairs and pound on the door, telling her to open up
right now. She shouts back, telling you to leave her alone, that she’s fine. You
persist, which only leads to a heated exchange.

If youd been able to be mindful of your emotions, the situation might have
played out differently. You would have noticed that you were frightened of
what your daughter was going to do, and for good reason, but noticing your
fear might have slowed you down and enabled you to be more effective.
Instead of pounding on the door, you might have knocked, asked your
daughter if she was okay, and communicated your worry. This might have
prevented the fight.

When we can identify and accurately label our emotions, we are building a
kind of mental box that helps keep them safely contained, and we are avoiding
that awful sense of being ambushed by our own emotions. Of course, the
situation is made more complex when weTre experiencing more than one
emotion at a time, but our task is the same. When we can identify

Say your child has been in DBT therapy for about 6 anq accurately label
weeks and has been doing really well. After she gets a our emotions, we are
bad grade on a math test, however, you notice some new :’nu‘;:fg;%sxk;gdcg:‘t ain
scratches on her arm. Almost without thinking, with them safely—plus we
annoyance in your voice, you confront her. The situation avoid that awful

. . . , sense of being
quickly deteriorates into an argument. If youd been able ampushed by our
to be more mindful of your emotions, you might have own emotions.
noticed that while you were angry, your stronger
emotions were fear and sadness. Being more attuned to all the emotions would
most likely have helped you avoid the argument.

When we're successful in this process, we're less likely to be pulled into the
undertow of an emotional high tide. When our emotions just take us over, we
are, in the language of DBT, in “emotion mind.” In this state our thoughts and
actions are governed primarily by our powerful emotional experience; we have



the feeling of being pushed around by our emotions. To the degree that we're
even thinking rationally, it seems to have no effect on our actions.

From a neurobiological perspective, the parts of the brain that fire our
emotions are going full blast, while the parts of the brain that have to do with
rational thinking and problem solving have shut down. The trick is to get the
brain systems of the prefrontal cortex, which are responsible for rational
thought and action, back online.

One way to do this is to use the DBT skill called mindfulness of your current
emotion. As with any new skill, practice this one in situations of relative calm
before employing it in the heat of an emotional firestorm. Practice it when you
miss the bus, when your favorite sports team loses, or when that new recipe
you spent all afternoon on makes an inedible mess. The two hypothetical
examples I just described with your child are typical situations where this skill
can really make a difference.

Step 1: Turning Your Attention to the Experience of the Emotion

Once again, the first step is to focus on the sensations that accompany the
emotion. Try to locate where in your body you feel the emotion. Your job is to
become a kind of anthropologist who is gently interested and curious to
understand all aspects of a particular behavior. For example, most people
when they are sad feel heaviness in their chest; they may also experience a
tightening in their face as a way to prevent the tears from flowing and a
trembling in their lips. When were angry, we feel a tightening of our fists as
our jaws move forward. Notice how the intensity of the feeling waxes and
wanes.

The trick is to begin observing and describing these sensations as soon as
you become aware that youre getting emotionally charged up. Your task is to
simply notice what youre feeling; that’s it. Doing this simple exercise will
decrease the chances of things escalating into an altercation. Notice whether
youre making any judgments about your emotions (“I am wrong to feel
angry” or “It's dumb to feel sad”) and, if you are, work at letting the judgments
go. In a nonjudgmental fashion, just accept this moment as it is. By
deliberately observing and describing your experience, you will bring your
prefrontal cortex into play. When that happens, you'll find that youre more
likely to become more rational and balanced.



For example, Ariel's mom noticed new cuts on her daughter’s legs. Her first
impulse was to ask her daughter what the heck was going on. Instead she
noticed that she felt anger rising in her chest and some sadness alongside it. As
she did this, she was able to put things in perspective and think about how she
was going to address her observations with her daughter. What was surely
headed toward a heated exchange now had a chance to become a controlled
discussion.

Step 2: Doing What the Situation Requires

It may be that as you feel more in control you'll want to continue the
discussion, or it may be that you need a break and will come back to the issue
at a later time. Sometimes after regaining emotional control, what you need is
to do something kind and soothing for yourself. Karen realized in the middle
of confronting her daughter about her self-injury that she no longer felt
tongue-tied by frustration and could calmly talk about it with her daughter.
Sidney felt such an overwhelmingly heavy sadness when his son explained for
the sixth time that month that “I just had to do it, Dad,” that he needed to be
alone for a little while before he could talk to his son without making them
After regaining both feel more overwhelmed.
emotional control, do Whatever you decide to do, it will be done under your
something kind and  balanced emotional control rather than under the sway
soothing for yourself. ¢ negative emotions, and that will undoubtedly feel
better to you. As I have stressed before, it is very
important that you practice these skills in noncrisis situations first. Practice
emotional mindfulness when you’re annoyed at a waiter or when you see a sad
story in the newspaper or on TV. Use the ordinary moments in life to practice
these skills.

An equally important DBT skill that is quite related to mindfulness of
current emotion is mindfulness of current thoughts. Mindfulness of current
thoughts can be a real aid in slowing things down in those heated or anxiety-
filled interchanges. It can serve as a deterrent to impulsive and ineffective
parenting behavior. Mindfulness of current thoughts is simply bringing your
attention to your cognitions. You are to become an observer of those thoughts
and not a participant. In mindfully noticing our thoughts it is critical that we
discern which thoughts are mental representations of facts—for example, what



happened, where, and when—versus which thoughts are emotionally driven
and are based in our beliefs (“She is trying to push my buttons).”

When we can discern the facts of a situation—somewhat independent of
our emotions and beliefs—we are in a better position to problem-solve
effectively.

When mindfulness of current emotion or mindfulness of current thoughts
is beyond your abilities in the moment, we have another DBT skill to employ.
This is the STOP skill, which we introduced briefly in Chapter 2. The STOP
skill comes from the distress tolerance module.

The STOP skill is used when you notice that you have moved into emotion-
minded action that is liable to make the current situation worse. Your
emotions are running strong, and ineffective impulsive behavior is banging on
the door.

S: Stop whatever you are doing. Halt your behavior immediately.

T: Take a step back. Give yourself some space from the current situation.
This space can be physical, as in gently leaving the discussion by
apologizing and saying that you cannot continue effectively.
Alternatively, you can psychologically take a step back and practice
mindfulness of current thoughts and emotions.

O: Observe what is occurring using your mindfulness skills. Try to focus
on just the facts of the situation.

P: Proceed mindfully, keeping your objectives in mind and mindfully
strategizing about how to attain that objective.

There are moments, however, of extreme emotional dysregulation when
accessing any of these skills may be more than someone can reasonably do. In
those moments the skills you want to reach for are the TIPP skills. These skills
also come from the distress tolerance module.

The TIPP skills are all about “tricking” your body into a state of relative
calm by using temperature (T), intensive exercise (I), paced breathing (P), or
paired muscle relaxation (P). The TIPP skills all work because they activate the
parasympathetic nervous system, which works at lowering emotional arousal.
Here is how to use the skills and a little bit more about how they work.

e The T in TIPP: We have all heard stories about people who fall through
the ice and survive, even though they were submerged for a period of time that



should have brought a bad ending to the story. How does this miracle occur? It
turns out that when cold is applied to a nerve that runs through our faces (the
vagus nerve), it causes our rate of respiration and heart rate to slow way down.
In this way the person’s body goes into a kind of slow motion that allows the
person to survive under water longer than expected. This is called the
mammalian dive reflex. Now, it also turns out that slowed respiration and heart
rate are incompatible with extreme emotional experiencing. So if you are in
the throes of emotional turmoil and can’t seem to find your way out, putting
something cold on your face will bring about a sense of calmness. The best
way to do this is to place your face in a bowl of ice water for as long as you can
hold your breath. It may take one or two dunks to bring about the relief, but it
is almost guaranteed to work.

o The I in TIPP: Intense exercise can also induce a state of calmness. The
trick is to exercise for 20 minutes or so (less if you are not physically active) at
an intensity that substantively increases your heart rate. After you finish
exercising, you will note a sense of calmness, due to a particular set of
endorphins that are released when we are very active. This is sometimes
described as a “runner’s high” and will help you get emotionally regulated.

o The First P in TIPP: This P stands for paced breathing. The goal of paced
breathing is to slow your breathing cycle down to five or six cycles per minute
and have your out-breath be two counts longer than your in-breath. The
longer exhale will activate your parasympathetic system and decrease
emotional arousal. This skill takes some practice to find which rate of
breathing is best for you, so play around with it until you find a rate that is
comfortable.

o The Second P in TIPP: This P is for paired muscle relaxation. When we are
using this skill, we are tensing various muscle groups and then relaxing them
as we exhale. It is best to start at the top of your scalp and slowly work down
your body, tensing your muscles and then relaxing them as you exhale. After
progressively going through the muscle groups, scan your body to see if you
are still holding tightness in any of them. If you are, focus on tensing and
relaxing those muscle groups. Remember to exhale as you relax.

An important caveat: If you have a heart condition that could be
made worse by a rapid decrease in heart rate, using cold



temperatures—the T in TIPP—is NOT for you. So if you have any
concerns, ask your doctor before using this skill.

It is best to have another skill in mind that you can use after the TIPP skills,
as the relief from these skills is somewhat short-lived.

CHANGING WHAT YOU FEEL IN THE MOMENT: OPPOSITE
ACTION TO CURRENT EMOTION

Imagine that you just noticed your child has a new cut on her wrist. You
thought she was in distress an hour or so ago, but when you asked her if she
was okay and whether she needed any help, she said everything was “fine.” In
this situation you would most likely feel a combination of worry, sadness, and
anger: worry that your child is still resorting to self-injury, sad that shes
unhappy, and anger that when you offered help, she denied there was a
problem. As the day wears on, you find that these painful feelings keep
circulating through your mind, making it difficult to stay focused at work and
impossible to take pleasure in the good things that happen during the day. You
are stuck in the feelings generated hours ago. Clearly you need a way to change
your current emotional state.

The skill set that will help you in these situations is opposite action to
current emotion. We use opposite action when the emotion we are feeling
doesn’t fit the facts or is more intense than the situation calls for or when the
feeling lasts longer than is useful. Acting opposite to current emotion means
you are deliberately deciding to change the way you feel. If what you're feeling
seems appropriate to the situation, though, you may not want to change it. For
example, if you have experienced the loss of a loved one, you want to stay with
the sad feelings as part of the grieving process.

Simply put, opposite action to current emotion requires you to choose an
activity opposite to what your current emotion is pushing you toward. For
example, if youre like most people, when youre feeling depressed and
lethargic, your body tells you to get into bed and pull the covers up over your
head. You have the impulse to get out of life and just lie still. The opposite
action would be to deliberately and with conviction get involved in an activity.



While this is certainly easier said than done, with some effort you can achieve
great results. Staying with this example, you might decide to take a brisk walk
or go to the gym. _
. . . . Your goal is to

All emotions have a corresponding action potential. change the way
Anger tends to make us move toward attack, for you're feeling. Want
example, while fear makes us withdraw, and shame fl.o crawl into bed?

ake a brisk walk
makes us want to hide. Once you recognize an emotion’s instead. Feel like
action potential, the trick is to pick an activity that is its Screaming and
. . pounding the wall?

direct opposite. For example, you come home and find How about some
bloodstained tissues in the bathroom again, and your soothing music
child has left a note saying he’s gone to a friend’s house Instead?
and won't be back for several hours. After calling him
and checking in, it wouldn't be too surprising if one of the emotions you felt
was anger. You think about calling him back and insisting that he come home,
or you think about how you're really going to let him have it when he gets
back. But wait! You notice (mindfully) that you are just cooking your anger,
and in fact you want to change the way you feel. You decide to do something
nice either for yourself or for someone else. So instead of giving in to the
action of the angry emotion, you prepare your favorite dinner for the family.

Opposite action to current emotion is a very effective skill but one that is
difficult to master. To optimize your chances of success, I believe there are
three critical things to keep in mind. First, understand that this skill is about
acknowledging what you feel in the moment. It's not about denying what
youre feeling or judging what youre experiencing—it’s only about accepting
how things are in this moment. Second, be sure to accurately label the emotion
you want to change and its corresponding action potential. You can do this by
using your emotional mindfulness skill. You must know what you're feeling in
order to take the opposite behavioral action. Third, you have to totally commit
to doing this skill. You will not reap the benefits if you participate in a
halfhearted fashion. Opposite action to current emotion requires that you
throw yourself into the activity 100%. The following are some guidelines for
opposite action to the particular emotions of sadness, anger, fear, shame, and
guilt.



Feeling Opposite action

Sadness ~ Physical movement

Anger Do something nice for yourself or someone else
Fear Face it

Shame Face it

Guilt Either repair it or tolerate it

Opposite Action to Sadness: Physical Movement

As I suggested earlier, sadness and depression seem to drain us of our energy.
Often it feels as if we just don’t have what it takes to do the simplest of tasks.
All we want to do is lie down and rest. We are preoccupied with dark thoughts,
and it feels as if our lives will never get better. The action potential for
depression is to stay still. If, however, you decide that you want to shake the
blues, then choose an activity that requires physical movement. You dont have
to run a marathon. Try a quick-paced walk, turn up the music and dance, or
go to the gym. I think you will find that your mood will change as you get
involved in the activity.

Samantha felt that she could hardly get out of bed when she awoke and
instantly remembered the new scabs shed seen on her daughter’s arms the
evening before. As she remembered them, an intense wave of sadness came
over her, and with it a powerful urge to pull the covers up and go back to sleep.
She felt extremely fatigued. She knew she had to get up to go to work, but her
body was telling her to stay in bed. She recalled the skill of opposite action to
current emotion and decided to try it. She turned on some music and began to
stretch.

Opposite Action to Anger: Do Something Nice

When we're angry, we want to strike out and go on the attack. Sometimes this
is just what the situation requires, but often attacking will only make the
situation worse. We feel stuck in our anger and begin to ruminate on the
unfairness of the situation. We imagine what we would like to do or say to the



person with whom we are angry. We cook our anger until it takes over our
mind and ruins our day. If you're angry and can take an appropriate action to
improve the situation, then by all means do so. For example, if you feel
slighted by your spouse and think a discussion will resolve things, then do it.
In those instances where there isn't any effective action you can take, however,
rather than cook your anger into a spicy ragout, try opposite action.

In the case of anger, opposite action would be doing something kind for
yourself or for another person. Send someone flowers or make your spouse a
special dinner or inquire after an old friend. Trust me: getting involved in acts
of kindness will help dissipate your angry feelings.

Opposite Action to Fear: Face It

When were frightened or worried about something, we have a tendency to
avoid those situations that are likely to elicit this emotion. For example,
parents who have a child who is engaged in self-harm often become fearful of
confronting him or her about something out of the worry that it will cause an
argument that will lead to self-harming behavior. When we give in to fear and
avoid situations that require action, we now have two problems instead of one:
the original problem plus the sense of diminished self-regard that we typically
feel when we know we're avoiding something because of our worry.

So if fear is making you avoid something that really needs to be addressed
and you are troubled by a sense of diminished self-esteem, approach the
problem head on. Do what youre afraid to do. Again, I suggest that you
practice this skill on the small worries first. If you're afraid of telling a bossy
friend that you have to cancel a dinner engagement, for instance, take a deep
breath and just do it. Let yourself have the experience of knowing what it feels
like to approach and master fearful situations—I guarantee it will work
wonders on building your confidence to tackle the harder issues.

Opposite Action to Shame: Expose Yourself to It

Shame is such an awful emotion. Shame makes us want to disappear and hide.
Parents who have a child who engages in self-harm frequently experience this
emotion in situations where they have to explain something about their child’s



status to a friend or relative or to the school or another institution. People
work very hard to avoid the experience of shame. Sometimes when parents
avoid shame, they are unwittingly cutting off their noses to spite their faces—
that is, they may be depriving themselves of the much-needed help and
support available from friends, relatives, and institutions.

The trick is to make the best assessment you can about who in your world
can be trusted with this very sensitive information and speak with them. You
want to avoid sharing information with people who are going to induce shame
—that is, those who are likely to negatively judge you or your kid. Once you
have figured out whom you can trust, I suggest that you deliberately speak
with these folks about your situation. When you do this, expect that shame
will rise to the surface and, as it does, just notice the experience without
avoiding it.

The psychological principle at work here is known as exposure. It turns out
that when we are racked with shame, exposing ourselves to the experience
without judging ourselves or avoiding the experience will diminish the
intensity of the shame. The same principle is at work if we listen to a favorite
song over and over again—after a while it loses its charm for us. The more you
do this exercise, the less shame will be a factor in your life.

Opposite Action to Guilt: Repair or Tolerate It

What parent doesn’t feel some guilt about his or her parenting? A certain
amount of guilt just seems to be an occupational hazard, but being overrun by
guilty feelings will leave you feeling awful about yourself and put a black cloud
over your life. Here are some ways you can manage your guilt.

There are two central questions to ask yourself that will help you figure out
whether your guilt is warranted or unwarranted. It's an important
differentiation to make because warranted guilt requires you to make a repair
and an apology, while unwarranted guilt requires you to tolerate your distress
without the repair and apology.

1. Are you responsible for having done something, either unwittingly or
intentionally, that has been harmful to your child, or does your guilt arise from
some judgment about yourself that is less reality based? Here is an example of
what I mean. On Sunday night your son asks if you can pick him up after



school on Tuesday rather than his having to take the bus. He tells you that he
wants to get to his friend’s house as early as he can because all his friends are
getting together to play a new video game. You agree and tell him that you will
be there. That is the last time you and he discuss the arrangement. Tuesday
comes and you are swamped at work. Your agreement to pick him up just falls
out of your head. Around 3:30 the phone rings: it'’s your son asking where you
are. In all likelihood you are going to feel a little guilty about having forgotten
to pick him up. In this situation it would make perfect sense that you would
feel guilt.

2. Have your actions violated your ethics or values? Molly’s 14-year-old
daughter has come in way past curfew over the last several weekends without
any good explanation. An important value in their family is that members
keep their word about the commitments they make, and that if they can’t keep
a commitment they let people know about it in a timely manner. Furthermore,
Molly is pretty certain that some drinking may have occurred on these
occasions. The last time she was late, Molly put her on notice that the next
infringement would result in a grounding for the following two weekends. The
girl acknowledges that she understands the consequences for being late. The
next Friday night she comes home 2 hours late with no phone call. She
understands that she’ll be grounded.

Several days later, however, she informs Molly that the next weekend her
former best friend, a girl who moved away years ago, is coming back to town
for just one night. She pleads with Molly to cut her some slack, but Molly
holds her ground in what turns out to be a very upsetting interchange, leaving
the girl sobbing in her room for hours. That's when the guilt starts bubbling to
the surface, pushing Molly to reconsider the limit she set. Her guilt is getting
the best of her and she wonders whether sticking to her guns is the right
choice. Is Molly’s guilt warranted or unwarranted?

Most of the situations we encounter as parents are not clear-cut cases of
warranted or unwarranted guilt, and this one’s no exception. Let’s take the
example apart. I think everyone would agree that Molly was well within her
parental rights to set the limit and that the conditions for grounding are fair.
In fact, I think we would say that she would have been remiss in her duties had
she not set the limit she did. Furthermore, at the time the limit was set, the



daughter seemed to understand and accept the consequences for her lateness.
So far so good, but now it gets tricky.

While it is true that her daughter is hurt by the limit because she can’t see
her friend, I don’t think we can hold Molly responsible for her daughter’s hurt
feelings, nor can we say that Molly has done something that is at variance with
her own values or ethics. The daughter is responsible for her response to the
punishment; her mother may feel understanding but shouldn't feel guilty.
Consequently, the guilt that Mom feels is unwarranted, and she should act
opposite to the emotion and not apologize and/or undo the consequences. Her
daughter will not be able to see her old friend.

In short, warranted guilt requires a repair and an apology, and unwarranted
guilt requires that we tolerate our distress and stick to our guns. Opposite
action to current emotion is a powerful skill that, when used effectively, will
help turn down the temperature on negative emotions and increase moments
of calmness, happiness, and pleasure. What parent wouldnt want more of
that?

TAKE CARE OF YOURSELF

I really don’t want to sound like your guilty conscience, but it’s just a fact that
managing your life with sufficient sleep, healthy eating, reasonable exercise,
and moderate use of alcohol and other substances reduces your susceptibility
to the negative emotions. For example, in times of stress our bodies need good
nutrition to manage the extra workload. All too often in such times, we just
don’t have the energy or feel we don’t have the time to eat right. We skip meals,
eat more fast food than usual, and/or soothe ourselves with rich desserts.
While all of this is understandable and I certainly would not encourage you to
move to a Spartan diet—after all, having some treats in your life is a good
thing—I ask you to be mindful of your body’s nutritional requirements. You
will feel better and have more resilience to get through the hard times if you
do.

Living somewhat off the mark can limit your capacity to fully experience
moments of happiness too. Just think how tough it is to enjoy your day when
you are sleep deprived or hung over. When our lives become more stressful—
and living with a child who engages in deliberate self-harm certainly is highly
stressful—we often resort to coping strategies that may work in the moment



but leave us more depleted in the long run. Having that extra drink or glass of
wine is an example of a strategy that may promise short-term relief but
generally works against us in the overall scheme of things. The stress
associated with a child who has emotional troubles can cause you to lose sight
of the healthy things you need to do for yourself as you throw yourself into the
process of helping and getting help for your child. Exercise, healthy eating, and
activities you find fulfilling are often casualties of the process. You may
sacrifice doing the things you enjoy so you can be more available to your child.
When I meet with parents who have a child who is self-harming, I routinely
ask them what they are doing to lower the stress level in their lives. If they tell
me they’ve given up almost everything they used to enjoy, I encourage them to
get back into those activities that make life a little more worth living.

Signs That You Need to Take Better Care of Yourself

* Are you eating more fast food or junk food because it just seems easier or
quicker?

o Are you feeling tired all the time?

« Are you feeling pressured and stressed by things or events that you
ordinarily have taken in stride?

 Are you more irritable?

« Do you have the sense that there is no time for you anymore?

RELATIONSHIP MAINTENANCE

As the song goes, “You always hurt the one you love,” or, in some cases, the one
you used to love. Relationships are always tested in times of stress, and
parenting relationships are no exception. At the very time when the parenting
partnership is most in need of protection and maintenance, it often falls by the
wayside when a child has emotional difficulties. All too frequently different
parenting styles that have been overlooked in the past are now called into
question as possible causes of or at least contributors to the child’s self-
injurious behavior. Long-standing difficulties in communication that were
annoying at worst now become major points for concern. As the relationship



worsens, the possibility that it could be a source of comfort goes down the
drain. Parents feel wronged, alone with their worry, and angry. Keeping the
parenting relationship alive, vital, and a source of comfort is of critical
importance in helping you stay balanced.

Coming to a Meeting of the Minds

It seems to be a human tendency that when we are stressed, we fall into black-
and-white thinking. If one parent is right, then the other parent must be
wrong. Discussions can quickly deteriorate into heated battles over whose
position is valid and why the other person’s is not. Feelings are hurt, and anger
and frustration take the day. The relationship, no longer a source of support,
becomes yet another problem to be solved. One way to avoid this awful
situation is to work at maintaining a dialectical discussion (see Chapter 4 for a
review). The following pointers will help you avoid those dead-end
discussions:

1. As hard as it may be to believe, you don’t have the corner on the market
on truth, nor does your partner.

2. Ask yourself, do I want to be right or do I want to be effective?

3. Work at finding at least the grain of truth in your partner’s point of view
without giving up on the grain in yours.

4. Look for what each of you is leaving out of the picture.

5. When the discussion gets back on track, validate your partner and
yourself. Validation at this point might just accomplish two things. First,
it may smooth the way for the discussion to continue in a reasonable
manner, and second, it may reinforce more effective communication.

Repairing the Relationship

To use your relationship, whether it is with your primary parenting partner or
not, as a source of comfort, you have to know how to make a repair when
things have gone south. I can almost guarantee you that being skilled at this
will maximize the support and comfort you get to reduce the stress in your



life. The good news is that you don’t have to learn a new skill; the GIVE skill I
outlined in the previous chapter is the one to reach for.

Often the hardest part of making a repair is overcoming your aversion to
making the first move. If you ask yourself questions like “Why is it always me
who has to apologize first?” or make statements like “I wouldn’t have said the
things I did if she hadn’t started in with me,” your suppositions may be 110%
correct—but, again, the essential question is: Do you want to be right or do
you want to be effective? “Effective” in this case means working at repairing
the relationship so you can get more of what you need. The choice is up to you.
I urge you to find the willingness to move in the direction of doing the things
that will help you get the comfort, support, and pleasurable moments you
need.

Keeping the Relationship Strong through Action

I'm going to end the chapter with a section on maintaining your primary adult
relationship. When that relationship is running smoothly, you are in a better
position to weather the hard times with your kid. Relationships work best
when time is set aside just for the couple. Keeping the couple strong and vital
goes a long way toward preventing parental burnout and helps you to create
times of comfort, pleasure, and support.

Keeping your primary relationship strong takes deliberate action. While

spontaneity is wonderful—and I encourage you to find
Whatever happens

for your children, those special moments when things just seem to happen
there will most likely ~—don't let your relationship slide for lack of planning.
come a time when . . . . . .

they will leave home. Mak.e time for going out to dinner, seeing a movie, or, if
When that time possible, going away for a weekend. Whatever happens

comes, itwill be just — f;- oy children, there will most likely come a time when
you and your partner, . ) R
so protecting the they will leave home. When that time comes, it will be
relationship nowisa just you and your partner, so protecting the relationship
wise Investment in . . . t ti f t R b
your future. now is a very wise investment in your future. Remember
that this is not a dress rehearsal, but time in your life that

you are not going to get back. Taking care of your relationship is taking care of
yourself. Your child will be better off for your efforts.

In this chapter I've focused on the immediate triangle of you, your partner,

and your child. In the final chapter, I'll help you navigate your way in the



wider sphere of the other children in the family, as well as your child’s friends
and school.
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How to Speak with Siblings, Friends, and
the School about Your Child’s Troubles

Self-harm is a difficult enough problem for you, your child, and the
therapist. But you also need to navigate your way in the wider world during
the time your child is being treated. In this chapter I'll share my advice on
the complicated and delicate matters of communicating with your child’s
siblings, friends, and school.

SIBLINGS

“Mommy, I know something’s wrong with Samantha. I heard you and
Daddy talking last night. Is she going to be okay? Why does she hurt herself?
Doesn't she like herself? Is she going to have to go to the hospital?” asked 8-
year-old Tommy.

“Samantha is having some worries now, and Dad and I are making sure
she gets the help she needs,” his mom replied. “I'm glad you asked, because
we know you have noticed how upset she gets sometimes, and how your dad
and I have been worried about her. Are you worried about your sister?”

“Yes! I get kind of scared when everybody gets so upset and worried,”
Tommy said. “Sometimes it seems like you guys just forget about me and
only think about Sam.”

Another sibling of a teen who self-harms, 16-year-old Bill, had this to say
about his sister: “I think she’s just a drama queen looking for attention! You
and Mom are just being idiots and don’t see that. You know she doesn’t even



try to stop, and all you guys do is give her the attention she wants. Plus you
send her to that shrink, who isn’t doing anything and is costing a fortune”

“Slow down here, Bill,” his dad responded. “I know it seems like she’s
doing this for attention, but we don’t think that’s the whole story. We know
this makes you angry. Your sister is pretty unhappy right now. Please do me
a favor and just open your mind to other possibilities about why she cuts
herselt”

“Like what? That she enjoys the pain or that it makes her feel cool?” Bill
replied sarcastically.

“Actually, I didn’t have those in mind. I know how upsetting this is to you,
and I think more information would help. Your mom and I are concerned
about how this is affecting you. If you can find a way to open your mind to
your sister’s seemingly crazy behavior, I can try to tell you about some other
possibilities, and I think youd feel better about how we’re handling it,” Dad
replied.

A child who self-injures affects every other member of the family. If you
have other children, it can be very hard not to allow the one who self-harms
to become your primary focus. I encourage you to stay mindful of the other
children’s needs for your time and understanding. Knowing that your other
sons or daughters are angry or jealous because one child is getting all the
attention hurts. Naturally you don’t want them to suffer, and you hope they
can feel empathy toward the troubled sibling.

Let me make it clear that it’s totally normal for them to react with anger
and worry about whether theyre going to get their own needs. They may
even be angry with you for not being able to “fix” this problem quickly. In
the following pages I offer some guidelines for how to deal with your other
children so that they don't feel ignored.

Validate Siblings’ Experience

The best tool to help you, once again, is validation. If you can validate how
hard it must be for them and be nonjudgmental about their anger or other
negative feelings, not only will it be easier for them to manage what’s going
on with their sibling but they’ll also stay connected with you. Maintaining



that connection will help them get what they need from you and be more
resilient in the long run.

Drop Guilt and Turn to Empathy

Let me say something about guilt. Every parent has it, whether or not his or
her kids are struggling. We have it because we all have limitations. There
isn’t one of us who parents perfectly at all times. Good parenting actually
involves being aware of our limitations so that we don't push ourselves
further than we can go. When you have a child who is not doing well, worry
about whether you have been a good parent can expand to huge
proportions. Add other children who may have to sacrifice some of your
time and energy to their troubled sibling and the situation is ripe for guilt.
It's hard to accept that you can’t do it all, but of course there will be times
when you can’t. Be aware of your guilt and respond to your children with
empathy rather than trying to make it up to them with gifts or material
things.

Stay Involved in Your Other Kids’ Lives

Of course having a child who self-injures is going to demand more of your
time, but make sure to find ways to be part of the other kids’ school and
extracurricular activities. On those occasions when you have to miss an
event because of an appointment or because you're just worn out and need
time for yourself, be sure to offer the other child an alternative time when
you can be together. Think about involving other adults in their lives to add
to their support system. While no one can take your place, having another
caring adult available who is aware of your child’s problems can make all the
difference when you and the childs other parent are stressed and
temporarily distracted. Consider informing teachers or guidance counselors
that the family is under stress so that school personnel can be on the lookout
for problems and available to step in to offer more support should you need
it.



TALKING ABOUT THEIR SIBLING’S SELF-HARM

The other kids in the family frequently don’t know if, or how, they should
address the feeling that they’re getting less from you, or how to ask questions
or give voice to their worries. If you decide to keep your teenager’s deliberate
self-harm a secret from the other children in the family in the hopes that it
will protect them from undue stress or safeguard the injuring child’s privacy,
you may unwittingly create a number of additional problems. Kids are very
perceptive. They probably know that something’s going on, but the climate
of secrecy will deter them from getting information that might help them
manage their concerns. So the secrecy only results in depriving them of
adult help, leaving them to struggle with their anxieties alone. In addition,
being aware that a secret is being kept may make the other kids think
something’s going on that is so awful as to be unspeakable. Consequently,
the secret, rather than protecting them, may create more worry than is
warranted.

How much the other kids in the family are affected depends on a number
of variables, including their ages, the kind of relationship they have with one
another, and their resiliency. Sometimes the other kids let you know about
their feelings, and sometimes they remain silent. Knowing how to explain to
the other children in the family about deliberate self-harm and how you as
parents are getting the child the help he or she needs, and inviting the
siblings to express whatever concerns they may have will reduce the tension
in the family and help you all function in a healthier way. The following
three factors are critical in helping you establish guidelines that will steer
you through these tricky waters.

1. Before you speak to the other kids in the family, you and your troubled
adolescent must have a clear understanding about what information is going
to be shared. Respect the self-injuring child’s need for privacy, but at the
same time address the needs of the other children in the family. Negotiate
what information is going to be shared and with whom, and whether the
adolescent is going to be part of the discussion. What is nonnegotiable is
whether information is going to be disclosed or not. Notice below how
Samantha’s dad is validating but firm. See how he does not back down in the



face of Samantha’s rising emotions. Balancing validation with clarity and
calm firmness is the path you seek.

2. Decide what to say based on the siblings’ ages. Kids in elementary school
need a more global but clear version of whats going on, while children in
middle and high school can probably tolerate a more factual version of their
sibling’s behavior. Notice how Samantha’s father is very clear about how he
and his wife are managing the situation and how he remains responsive to
his son’s worries without burdening him with too much information. The
most important principles with younger children are (1) to be honest
without giving them more information than they can handle, and (2) to
convey the sense that while things are troubling, you are in charge and
capable of managing the situation.

Adolescents may know other kids who self-injure and may subscribe to
some common misconceptions about the behavior, or they may harbor
critical judgments about what kinds of people resort to self-injury. Often
adolescents, especially boys, use anger and contempt to distance themselves
from their worry and concern for their sibling. On the other hand, they may
have some real capacity for empathy and concern that might translate into
support for their self-injuring sibling.

Children in early adolescence may need a slightly different approach than
kids who are 16 and older. Kids in this age group (middle school) vary,
sometimes moment to moment, between being adolescents and being more
like a younger child. Consequently, how much information you share with
them depends on your assessment of their level of maturity. Children who
are closer in maturity to younger children need the information in more
general terms, while the more mature kids can use more detailed
information that might include a discussion about the function of self-injury
and how their sibling is getting the help he or she requires. In either case,
adolescents, like younger children, need to be made to feel that there is
room for their questions and their concerns.

3. Be careful in gauging the resiliency of the children and their capacity to
manage the information about their sibling. Some things you need to take
into consideration are how much stress the other children in the family are
currently under, whether they are emotionally sensitive and likely to be



overwhelmed by too much troubling information, and whether they have
other outlets that may help in modulating these worries. Taking these
factors into consideration will make you better able to think through how
and what you want to say to them.

Checklist for Assessing Stress before Approaching Your
Elementary School Child

 Is your child more silent and withdrawn than usual?
[ Does your child seem clingy and needy?

[ Does your child have school or behavioral problems?

Checklist for Assessing Stress before Approaching Other
Teens in the Family

Does the teen seem more withdrawn than usual?
Is your teen staying away from home more than usual?

Does the adolescent sibling seem irritable with you?
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Has there been an increase in behavioral or school difficulties?

“Samantha, your mom and I need to speak with you about how we're
going to talk with Tommy about the problems youTre having,’ said
Samantha’s dad.

“I don’t want you to say anything to him. It’s none of his business, and
anyway he will blab things all over the neighborhood!” Samantha angrily
replied.

“Your mom and I want to protect your privacy and help Tommy with any
worries or questions he may have,” Dad answered.

“I don’t want him to know!” Samantha countered quickly.



“While we want to be sensitive to what you want, Tommy let Mom know
that he knows something is going on with you and that he’s confused and
worried,” Dad replied.

“I have all these problems, and now you guys are making it worse. Why
can't you think about how I feel for once?!” Samantha said with anger and
sadness rising in her voice.

“The fact is, were all worried and concerned. Tommy needs some taking
care of too. Do you want to be part of the discussion? Then you can tell him
how important your privacy is to you,” Dad replied in a calm but firm
manner.

“All right, I guess. I don't like this one bit, but I didn't know he was
worried. Yeah, let’s talk with him together,” Samantha suggested.

Finding a way to help the other children in the family understand what’s
happening with their sibling will go a long way toward easing your mind
and helping you feel a little less overwhelmed. The trick is to find the middle
path between not burdening the children and respecting their capacity to
manage a difficult situation. Keeping these guidelines in mind will help you
come to the right decision for your family members. Now lets talk about
dealing with people outside the immediate family circle.

EXTENDED FAMILY AND FRIENDS

What, and how much, should you tell extended family members and friends
about your child who self-injures? It’s a difficult issue. Let’s start by figuring
out why you're talking to them about this delicate family matter.

What Is the Goal of Sharing the Information?

The best way to think about sharing information with extended family and
friends is to get clear about your goals for doing so. As with speaking with
siblings, it’s important that before you share any information you let your
teenager know with whom, what, and why you’re sharing this very sensitive
information about her. So take a little time and ask yourself a couple of
questions that will help you get clear about your goals.



First ask yourself, What is my objective in sharing this information? Am I
looking for a source of support? Do I expect the person or people with
whom I'm going to share this information to be understanding and
supportive or judgmental and critical? Are these people likely to be
supportive to me but critical and judgmental of my child? For example, a
friend might convey support for you by blaming your kid for putting you
under so much stress. Conversely, he or she might be supportive of your
teen but blame you for the child’s difficulties.

Can You Protect Your Teen’s Privacy Adequately?

Second, can I trust them not to share this information with other family
members or friends who may not be supportive? Or do I need to provide
just enough information about the situation to protect our family’s privacy?

For example, your child has cuts on her arms and she and you feel that it
could be awkward to go to the family reunion at the lake this year. Her
brother and sister have been looking forward to the reunion for months and
would be terribly disappointed if they couldnt go. The extended family
knows that your daughter has been having some kind of emotional trouble,
but theyre not aware that she self-injures.

What are you going to do? You and your daughter might be more willing
to be forthcoming if you were pretty sure that the response from others was
going to be warm, supportive, and understanding. If that were the case,
disclosing the information beforehand might be the right thing to do—it
would make it easier for your daughter to attend the reunion, and you might
feel taken care of by your relatives. On the other hand, if sharing
information were likely to make the situation worse, then the best course of
action might be to give very limited information about your daughter and
see if you could make arrangements for her to do something else during the
reunion. That way her brother and sister would not be penalized because of
her troubles and you would not lose out on going to the family gathering.
Let me explain how I'm using the phrase “limited information.”

Is Lying Ever a Good Idea?



Youre in a tough situation, and there may be some circumstances that
would make you want to lie about the troubles at home. For example, if you
know that someone holds the belief that theres no such thing as a
psychological problem and that therapy is a bunch of hooey, being totally
honest with that person about what’s going on with your child is most likely
to lead to an awkward conversation at best. If you think that all you're going
to get from this person is judgment and grief, but you do need to provide
some explanation, lying might seem like a reasonable strategy.

I believe, however, that lying brings with it a whole host of unforeseen
problems. It compromises our sense of integrity and that erodes our self-
esteem. For most people the usual emotional response to telling a lie is
feeling guilty, and nobody enjoys that emotion. Furthermore, when we're
caught in a lie, we most often feel ashamed. And it almost goes without
saying that lying complicates our interpersonal relationships. If the self-
injuring teen becomes aware of the lie, it could give her the message that
what she’s doing is so horrible that it must be hidden at all costs. Don't you
have enough to deal with already with this troubled child?

My advice: Avoid lying whenever possible. That doesn’t mean you have to
disclose everything about the situation at home, just enough to be effective
in achieving your goals. When you hide the full story, it'’s generally better to
stick with some partial truths rather than fabricating untruths.

So what should you say? Most people know at least a little about
depression from news stories or from people they know who have suffered
with it. Because kids who self-injure are often depressed, it’s not such a
stretch to focus on that aspect of their troubles. It lets someone know the
general realm of the problem (mental health) without violating your teen’s
privacy. You can talk also about “difficulties with coping” and “problems
with self-esteem,” both of which, again, tell a partial truth without revealing
too much.

Of course, these partial truths will work only in those situations where
the teen’s scars are not visible. Most kids are reluctant to allow other people
to see their wounds. There are, however, a minority of kids who do want
people to see them, either as a communication about their distress or as an
expression of anger or rebellion. I would suggest that you have a discussion
with your child about the impact of her scars on other people and why you
believe discretion is advised. If she insists on displaying her scars, then I



would let her know that it will be her responsibility to explain to people
what’s going on. Also let her know that youre going to be open with people
and give your version of events.

If she continues to show her scars, you will be in a position of having to
be honest with people and to educate them as best you can, but you should
also suggest that they speak directly with your daughter. Using your distress
tolerance skills can be helpful, as this is potentially a very stressful situation.
You always have the option of not allowing the child to see these people if
that seems the most prudent strategy.

Accepting Others’ Limitations

No matter how careful and skillful you are, there are some harsh realities
you'll need to manage. There will be people who distance themselves from
you or your child because theyre afraid of what he does. People can find
self-injury frightening and deeply disturbing. You can’t educate everyone,
especially while you’re also trying to take care of yourself and your family. If
your child loses friends, or her friends’ parents won't allow contact when
they learn of the self-injury, be validating about the loss. Over time these
natural consequences may help channel some of your child’s energy into
change and recovery.

What to Say to Those You Trust

You need to hold on to the relationships that will be most sustaining for you,
and that means trusting your instincts about whom you can talk to openly
and honestly. Most parents find it comforting to have a select group of
people with whom they can be honest. Talking with too many people in an
attempt to get support will usually leave you feeling exposed and vulnerable.
You'll probably have a few people in your life with whom you will want to
share this problem, and in order to elicit support, you might have to
demystify it.



Here are some guidelines for those few close friends and extended family
members you'll want to share this with:

 Explain that self-injury is most often a way for a person to cope
with overwhelming emotions.

 Counter any misconceptions they may have about self-harm, such
as its being a suicidal gesture.

« Be clear about what you need in terms of support: Request that
they listen without giving advice or ask specifically for help with
problem solving.

o If you're concerned that sharing this information will change their
opinion of you and your child, be open and talk it through with
them.

THE SCHOOL

It's not uncommon for kids who self-injure to have problems in school.
These difficulties can be of a social nature, an academic nature, or both. Kids
who self-injure are often mood dependent. Consequently, when they’re
feeling sad, angry, or overwhelmed, they may have great difficulty paying
attention in the classroom or completing homework assignments. As they
are caught in a downward spiral of missed assignments and poor grades,
their attitude toward school deteriorates. As soon as you become aware that
your child is falling into this pattern, it’s time to access additional school
services.

In addition, school forms the basis of a teenager’s social life. It is the
primary place where kids develop and learn how to manage interpersonal
relationships. Often, when a child begins to self-harm, rather than being
supportive, other children may withdraw from the friendship. This can also
have a negative effect on the child’s attitude toward school.

It's important that you find ways to make the school environment as
positive an experience as it can be. This may require working with the school
to create an individualized education program, or IEP. The key is to respond



quickly when you notice that school is becoming a problem, either
academically or socially, for your child.

How and When to Have the Discussion

School personnel may very well be the first adults to find out about your
child’s self-harm. Another student might get concerned and alert them, or a
teacher may notice the wounds. Once this happens, the school is required to
take some kind of action. Schools are very worried about the copycat effect
that self-injury sometimes generates in a community of adolescents.

In my experience, schools respond in a variety of ways, from simply
notifying you and asking you to take your child to the pediatrician to
requiring the child to take a medical leave until the behavior is resolved. In
any case it is likely that you will be in an ongoing dialogue with the school.
In situations where the school knows about the self-injury, your best course
of action is to be forthcoming with information about the treatment youre
getting for your child and the progress he or she is making. Always maintain
a good working relationship with the school, as you may need to access their
services in the future. Depending on how sensitive and understanding your
school personnel are and how your child feels about bringing the school
more into the know, it can be a good idea for the school counselor to have
periodic updates from your kid’s treatment team. The bottom line is that
when the school knows about your kid’s behavior, being straightforward
with the facts is the best course of action.

In those instances where the child’s deliberate self-harming behavior
comes to light out of the purview of the school, parents are confronted with
a very different situation. The question then becomes, Do you tell the school
or not? Making this decision is similar to deciding whether and how to tell
friends and extended family. The first step is to get clear about your objective
in disclosing the information and then make some pros and cons charts
about the various options.

For example, if your child is going to be out of school for a couple of
weeks, you are going to have to say something to the school. If your
objective was to let the school know so that the teachers could provide
missing schoolwork for your child, but youre concerned that the school may



be less than sensitive about the issue of self-injury, then you would evoke the
“limited information” guideline about protecting your child’s privacy
mentioned earlier in the chapter. You might say something about serious
personal problems that your child is experiencing that are being actively
addressed and that you’'ll let the school know when your child will return.
On the other hand, if you believe that the school would be more supportive
and understanding if they had a fuller picture of the circumstances, then you
should be more explicit about the problem.

As you can see, sharing the information will require you to make a
judgment call. Work hard at noticing and tolerating any shame,
embarrassment, or guilt you feel that may compromise your abilities to
make a decision in the best interest of your child. This will help ensure that
you make the right decision and won’t second-guess your course of action.

Finding the Right Placement

The high school experience is as much about learning how to socialize, to be
part of a community, and to develop appropriate romantic relationships as it
is about getting an academic education. Learning how to negotiate these
rather complex matters is part of the task of any adolescent. Consequently,
whenever possible, the educational setting in which your child is placed
should mirror the one that the child would have been in had she not
developed these difficulties. If the child was headed toward a vocational or
arts high school, you should try as best you can to make that match. At this
point you are probably saying, This sounds great, but how do I make it
happen? Good question.

Only a few of us will have the means to pay privately for the educational
setting that best for our child. Most of us will have to rely on the special
educational services provided by our local school system. School systems are
required to provide special educational services to children who are having
difficulties being educated for physical or psychological reasons. The laws
around special education mandate schools to educate children in the least
restrictive setting. What that means is that they’re obligated to find the most
“normal” school that your child can manage. That can translate into a



mainstream setting with some extra counseling at one end of the spectrum
to a therapeutic boarding school at the other end.

Parents can access these services by requesting in writing that the school
undertake an evaluation of the child’s needs. Public school systems are
obligated to do this. At the end of the evaluation, if it's determined that your
child qualifies for service, the school will develop an IEP. The IEP is a
binding contract that the parents and school sign. If you don’t agree with the
services spelled out in the IEP, do not sign it! This is where knowing how to
talk with the school gets critical.

Special Programs

The first thing you need to keep in mind is that the laws are written in your
favor so, with the right strategy, odds are you are going to get pretty close to
what your child needs. So don't start with a “big stick” approach. You are
your child’s advocate, while the school has other concerns: they need not
only to match your child with the right services but also to consider
available program spaces and financial constraints. While that’s not your
problem, being sensitive to it is an important part of being effective.

Second, do your homework. Educate yourself about all the different
programs the school district offers. Then make an assessment about the one
you think is best suited for your child and which ones might be reasonable
alternatives if there’s no space available.

Finally, if you and the school can’t seem to get on the same page, several
courses of action are open to you. First, you can work with an educational
advocate who will help you negotiate with the school system. Some
advocates provide services for free, and others work on a fee-for-service
basis. You can probably get a list of advocates from the school system, from
the Yellow Pages, or on the Internet.

Or, you can hire a lawyer who specializes in helping parents get the help
they need for their children. The American Bar Association (ABA) website
(www.americanbar.org) contains links to referral services in each state, many
of which will help you identify lawyers with experience in special education
and disability law. In my experience this step almost always makes the
process adversarial, and should be used only as a last resort.



The take-home message is that with knowledge and perseverance, you
will most likely come very close to getting what your child needs. One way
to get started in locating educational advocates and/or lawyers to help you in
this process is use the Internet and search for educational advocates. This
search will produce any number of sites that will guide you in locating
someone in your area.

More Than 4 Years

One of the biggest stumbling blocks for parents and kids is thinking about
high school in a time frame other than the customary 4 years. I really want
to help you get past this view. While there are some downsides to your
child’s not graduating with her class, these are usually minor in comparison
with either not getting the treatment she needs or being in an educational
setting that stresses her beyond what she can reasonably do.

Not graduating with your class is a short-term problem. I can't tell you
the number of kids I have seen who did not graduate with their class,
received the help they needed, and in a few short years were right back up to
speed. Take the long view on this issue and don’t succumb to the pressure of
having to complete high school in 4 years.

Looking Ahead

Now that you've read this book, I hope you have the understanding and the
tools to help your child and yourself. I have no doubt that practicing the
skills I have outlined will, over time, help you to manage your own feelings
and to be more useful to your child. Remember to practice validation before
problem solving; use your mindfulness skills to help you see things as they
are, without judgment and without being pushed around by your emotions;
and count on the distress tolerance skills to help you through times of crisis.
In your darkest, most painful moments, remember that everything changes
—the moment you're in will change too. You now know that there is no
quick fix, but that eventually your child can get the problem under control,



deepening self-knowledge and learning important lifelong skills along the
way.

One last reminder: Always keep the long view—this is not a sprint, but a
long-distance run. I believe that with new tools, perseverance, and,
whenever possible, a little humor, you will come out of this with a better
appreciation for your kid’s strengths, more confidence in yourself, and a
better relationship with your teenager. You can do this!



APPENDIX A

Effectiveness of the Adolescent Intensive
Dialectical Behavior Therapy Program

Two Brattle Center’s (TBC) Adolescent Intensive Dialectical Behavioral Therapy Program is designed
to improve the psychological, behavioral, and social functioning of adolescents experiencing
emotional dysregulation and/or self-injurious or self-defeating behaviors. TBC is committed to
providing evidence-based treatment and to monitoring clinical change over the course of treatment to
ensure that clients are improving in desired ways. Toward this end, we conduct biweekly assessments
with all clients in this program and provide the results to clinicians and families so that they can track
and ensure desired change over the course of treatment. We measure changes in psychological
distress, symptoms of depression and borderline personality disorder (BPD), emotion regulation
skills, self-injurious thoughts and behaviors, and overall functioning within the family, socially, and at
work.

Presented here is a summary of the change observed for a consecutive series of 42 clients treated in
the adolescent DBT program during 2005-2006. The purpose of this brief document is to provide
objective information about the average amount of change experienced by adolescents and families
participating in our program (individual results vary).

OVERALL PSYCHOLOGICAL SYMPTOMS

Over the course of treatment, adolescents reported a significant decrease in the overall experience of
psychological distress (depression, anxiety, anger, etc.), as measured by their report on the Brief
Symptom Inventory (BSI), a commonly used psychological measure of psychological symptoms.
Scores changed from an average of 90.77 before treatment to 68.10 after treatment, moving from the
very high end of the clinical range to a level that falls within the normative range for outpatient
clients. This amount of change in only a 4-week period compares very favorably to that observed in
other treatments.



Brief Symptom Inventory Changes
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DEPRESSION

Over the course of treatment, adolescents reported a significant decrease in the experience of
depressive symptoms, as measured by the Beck Depression Inventory, a commonly used measure of
depressive symptoms. Scores changed from an average of 29.23 before treatment (which represents
the “Severely Depressed” range) to 20.76 at posttreatment (which represents the “Mildly to
Moderately Depressed” range). Here too this amount of change in only a 4-week period compares
very favorably to changes observed in other outpatient treatments.
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SYMPTOMS OF BORDERLINE PERSONALITY DISORDER



Adolescents in our program endorse an average of 6.8 symptoms of BPD at the start of treatment (five
out of nine are needed to meet diagnostic criteria for a BPD diagnosis), and this decreases to 4.8
symptoms at the end of our 4-week program.

Borderline Symptoms Scale Changes
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SELF-INJURIOUS THOUGHTS AND BEHAVIORS

Adolescents in our program report a decrease in the experience of thoughts and behaviors of NSSI
(cutting, burning, etc.) as well as suicidal thoughts and attempts. The figure shows the average number
of each behavior reported in the 2 weeks before treatment compared to the last 2 weeks of treatment.
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Opverall, adolescents participating in this program report significant improvement in each of these
domains, as well as in the development of emotion regulation skills and functioning at home, socially,
and at work (additional data available upon request). Of course, changes in each area are not absolute,
and most adolescents continue to experience some psychological and behavior problems at the end of
this 4-week treatment—at which time a less intensive therapy schedule (typically 1-2 hours per week)
often is recommended. However, the changes obtained during this 4-week period are substantial and
are much larger than those reported in most other outpatient treatments.

We hope this information is helpful in providing data on the average amount of change that is to be
expected in our program. We encourage you to ask additional questions about this treatment and its
effectiveness, and we are pleased to provide further information to the fullest extent possible.

From Hollander, M., Wheelis, J., Photos, V. I., & Nock, M. K. (2005, November). Intensive outpatient
models of adult and adolescent DBT: Development and initial evaluation. In J. H. Rathus & M. K.
Nock (Chairs), Bridging the lab and clinic: Advances in the measurement and training of emotion
regulation, mindfulness, and interpersonal skills. Symposium conducted at the annual convention of
the Association for Behavioral and Cognitive Therapies, Washington, DC. Copyright © 2005 Michael
Hollander, Joan Wheelis, Valerie I. Photos, and Matthew K. Nock. Reprinted by permission.



APPENDIX B

Intensive Treatment Programs

In this appendix I want to familiarize you with treatment programs that run the gamut from 24/7
programs in an inpatient setting to those that meet multiple times a week for a few hours.

INPATIENT PROGRAMS

In this day of managed care, most inpatient hospital stays are relatively short, from a couple of days to
a week or two. The task of an inpatient stay is crisis stabilization, medication adjustment, and aftercare
assessment and planning.

Inpatient hospital units are the most restrictive level of psychiatric care. The doors are locked, and
the childs freedom is significantly curtailed. While each unit has its own protocol for treatment,
generally the child is seen once a day by a psychiatrist who will be assessing and possibly altering the
psychopharmacological regimen. There are nursing staff members available for check-ins throughout
the day. Parents usually meet with a social worker, who is most likely meeting with your child too. The
social worker has the major responsibility for developing and coordinating the child’s aftercare plans.
If the treatment team has questions about diagnosis, a team member may call in a psychologist to
administer some psychological testing.

Today psychological testing is not routinely part of the treatment protocol, so don’t expect it to be
done unless you advocate for it. Short-term hospital stays can be very useful in helping to develop a
more effective outpatient program, in changing medications, and sometimes in just providing a time-
out for you and your child. This kind of inpatient hospitalization, however, in all likelihood will not be
long enough, nor geared directly enough, to resolve deliberate self-harming behavior.

ACUTE SHORT-TERM RESIDENTIAL UNITS

Short-term residential units are often used as a step-down from an inpatient setting or as an
alternative to inpatient care. These units are accessed when the clinicians in charge of admission
determine that the child can be managed in a slightly less restrictive setting. Unfortunately, these units
are not as widely available as inpatient programs, so there may not be one in your area.

The typical length of stay on these units ranges from a week to a month. By and large these units
are slightly less restrictive than inpatient settings. Kids have a bit more freedom for passes and



privileges but still have a very structured treatment schedule. Typically there are fewer psychiatrists
and nurses than on an inpatient unit, but often more social workers and psychologists. The clinical
task of the short-term residential unit is similar to that of an inpatient unit, but the longer stay can
sometimes build a stronger foundation for the outpatient work to come.

DAY HOSPITALS AND INTENSIVE OUTPATIENT
PROGRAMS

Day hospitals and intensive outpatient programs (IOPs) are nonresidential and less restrictive than
inpatient and acute residential programs but still provide a very structured therapeutic environment.
Length of stay is quite variable, ranging from a few days to several months or more. At this level of
care the patient, the clinicians, the parents, and the managed care people (if they are involved) often
have some flexibility as to how many days a week the child will attend the program, how many hours a
day, and how long a stay it will be.

Some day hospitals and IOPs are generic programs, which means they accept adolescents who have
a wide range of behavioral and psychiatric issues. Others are more focused on a narrow range of
problems and provide a specific treatment approach. For example, the IOP that I oversee is a DBT-
focused program primarily for kids who self-injure or engage in other types of self-harming or self-
defeating behaviors.

Assuming that the adolescent has a chance to stay for several weeks or more in an IOP or day
hospital, some invaluable therapy work can get started. In addition, the longer time frame allows for
medications to be reviewed and changed as necessary. Furthermore, the longer stay often makes
parental guidance work and/or family therapy a much more viable option.

A downside of these programs is a direct outgrowth of their upside: longer stays and multiple
meetings per week make the transition back to school or work complicated. Everyone who is
connected to the child’s treatment needs to think hard about the clinical benefits and liabilities of such
a treatment choice.

LONG-TERM PROGRAMS

Long-Term Residential Treatment Programs—When All Else
Has Failed

Marnie and her parents requested a meeting with me to discuss her lack of progress in therapy. At age
15 Marnie had been depressed, suicidal, and self-injuring since she was 12. Recently her parents had
become concerned because Marnie was lying about her whereabouts, had taken up with an older
group of kids who were known to use hard drugs, and had run away from home for several days at a
time. They reported that her school attendance was declining, along with her grades. Marnie’s parents
told me that she had been hospitalized about eight times, had had multiple therapists, including in
family therapy, and had been in a DBT program. The parents were exhausted and on the brink of
despair. Every effort they had made had resulted in a dead end. No therapist or program had been



able to contain her dangerous behavior or elicit even a modicum of collaboration in therapy. As you
will see, I was no exception.

“So, Marnie, what is your understanding about why your parents wanted this meeting?” I asked.

“I don’t know. Why don’t you ask them? Do I look like a mind reader?” she shot back.

“I don’t know, let me see. No, you don't look like a mind reader, but you do seem to be pretty angry.
What's up with that?” I wondered.

“I don’t talk to morons,” Marnie replied, and she got up and left my office.

Unfortunately there are situations that require an adolescent to be sent for long-term residential
care. When the child and her family have availed themselves of all the local resources but the situation
just continues to worsen, this may be the only other option. For parents and children alike, it's an
awful moment. The idea of your adolescent child being gone for months at a time for treatment may
make you feel like a failure, and a guilty one at that. Plus, in spite of all the trouble and heartache your
teen has caused, it turns out you'll miss your child like crazy! For the kids, being away from their
home and friends can feel like the end of the world.

As painful as these moments are, they are sometimes the new beginning that kids and parents
desperately need. In a somewhat arbitrary way, I am defining long-term programs as 18 weeks to
several years. These programs always have some kind of school component (the exception might be
some wilderness programs, which I will describe next). In fact, these kinds of programs run the gamut
from school-based settings with clinical services to intensive clinical programs with a school
component. These programs break down into two categories: those funded with public money and
those funded with private money. Sometimes the publicly funded programs accept private funding,
and occasionally a privately funded program will accept public dollars. As you can see, this gets
complicated. For this and many other treatment programs, it can be useful to hire an educational
consultant to help you think through all your options. Educational consultants can be accessed
through the web. Often these professionals visit programs several times a year and therefore are in a
good position to make a match between your child’s needs and a program.

Whenever possible, plan a visit to the program yourself, or at least speak directly to the admission
staff. Many programs have a list of parents who would be willing to speak with you about their
experience with the program. Remember, however, that these are likely to be the parents who had a
good experience, not the ones with major disappointments. By the same token, brochures and
websites offer limited useful information. I have never read a brochure for anything that didn’t say its
organization was the best at what it was providing!

Wilderness Programs

Sometimes when an adolescent is struggling, its a good idea to shake up his routine. Wilderness
programs do just that. The essence of these programs is twofold. First, the idea is to take the child out
of his or her comfort zone and create an environment in which group members have to trust and rely
on one another. Kids learn just how strong and resilient they can be when they have only the barest of
creature comforts available to them. Second, within this Spartan existence the adolescents’ usual
defensive and ineffective coping strategies break down, opening the possibility for new and more
effective strategies to develop. The length of stay at a wilderness program can vary from a couple of
weeks to several months. Similarly, the degree of physical hardship runs the gamut from an Outward
Bound-style experience to that of a summer camp.



Wilderness programs can become the first step toward helping your child regain some confidence
and hope. In my experience, however, they need to be followed by an ongoing therapy program.
When this doesn’t happen, the gains made at wilderness program tend to vanish quickly. I strongly
recommend if you are considering these kinds of programs that you work in conjunction with an
educational consultant to find the program that best matches your child’s needs.

Long-Term Residential Therapeutic Programs and Schools

Sometimes for kids like Marnie, when all else has failed, parents need to consider long-term
residential programs. This is always a tough decision for parents to make. Sending your child away
from home is always a loss, and parents should expect to feel some combination of relief and sadness.

A wide variety of long-term programs are available for adolescents. Some are funded through
public state agencies, and others are privately funded. These are no easy options, though: the privately
funded programs are very expensive (think college tuition, plus room and board), and those funded
by public agencies generally have long waiting lists. The majority of privately funded programs are
located in the southern and western parts of the country and are best accessed with the help of an
educational consultant.

The privately funded long-term residential programs form a continuum from those that are highly
restrictive with very structured behavioral and clinical programming to those that are more like
boarding schools with clinical services. There are programs that emphasize outdoor activities and
those that concentrate on the arts.

For parents who are going to access publicly funded programs, the good news is that these
programs are generally closer to home; the bad news is that they usually have a very long waiting list
and treat a broad range of children. Consequently, adolescents who are involved in self-harming
behaviors may be in the same program with kids who have problems of very different types and levels
of severity. It is very important that you ascertain what kinds of troubles are being treated in the
program and whether a differentiated approach is taken depending on the child’s diagnosis.

Often publicly funded programs use a cost-share model between the state’s department of
education and the department of social services and/or department of mental health. It is sometimes
hard to figure out the system. If youre having trouble navigating the system, most states have
educational advocates who work with parents and kids to make sure the child is getting the right
kinds of services. You can obtain a list of educational advocates through the special education
department at your child’s school.

Nonresidential Long-Term Placements: Therapeutic Day Schools

Lakisha had been attending a high-powered independent school until the school nurse noticed that
she had been self-injuring. Following school policy, the nurse notified the school counselor and the
dean of students, and a meeting was held with Lakisha and her parents. At that meeting the school
determined that Lakisha needed to take a medical leave and would be allowed to return to the school
the following year if her self-injurious behavior had been treated adequately.

Lakisha was glad to hear that she could return to school, but what was she to do in the meantime?
Before attending her independent school, shed been at a large public high school and found the size



and overall commotion a trigger for her self-harm. What now?

A student like Lakisha should consider a therapeutic day school. These are publicly funded schools
that typically have small classroom settings, teachers who are sensitive to their students’ mental health
needs, and clinicians on staff. Generally these schools have the required academic accreditations to
keep students up to date with credits and required courses. Therapeutic day schools are often ideal
next steps for kids who are leaving more restrictive programs (long- or short-term settings) and who
might lose ground if they returned to a mainstream high school environment.

Like the longer-term programs, these schools offer a range of educational and clinical services.
Some schools are geared toward those who are college bound; others aren’t. Some schools have a hefty
clinical emphasis; others don’t. When thinking about therapeutic schools, make sure you know about
the academic as well as the clinical programming and about the kinds of children who attend the
school. For example, does the school generally educate kids with severe behavior disorders, or is it
more geared toward adolescents with depression, anxiety, and self-injurious behavior? The idea, as
always, is to find the best fit for your child. Your teen’s therapist or an educational advocate can be a
good resource to help you find that fit.



Resources

WEBSITES RELATED TO SELF-INJURY

Adolescent Self Injury Foundation (ASIF)
www.adolescentselfinjuryfoundation.com

This nonprofit organization aims to raise awareness and increase understanding of issues related to
self-injurious adolescents and their families in the journey toward wellness and recovery. It offers
educational seminars, prevention techniques, resources, research, and forums.

American Self-Harm Information Clearinghouse The Cornell Research Program on Self-Injury
and Recovery
www.selfinjury.bctr.cornell.edu

Launched in 2003, the Cornell Research Program on Self-Injury and Recovery provides a range of
consulting for youth-serving professionals, school personnel, and clinical/medical professionals. The
program also offers user-friendly materials, based on multiple research studies, for individuals who
self-injure as well as those who live with, care about, and work with them.

Harmless
www.harmless.org.uk

Founded in 2007, this U.K.-based user-led organization provides a wide range of services including
support, information, training, and consultancy to self-injurers, their friends and family, and
professionals.

HelpGuide
www.helpguide.org/mental/self_injury.htm

The website has a page that offers some basic information about “cutting and self-harm,” its
warning signs, and how to respond to it, plus some self-help tips.

Non-Suicidal Self-Injury in Youth
www.insync-group.ca

This multifaceted website, created by Dr. Mary K. Nixon, offers research information as well as
support for youth, families, and professionals.

LifeSIGNS Self-Injury Guidance & Network Support
www.lifesigns.org.uk
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This user-led small charity provides a wealth of information on self-injury, fact sheets for self-
injurers and others, a blog, guidance for others, self-help ideas for self-injurers, and more.

Mirror Mirror
www.mirror-mirror.org/selfinj.htm

Although this website is dedicated mainly to eating disorders, it presents some basic information
about the co-occurrence of self-injury with these disorders.

National Educational Alliance for Borderline Personality Disorder
www.borderlinepersonalitydisorder.com

NEA.BPD is a nationally recognized organization dedicated to building better lives for Americans
affected by borderline personality disorder (BPD). The alliance works with families and persons in
recovery, raises public awareness, provides education to professionals, promotes research, and works
with Congress to enhance the quality of life for those affected by BPD. It maintains the world’s largest
media library on the disorder, hosts a call-in series, and offers professional courses. Click on
“Resources” for links to related organizations and websites offering a wealth of help.

Nock Lab
http://nocklab.fas.harvard.edu/home

The primary goal of the research conducted at Harvard’s Nock Lab is to advance the understanding
of why people engage in behaviors that are harmful to themselves, with a special emphasis on suicide,
self-injury, and other forms of direct self-harm—how these behaviors develop, how to predict their
occurrence, and ultimately how to prevent them. Directed by Matthew Nock, PhD, the lab offers
publications, information on ongoing research, and resources.

S.A.E.E. Alternatives
www.selfinjury.com

The S.A.EE. Alternatives website is the creation of Karen Conterio and Wendy Lader, authors of
Bodily Harm (1999). This website offers concise material about self-injury, a brief summary of the
components of successful treatment, a bibliography, and links to purchase Conterio and Lader’s book
and video. Conterio and Lader also operate the national information line (800-DON’T-CUT) and e-
mail address (info@selfinjury.com), which have been invaluable resources for self-injurers for many
years. That Conterio personally responds to the phone calls and Lader to the e-mails indicates their
heroic level of commitment to help self-injurers.

Screening for Mental Health, Inc.
www.mentalhealthscreening.org
This website offers a variety of prevention programs related to suicide and one for self-injury.

Self Injury Foundation
http://selfinjuryfoundation.org

This foundation is dedicated to providing funding for research, advocacy support, and education
for self-injurers, their loved ones, and the professionals who work with them. The website offers crisis
line numbers, recommended books, and a wealth of information on self-injury, research studies, and
treatment. There are also sections on therapist referrals and support groups throughout the United
States and some in the United Kingdom and Australia.

Self-Injury Outreach & Support
http://sioutreach.org
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This program is a nonprofit outreach initiative formed by a collaboration between the University of
Guelph and McGill University in Canada that provides information and resources about self-injury to
those who self-injure, those who have recovered, and those who want to help. They offer a guide to
coping with urges, information guides for loved ones of self-injurers, and resources for school
professionals.

TARA-NAPD for Borderline Personality Disorder
www.tara4bpd.org

Established in 1994 as the first nonprofit organization devoted to advocacy, research, and education
for those affected by borderline personality disorder (BPD), TARA has operated a helpline for the past
20 years, disseminates accurate information on BPD to consumers, families, and professionals, and
offers educational programs for family members that teach coping skills to decrease the frequency and
intensity of stressful interactions and angry confrontations and ways to motivate BPD sufferers to
engage in evidence-based treatment. Website offers referrals for treatment and support.
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emotion modulation and, 48
emotional illiteracy and, 47-48
Mood stabilizers, 109-110. See also Medications
Multifamily skills groups, 143
Muscle relaxation, 192. See also Mindfulness
Mustard test, 26-27

Natural consequences, 177-179

Negative reinforcement, 83. See also Reinforcement
Negotiation, 168

Nonacceptance, 183-184. See also Acceptance
Nonsuicidal self-injury (NSSI), 4, 20-21, 27
Numbness, 5, 69-70, 71
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Obsessive-compulsive disorder (OCD), 75-81
Operant behavior, 83. See also Behavior
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emotion modulation and, 52-53
parental self-care and, 192-198
Overwhelmed feelings, 41-42

P aced breathing, 192. See also Mindfulness

Pain offset theory, 26-27
Painkiller effect of self-injury, 67-68
Paired muscle relaxation, 192. See also Mindfulness
Parental burnout. See also Self-care, parental
acceptance and, 183-186
divorce and, 181-182
overview, 180-181
partners and, 181
siblings and, 181
single parents, 182
Parental involvement in DBT
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environmental factors, 38
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limit setting and, 171-174
myths about self-injury and, 18
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parental burnout and, 180-181
parenting relationship, 199-201
parenting skills, 147-148
siblings and, 202-208
validation and invalidation and, 54-59
Patience, 147, 149
Peer pressure, 22-23
Perfectionism
biological vulnerabilities and, 42
obsessive-compulsive disorder and, 76-77
Perseverance, 147, 149-151
Personal references, 61, 155-157



Pharmacology. See Medications
Physical pain, 24-27
Physical sensations
emotional illiteracy and, 43
mindfulness and, 189
Placement, educational, 213-214. See also School
Positive reinforcement, 83
Posttraumatic stress disorder (PTSD), 75
Practice. See Skills practice
Prefrontal cortex, 48
Privacy
confidentiality and, 135-137
discussing with extended family and friends, 208-209
myths about self-injury and, 18-19
parenting and, 176-177
siblings and, 204-205
Problem solving
developing skills, 78-79
emotion modulation and, 49-50
parenting and, 148, 153
validation and invalidation and, 57, 59, 62, 153
Professional help. See also Dialectical behavior therapy (DBT); Treatment
how to find a therapist for, 103-105
suicide risk and, 7-8, 20
Progress monitoring, 117, 136, 144. See also Assessment
Prolonged exposure (PE)
self-injury as a method of self-punishment and, 71
trauma and, 6
Pros and cons method, 178-179
Protest, 183-186
Psychiatric assessment, 77-81. See also Assessment
Psychoanalytic approaches, 30-31
Psychopharmacology. See Medications
Psychotherapy, 103. See also Treatment
Psychotic illness, 75-81
Punishment, 152-153

Quality of life, 140-141
Quitting treatment, 123

Rational mind, 95

Reactivity, emotional. See also Emotions; Vulnerabilities for self-injury
biosocial theory and, 129-131
emotional illiteracy and, 47
emotional mindfulness and, 186-192
overview, 38-39



relationship with your teenager and, 169-170
validation and, 153-154
validation and invalidation and, 56, 57-59
Reappraisals, 51-52
Reassurance, 57, 61, 62
Reflection, 159-160
Regulation, emotional. See also Emotional dysregulation; Emotions
dialectical behavior therapy (DBT) and, 98-99
emotional illiteracy and, 46-47
interpersonal effectiveness skills and, 163-174
validation and invalidation and, 61-62
Reinforcement
communicating with your teenager and, 167
overview, 83
parenting and, 147-148, 152-153
Relationship with your teenager. See also Communication with teenagers; Parenting; Relationships
asking for what you want or saying no, 166-168
interpersonal effectiveness skills and, 163-174
limit setting and, 171-174
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Relationships. See also Relationship with your teenager
discussing with extended family and friends, 208-211
interpersonal effectiveness and, 97-98
myths about self-injury and, 22-23
parenting relationship, 199-201
Release, 183-184
Remorse
emotional mindfulness and, 187
parental burnout and, 180-181
Removing the tools of self-injury, 151-152
Residential treatment, 222-226. See also Treatment
Resignation, 183-186
Respondent learning, 83-84
Responding to self-injury
overview, 145-151
what not to do, 151-153
what works, 153-159
Risk factors
biological vulnerabilities, 39-42
emotional illiteracy, 43-53
environmental factors, 53-64
overview, 37-39
Risk for self-injury. See Vulnerabilities for self-injury
Risky behaviors, 27. See also Behavior; Impulsive behaviors
Ruminating on feelings, 45-46

Sadness. See also Depression; Emotions



emotional illiteracy and, 44
opposite action to current emotion and, 194
School, 211-215
Secretiveness
myths about self-injury and, 21
siblings and, 204-205
Selective serotonin reuptake inhibitors (SSRIs), 108-109. See also Medications
Self, sense of, 95
Self-blame, 2, 90-91
Self-calming techniques, 2
Self-care, parental. See also Parental burnout
acceptance and, 183-186
emotional mindfulness and, 186-192
opposite action to current emotion and, 192-198
overview, 180-181, 198-199
parenting relationship, 199-201
Self-criticism, 5, 42
Self-injury in general. See also Dealing with self-harm
discussing with extended family and friends, 208-211
discussing with siblings, 202-208
effectiveness of the Adolescent Intensive Dialectical Behavior Therapy Program and, 217-220, 218f,
219f
identifying target behaviors to focus on in treatment and, 140
as a method to regain emotional balance, 65-75
myths about, 17-28
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reasons for, 8-10, 28-30
Self-invalidation, 42
Self-loathing
biological vulnerabilities and, 42
myths about self-injury and, 25
overview, 5
self-injury as a method of avoidance and, 74
self-injury as a method of self-punishment and, 70-71
Self-punishment, 70-71
Self-reflection, 91-92
Self-soothing techniques
biological vulnerabilities and, 41-42
myths about self-injury and, 18
overview, 2
skills training and, 141-142
Sensitivity
biological vulnerabilities and, 39-42
biosocial theory and, 129-131
validation and, 153-154
validation and invalidation and, 54-59
Serotonin-norepinephrine reuptake inhibitors (SNRIs), 108-109. See also Medications
Sexual behavior, 95



Sexual orientation, 27
Shame. See also Emotions
action potential and, 193
emotion modulation and, 52
emotional illiteracy and, 44
emotional mindfulness and, 187
opposite action to current emotion and, 194, 195-196
parental burnout and, 182
parenting and, 152-153
Shaping behavior, 147-148
Sharing your past experiences, 61, 155-157
Short-term residential units, 222. See also Treatment
Siblings, 181, 202-208
Silent treatment, 63-64
Single parents, 182
Skills deficits
anxiety and, 110
dialectical behavior therapy (DBT) and, 95-99
Skills practice. See also Skills training
commitment to treatment and, 132
dialectical behavior therapy (DBT) and, 119
parenting and, 147, 149
between-session coaching and, 134
Skills training, 141-143. See also Skills practice
Skin picking, 76-77
Sleep, 198-199
Solution analysis, 138, 139-140
STOP skill
communicating with your teenager and, 165
emotion modulation and, 51-52
parental self-care and, 190-191
Stress
parental self-care and, 198-199
siblings and, 206-208
Substance use
identifying target behaviors to focus on in treatment and, 140
myths about self-injury and, 23
overview, 5
parental self-care and, 198-199
suicide risk and, 27
Suicide
confidentiality and, 136
identifying target behaviors to focus on in treatment and, 140
myths about self-injury and, 20, 27-28
preventing, 78
risk factors for, 27, 69
self-injury and, 7-8
self-injury as a method of preventing, 68-69



self-injury as a method of self-punishment and, 71
Surprise, 44. See also Emotions
Systems training for emotional predictability and problem solving (STEPPS), 80

Talking to teenagers. See Communication with teenagers

Therapeutic day schools, 225-226
Therapist goals, 120. See also Goals of treatment
Therapist roles, 124, 129-135, 137-140
Therapy-interfering behaviors, 140-141
THINK skill, 54-55, 165
Thoughts
dialectical thinking, 86-90
distorted thinking, 84-85, 92
effectiveness of the Adolescent Intensive Dialectical Behavior Therapy Program and, 219-220
mindfulness and, 190
psychotic illness and OCD and, 75-81
skills deficits and, 95-99
TIPP skills, 191-192
Trauma, 5-6, 75
Treatment. See also Dialectical behavior therapy (DBT); Professional help
black-and-white thinking and, 80
how to find a therapist for, 103-105
intensive treatment needs, 111
intensive treatment programs, 221-226
psychoanalytic approaches, 30-31
Truthfulness, 173
Two Brattle Center’s Adolescent Intensive Dialectical Behavioral Therapy Program, 217-220, 218f,
219f

Unspoken, giving voice to, 157, 158, 161-162. See also Communication with teenagers

Validation

emotional dysregulation and, 85-86, 85-90
environmental factors and, 54-59
parenting and, 148, 153-158, 176, 177
relationship with your teenager and, 171
siblings and, 203, 205
Values
guilt and, 197
limit setting and, 172
Vigilance, 176-177
Violent behavior, 140. See also Behavior
Voice to the unspoken, 157, 158, 161-162. See also Communication with teenagers
Vulnerabilities for self-injury
biological vulnerabilities, 39-42



emotional illiteracy, 43-53
environmental factors, 53-64
overview, 37-39

Wilderness programs, 224

Willfulness, 150

Willingness, 150

Wise mind
interpersonal effectiveness skills and, 165
mindfulness and, 95

Withdrawal
action potential and, 193
parental burnout and, 180-181
validation and invalidation and, 63-64
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