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Case A 

Marcus: Intake Session 
Client: Marcus, 19-year-old male college freshman 

Presenting Problem:​
Marcus was referred by his academic advisor after several emotional outbursts on campus. He describes 
feeling “like I’m on a rollercoaster I can’t get off.” Two weeks ago, after failing an exam, he punched a 
wall hard enough to fracture his hand. He says he often feels “like nobody really gets me” and admits to 
passive suicidal thoughts when overwhelmed. 

 

Background & History 

●​ Family: Raised by his mother, a single parent who worked two jobs. Marcus reports she often 
told him to “toughen up” when he was upset. His father struggled with alcohol use and left the 
family when Marcus was six. Contact since then has been inconsistent.​
 

●​ Childhood: Teachers described Marcus as “bright but disruptive.” He remembers being punished 
for crying in class and teased by peers for being “too dramatic.” His mother often minimized his 
fears or frustrations, saying, “Stop being so sensitive—life’s not that hard.”​
 

●​ Adolescence: Marcus recalls frequent fights with peers and authority figures. He reports 
experimenting with marijuana and alcohol to “take the edge off.” His older brother has been in 
and out of treatment for depression and substance use.​
 

●​ Current Functioning: Marcus lives in a dorm, works part-time at a grocery store, and reports 
constant conflict with his roommate. He struggles to focus in class and describes binge eating and 
staying up all night gaming after stressful days. He identifies both wanting independence and 
“wishing someone would take care of me.”​
 

 

Therapist Observations 

●​ Marcus oscillates between tearfulness and anger during intake.​
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●​ He speaks quickly and intensely, often shifting from hopefulness about wanting to improve to 
despair about feeling “broken.”​
 

●​ He makes statements like: “I know I should be grateful for the chance to go to college, but I also 
hate it here and want to quit.”​
 

 
 

Instructions: 
1.​ Identify examples of the biosocial model at work.​

 
2.​ Highlight instances of pervasive invalidation and describe their impact.​

 
3.​ Identify patterns of emotion dysregulation.​

 
4.​ Note possible epigenetic influences.​

 
5.​ How might you introduce dialectical thinking and based on Marcus’s worldview?​

 
6.​ How do these elements connect to Marcus’ presenting problems?​
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Case B 

Elena: Intake Session 
Client: Elena, 32-year-old Latina woman 

Presenting Problem:​
Elena seeks therapy after her partner gave her an ultimatum to “get help or we’re done.” She describes 
herself as “exhausting to live with” and reports intense mood swings. She alternates between clinging to 
her partner and shutting down completely. Last month, after an argument, she drove around aimlessly 
with the thought: “If I crash, at least the pain will stop.” 

 

Background & History 

●​ Family: Elena is the eldest of four children. Her parents immigrated from Mexico and worked 
multiple jobs to support the family. Her father had a quick temper and often responded to her 
crying with, “Stop embarrassing me.” Her mother minimized her distress with phrases like, 
“Other people have it worse.”​
 

●​ Childhood: Elena recalls being described as “too emotional” and “the difficult child.” When she 
felt anxious or overwhelmed, she was often told to pray instead of seek help. She reports that her 
younger siblings were praised for being “easy” while she was labeled the “problem.”​
 

●​ Adolescence: In high school, Elena excelled academically but felt socially isolated. She began 
self-harming at 15 but hid it successfully for years. Teachers encouraged her to “push through” 
her stress rather than address it.​
 

●​ Family Mental Health History: Elena’s maternal aunt died by suicide in her early twenties, and 
her grandmother struggled with depression. Elena fears that her emotional struggles are “in her 
blood.”​
 

●​ Current Functioning: Elena works as a nurse and reports chronic burnout. She has difficulty 
setting boundaries with patients, supervisors, and family. She binge eats during night shifts and 
isolates from friends. She describes herself as “desperate for closeness but terrified people will 
leave.”​
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Therapist Observations 

●​ Elena speaks in extremes, describing herself as both “a burden” and “the glue that holds my 
family together.”​
 

●​ She becomes tearful when discussing relationships but shifts quickly to anger when describing 
her partner’s frustrations with her.​
 

●​ She identifies both a wish to change and a fear that change is impossible.​
 

 

Instructions: 
 

1.​ Identify examples of the biosocial model at work. 

​
 

2.​ Highlight instances of pervasive invalidation and describe their impact. 

​
 

3.​ Identify patterns of emotion dysregulation. 

 

4.​ Note possible epigenetic influences. 

 

5.​ How might you introduce dialectical thinking and based on Elena’s worldview? 

 

6.​ How do these elements connect to Elena’s  presenting problems?​
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Case Conceptualization #2 

 
Treatment planning 
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Case A 

Marcus – Session 6 
Client: Marcus, 19-year-old male college freshman (previously introduced at intake) 

Context:​
Marcus has now been attending therapy for about six weeks. While rapport has been established, progress 
on skill use (mindfulness and distress tolerance) has been inconsistent. 

Presenting Session Concern:​
Marcus arrives 20 minutes late for his 6th session. This is the third late arrival in a row, and during last 
week’s session, he also requested to leave early to “meet up with friends.” He acknowledges that being 
late means less time for therapy but laughs it off, saying, “Hey, at least I made it this time.” 

Marcus’s Report: 

●​ Shares that classes feel overwhelming and he has skipped two exams.​
 

●​ Says he tried using TIPP skills “once,” but mostly just “ended up smoking weed” when stressed.​
 

●​ Becomes defensive when the therapist raises the issue of lateness, saying, “It’s not like you’re my 
professor. Why are you so hung up on the clock?”​
 

●​ Adds: “If I didn’t think this was helping, I wouldn’t even show up at all.”​
 

Therapist Observations: 

●​ Marcus avoids eye contact when lateness is brought up.​
 

●​ Shifts blame to external factors: “The bus is always late” and “My roommate took forever to get 
out of the shower.”​
 

●​ Uses humor and sarcasm to deflect responsibility.​
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Instructions 
Using Marcus’s 6th session vignette: 

1.​ Identify the treatment interfering behavior.​
 

○​ Why is chronic lateness considered a treatment interfering behavior in DBT?​
 

○​ How might this impact Marcus’s progress and the therapy relationship?​
 

2.​ Apply the DBT hierarchy.​
 

○​ Place Marcus’s lateness within the DBT treatment target hierarchy (life-threatening, 
therapy-interfering, quality-of-life interfering).​
 

3.​ Plan an intervention.​
 

○​ How could the therapist use DBT strategies (behavioral analysis, validation, 
problem-solving, dialectical strategies) to address this behavior directly in session?​
 

○​ What chain analysis questions could be asked to explore the function of Marcus’s 
lateness?​
 

4.​ Session Planning.​
 

○​ What would be the agenda for this session?​
 

○​ How would you balance addressing the lateness with Marcus’s reported stress about 
exams and emotion regulation difficulties?​
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Case B 

Elena – Session 6 
Client: Elena, 32-year-old Latina woman (previously introduced at intake) 

Context:​
Elena has now been attending therapy for about six weeks. She has expressed commitment to improving 
her relationships and managing her emotions, but her follow-through with therapeutic tasks has been 
inconsistent. 

Presenting Session Concern:​
During her 6th session, Elena admits she has not completed any of the assigned DBT homework 
(mindfulness practice logs, diary card, and interpersonal effectiveness scripts). She says she “meant to do 
them” but was “too busy” with work and fighting with her partner. When the therapist asks about it, Elena 
becomes tearful and defensive, saying: “I already feel like a failure every day—why are you adding to 
that?” 

Elena’s Report: 

●​ Shares that she got into another argument with her partner, where she screamed and then refused 
to speak for two days.​
 

●​ Says she “forgets” to bring her diary card to sessions because “I don’t like looking at it—it just 
reminds me how bad I’m doing.”​
 

●​ Admits she feels guilty for “letting the therapist down.”​
 

●​ Expresses ambivalence: “I want this to work, but I don’t know if I can really change.”​
 

Therapist Observations: 

●​ Pattern of avoidance: missing homework assignments despite verbal agreement.​
 

●​ Emotional reactivity when held accountable.​
 

●​ Subtle all-or-nothing thinking (“I’m either perfect or I’ve failed.”)​
 

●​ Attempts to seek validation by framing herself as a “burden” in session.​
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Instructions 
Using Elena’s 6th session vignette: 

1.​ Identify the treatment interfering behavior.​
 

○​ Why is non-completion of homework considered treatment interfering in DBT?​
 

○​ How does it impact the effectiveness of skills training and therapy overall?​
 

2.​ Apply the DBT hierarchy.​
 

○​ Place Elena’s homework non-compliance within the DBT treatment target hierarchy 
(life-threatening, therapy-interfering, quality-of-life interfering).​
 

3.​ Plan an intervention.​
 

○​ How might the therapist use validation, problem-solving, and dialectical strategies to 
address homework non-compliance directly in session?​
 

○​ How could a chain analysis help uncover the function of avoiding diary cards?​
 

○​ How could the therapist collaborate with Elena to modify or simplify assignments to 
increase likelihood of completion?​
 

4.​ Session Planning.​
 

○​ Draft a possible agenda for the session that balances:​
 

■​ Addressing homework non-compliance as a treatment interfering behavior​
 

■​ Reviewing skill use in her recent partner conflict​
 

■​ Instilling hope and reinforcing commitment​
 

 

​
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Case conceptualization 3 
 

Behavior chain analysis  
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Case A  

Marcus – Session 8 
Marcus arrives at his appointment looking drained, slouched low in his chair. He tells his therapist that 
earlier in the week he had a “really bad night.” He explains that he had been fighting off a sinus infection 
and felt run-down all day. He hadn’t eaten much, skipped his medication for a few days, and was already 
on edge. That evening, after failing a math quiz and then arguing with his roommate, he says something 
inside him “snapped.” 

Marcus describes sitting alone in his dorm room, flooded with shame and anger at himself. He recalls 
thinking, “I’ll never get it right. I’m broken. Nobody actually wants me around.” The feelings built until 
he pulled a bottle of pain medication out of his desk drawer and placed it on the bed in front of him. For 
about 20 minutes, he stared at the bottle, going back and forth in his head about whether to take the pills. 
He says the longer he sat there, the more he felt both terrified and oddly calm—like he had control for 
once. 

Eventually, Marcus called a close friend, who came over and stayed with him until the feelings passed. 
Marcus reports that in the moment, just holding the pills and imagining ending the pain gave him a sense 
of relief, even though he didn’t take them. Now, several days later, he says he feels embarrassed and 
guilty, worried that his therapist and his friend won’t trust him anymore. He adds quietly, “It’s like I keep 
messing up. I don’t know if I can ever change.” 

The therapist conducts a full safety assessment, confirms that Marcus is no longer suicidal, and 
determines that hospitalization is not warranted at this time. Marcus acknowledges that the crisis has 
passed but remains discouraged and self-critical as the session continues. 
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Case B 
 

Elena – Session 8 
 
Elena comes into session wearing long sleeves, fidgeting with the cuffs. After a pause, she admits she cut 
herself on her thigh two nights ago. She clarifies immediately: "It wasn't about wanting to die. I don't 
want that. I just needed the feelings to stop." She firmly denies suicidal ideation, and a full safety 
assessment confirms she is not at risk and hospitalization is not indicated. 
 
She recounts what happened: earlier that day, Elena had a long and exhausting shift at the hospital, 
skipped lunch, and was already feeling drained. When she got home, she and her partner argued about 
finances. During the fight, her partner told her she was "always overreacting" and "too much to deal 
with." 
 
Alone afterward, Elena describes feeling like her chest was going to burst-waves of panic, shame, and 
anger colliding all at once. She recalls thinking, "I ruin everything. I can't calm down. No one will ever 
want to stay with me." She grabbed a razor from the bathroom cabinet and made several shallow cuts on 
her thigh. 
 
Elena says that the instant she saw the blood, the emotional intensity dropped. She explains: "It felt like I 
could finally breathe. The storm in my head went quiet." In the moment, she experienced a sense of relief 
and control. 
 
The next morning, however, Elena felt deep shame and embarrassment. She hid the cuts from her partner 
and worried she was "slipping back into old patterns." Elena yells her therapist: "I know it wasn't about 
dying. But I don't know what else to do when I feel like I'm drowning in my own emotions “ 
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Exercise 3B 
 

Safety Planning  
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Exercise 3B: Creating a Proactive Safety Plan 
Now that you’ve completed a behavior chain analysis for Marcus (suicidal ideation with action step) and Elena (non-suicidal 
self-injury), your task is to develop a proactive safety plan for each client. 

Instructions: 

1.​ Review the Behavior Chain:​
 

○​ Look back at the vulnerabilities, prompting events, thoughts, emotions, and consequences that you identified 
in your chain analysis.​
 

○​ Consider which factors tend to show up repeatedly for each client.​
 

2.​ Identify Early Warning Signs:​
 

○​ Based on the chain analysis, what signals (emotional, physical, cognitive, relational) suggest Marcus or Elena 
are moving toward a crisis?​
 

○​ How can these be tracked or monitored before escalation?​
​
 

3.​ Develop Practical Coping Strategies:​
 

○​ Brainstorm realistic, accessible activities Marcus and Elena could use to ride out intense emotions (distress 
tolerance, grounding strategies, reaching out to supports).​
 

4.​ Plan for Support & Communication:​
 

○​ Who are safe, supportive people each client can contact in a crisis?​
 

○​ How can clients and therapists agree on communication boundaries and crisis protocols outside of session?​
 

5.​ Outline Follow-Up & Accountability:​
 

○​ What agreements could be made to review safety plan use each week?​
 

○​ How might the therapist validate the struggle while reinforcing commitment to skill practice?​
​
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Case Conceptualization #4 
 

Target Identification & Tool Selection 
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Case A 

Marcus – Session 14 

Client: Marcus, 19-year-old male college freshman (previously introduced) 

Context: Marcus has been in therapy for approximately 14 sessions. He has completed a safety plan, engaged in chain analyses 
following his suicidal crisis in Session 8, and shown inconsistent but genuine progress. He has maintained sobriety from 
marijuana for three weeks — his longest stretch — and recently started attending a campus study group. Rapport with the 
therapist is strong, and he has not missed or arrived late to a session in over a month. 

 

Presenting Session Concern: 

Marcus arrives visibly activated — leg bouncing, jaw tight, eyes red-rimmed. Before the therapist can open the session, he starts 
talking: "I just need you to know that I'm not doing anything stupid. I just need to vent." 

Earlier that week, Marcus had finally worked up the nerve to ask out a girl from his study group. She declined. That same night, 
he vented about it in the study group chat — not about the rejection itself, but about feeling "like nothing ever works out for me." 
One of the other group members, a guy named Derek, responded with a laughing emoji and the comment: "bro it's not that deep, 
she just doesn't like you." Marcus left the group chat immediately. The next day, when another member texted to check on him, 
Marcus replied "I'm good" and has not responded since. He tells his therapist: "I'm done with that group. All of them. Derek's a 
jackass and the rest of them just watched and said nothing. That's how you find out who people actually are." When the therapist 
asks whether he wants to repair any of those relationships, Marcus says: "No. I don't beg people to treat me like a human being." 

Marcus acknowledges that the past four days have been a slow unraveling. He stopped going to class the day after the group chat 
incident, telling himself he'd go "tomorrow" each day. He's been sleeping until 1 or 2 PM, eating mostly vending machine food, 
and spending entire nights gaming. He describes his emotional state as "just kind of gray — not sad, not angry, just nothing." He 
recognizes this pattern from before — the slow withdrawal, the flattening — but says, "I know what's happening. I just don't care 
enough right now to stop it." He has an assignment due Friday worth 20% of his grade that he hasn't started. He knows. He hasn't 
opened his laptop in three days. 

Last night, Marcus received a text from his mother checking in. It was a short, unremarkable message — "Hey, just thinking 
about you, hope school is good" — but something about it broke something open. He says he sat on the floor of his dorm room 
and cried for almost an hour. At one point, he picked up his phone to call her back and then put it down: "I didn't want her to hear 
me like that. She'd just tell me to toughen up." He reports that, in that moment, he found himself scrolling back through old texts 
with his father — conversations that stopped abruptly years ago — and began catastrophizing: "I'm going to end up exactly like 
him. I can feel it. I'm going to push everyone away and be alone and not even understand why." He denies active suicidal ideation 
but tells the therapist, flatly: "I just didn't want to feel anything for a while. So I didn't sleep. I just stayed up until my brain gave 
out." 

By the time he reaches the session, his affect has shifted to something flatter and more defended. He starts the session with: "I'm 
fine now. I don't know why I'm even bringing all this up." 

 

Marcus's Report: 

●​ Has effectively withdrawn from the study group and is not planning to return 
●​ Four days of significantly disrupted sleep, appetite, and activity 
●​ Has not used any DBT skills, including his safety plan check-ins 
●​ An overdue assignment is now compounding the stress 
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●​ Passive ideation-adjacent thinking present last night; currently denies active SI 
●​ Feels shame about the crying episode and is minimizing it in session 

 

Instructions: 

1.​ Identify the treatment target(s). 
○​ What behaviors in this session warrant clinical attention? Prioritize them using the DBT treatment hierarchy. 
○​ Is there more than one active target? How do you sequence them? 

2.​ Select a module — and defend it. 
○​ Review all four DBT modules (Mindfulness, Distress Tolerance, Emotion Regulation, Interpersonal 

Effectiveness). 
○​ Which module's skills are most clinically relevant to this session? Which specific skills? 
○​ Make the case. What is the clinical reasoning that connects Marcus's presentation to the module you chose? 
○​ What module might another clinician reasonably argue for, and why is that also defensible? 

3.​ Consider what you're NOT doing — and why. 
○​ For each module you didn't prioritize, briefly explain what made you set it aside. Is it irrelevant, or just not 

the most urgent right now? 
4.​ Session planning. 

○​ Marcus opened with deflection. How do you start? How do you move from validation into skill engagement 
without losing him? 

○​ How do you hold last night's episode — the passive ideation, the isolation, the emotion mind spiral — 
without over-pathologizing it and derailing everything else? 
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Case B 

Elena – Session 14 

Client: Elena, 32-year-old Latina woman (previously introduced) 

Context: Elena has made meaningful progress. She has not self-harmed in six weeks and has been completing her diary card 
consistently for the past three sessions. She recently disclosed to her partner that she has been in therapy, which she describes as 
"terrifying but good." Her engagement in session has deepened significantly, and she is beginning to identify her emotion chain 
with growing fluency. She remains high-risk for relapse under sufficient stress. 

 

Presenting Session Concern: 

Elena arrives looking composed — perhaps too composed. She sits down, smooths her scrubs, and says: "I'm okay. I just have a 
lot to update you on." 

Earlier in the week, Elena's charge nurse pulled her aside at work to tell her that a patient's family had complained — they felt 
Elena was "cold" and "dismissive" during a difficult conversation about the patient's prognosis. Elena says the feedback 
blindsided her: "I've been trying so hard not to over-give. To have boundaries. And apparently now I've gone too far the other 
direction and I'm a robot." She confronted her charge nurse directly, asking for specifics. The conversation escalated when Elena 
said, "Maybe if we weren't perpetually short-staffed, I'd have more bandwidth to be warm." Her charge nurse shut the 
conversation down: "This isn't the place." Elena left the exchange feeling humiliated and unheard — and has been replaying it in 
her head ever since. She tells the therapist: "I don't even know who I'm supposed to be anymore. The old me burned out trying to 
take care of everyone. The new me apparently has no compassion. I can't win." 

Elena describes the four days since the workplace incident as an emotional rollercoaster she's been white-knuckling alone. She 
reports feeling a sharp spike of anger in the moment with her charge nurse, followed almost immediately by a wave of shame, 
followed by a grinding, low-grade guilt that hasn't lifted. She says: "I know what I'm feeling. I can name all of it. But knowing it 
doesn't make it stop." She has been tracking her emotions on her diary card but realizes when she looks at it that she hasn't 
actually used a single skill in response — she's been observing and describing her emotions without doing anything with that 
awareness. She tells the therapist: "I feel like I've been doing the homework but not actually doing DBT." She has continued to 
ruminate about the charge nurse interaction, running alternate versions of the conversation in her head each night before sleep. 

Two nights ago, Elena's younger sister — who recently disclosed she had been self-harming — called in distress. Elena talked her 
through a crisis for over an hour. By the end of the call, her sister was regulated and safe. But when Elena hung up, something 
shifted. She describes standing in her kitchen feeling a strange, pressurized calm — "like the feeling right before a storm." She 
walked to the bathroom without fully registering she was doing it. She stood in front of the cabinet for what she estimates was 
about two minutes. She did not open it. She walked back to the bedroom and sat on the floor in the dark until her partner found 
her and asked if she was okay. She told him she was tired. 

She has not disclosed this to her partner. When her therapist asks how she got through those two minutes at the cabinet, Elena 
pauses for a long time and says: "Honestly? I don't know. I think I just waited." 

 

Elena's Report: 

●​ Did not self-harm; is clear she does not want to relapse 
●​ Diary card is being completed but skills are not being activated in response to logged distress 
●​ Workplace conflict unresolved and continuing to generate shame and rumination 
●​ Sister's crisis added significant caretaking burden on an already depleted system 
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●​ Partner is supportive but Elena is withholding the cabinet moment from him 
●​ Describes herself as "on autopilot" — going through the motions but not feeling present 

 

Instructions: 

1.​ Identify the treatment target(s). 
○​ What behaviors in this session warrant clinical attention? Prioritize them using the DBT treatment hierarchy. 
○​ Where does the bathroom cabinet walk land in the hierarchy, and how does that shape your session? 

2.​ Select a module — and defend it. 
○​ Review all four DBT modules. Which is most clinically relevant to this session? 
○​ Name the specific skills you would pull from and explain why they map to Elena's presentation. 
○​ What module might another clinician make a strong case for? What does that argument look like? 

3.​ Consider what you're NOT doing — and why. 
○​ Given the complexity of this session, what are you intentionally tabling and why? 
○​ How do you communicate that to Elena without her feeling like something is being overlooked? 

4.​ Session planning. 
○​ Elena is presenting as calm. How does that affect your pacing? 
○​ How do you address the cabinet walk without triggering shame or destabilizing her progress? 
○​ She has the awareness piece but not the activation piece. How do you address that gap without it feeling like 

a critique? 
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DBT: From Theory To Practice – Resources 
Packet 
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1. Core DBT Theory – Summary 
Dialectical Behavior Therapy (DBT) was developed by Dr. Marsha Linehan to help individuals with pervasive emotion 
dysregulation, self-harm, and suicidal behaviors. 

●​ Dialectics: The idea that two seemingly opposite truths can both be valid (e.g., “I am doing the best I can, and I need 
to do better.”).​
 

●​ Biosocial Model: Emotional vulnerability (biological predisposition) + invalidating environments = patterns of chronic 
dysregulation.​
 

●​ Treatment Priorities (Hierarchy):​
 

1.​ Life-threatening behaviors​
 

2.​ Therapy-interfering behaviors​
 

3.​ Quality-of-life interfering behaviors​
 

4.​ Skills acquisition​
 

 

2. The Four Core Modules & Essential Skills 

A. Mindfulness 

Foundation of DBT, helps clients notice thoughts, emotions, and urges without judgment. 

●​ “What” Skills: Observe, Describe, Participate​
 

●​ “How” Skills: Nonjudgmentally, One-Mindfully, Effectively​
 

B. Distress Tolerance 

Skills for surviving crises without making things worse. 

●​ STOP Skill (Stop, Take a step back, Observe, Proceed mindfully)​
 

●​ TIPP Skills (Temperature, Intense Exercise, Paced Breathing, Paired Muscle Relaxation)​
 

●​ Self-soothe with the five senses​
 

●​ Pros & Cons​
 

C. Emotion Regulation 
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Building emotional awareness and reducing vulnerability. 

●​ Check the Facts​
 

●​ Opposite Action​
 

●​ PLEASE Master (treat Physical Illness, balanced Eating, avoid mood-Altering drugs, balanced Sleep, Exercise)​
 

●​ Build Positive Experiences​
 

D. Interpersonal Effectiveness 

Assertive communication and boundary-setting skills. 

●​ DEAR MAN (Describe, Express, Assert, Reinforce, Mindful, Appear confident, Negotiate)​
 

●​ GIVE (Gentle, Interested, Validate, Easy manner)​
 

●​ FAST (Fair, Apologies (limited), Stick to values, Truthful)​
 

 

3. Recommended Readings 
●​ Linehan, M. M. (2015). DBT® Skills Training Manual (2nd ed.). Guilford Press.​

 
●​ Linehan, M. M. (2014). DBT® Skills Training Handouts and Worksheets (2nd ed.). Guilford Press.​

 
●​ McKay, M., Wood, J. C., & Brantley, J. (2019). The Dialectical Behavior Therapy Skills Workbook (2nd ed.). New 

Harbinger.​
 

●​ Rathus, J. H., & Miller, A. L. (2014). DBT® Skills Manual for Adolescents. Guilford Press.​
 

 

4. Podcast & Media Recommendations 
●​ The DBT Podcast – Hosted by clinicians, practical discussion of DBT skills.​

 
●​ The Emotionally Sensitive Person Podcast – Focuses on emotional vulnerability and DBT-informed strategies.​

 
●​ The Skillful Podcast – Focused on practicing DBT skills in everyday life.​

 
●​ Marsha Linehan’s Interviews (YouTube & podcast features) – Insight into the origins of DBT.​
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Appendix  
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The Responsiveness Scale 
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Diary Card  
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Behavior Chain Analysis Worksheet 
 

 

Instructions: 
Use this worksheet to analyze a recent instance of Non-Suicidal Self-Injury (NSSI) or another 
target behavior. The goal is to increase awareness of how the behavior developed over time 
and to explore possible interventions at each point in the chain. 
 
 
1) Vulnerabilities 
What factors made you more vulnerable to reacting strongly? (Examples: poor sleep, illness, 
hunger, stress, trauma reminders, sensory overload, invalidating environment) 
 
 
 
 
 
 
2) Prompting Event 
What triggered the chain? What was the specific situation that set off your response? 
 
 
 
 
 
 
3) Emotions 
Surface Emotion: 
What emotion(s) did you first notice? 
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Underlying Emotion: 
What deeper emotions may have been present? 
 
 
 
 
4) Physical Sensations 
What did you notice in your body? (Heart rate, muscle tension, numbness, sensory sensitivity, 
dissociation, etc.) 
 
 
 
 
 
5) Self-Talk 
What were you telling yourself about the situation? About yourself? About others? 
 
 
 
 
 
6) Action Urge 
What urges to act did you notice? What did you feel compelled to do? 
 
 
 
 
7) Target Behavior 
What behavior did you actually engage in? Be specific about the form of NSSI or other behavior. 
 
 
 
 
 
 
8) Consequences 
Short-Term: 
What immediate relief or effects did the behavior have? 
 
 
 
 
 
 
 
Long-Term: 
What were the longer-term effects on your emotions, body, relationships, or self-perception? 
 
 
 
 
 
 
9) Reflection & Alternative Strategies 
Looking back, what might have helped at each step in the chain? What are possible alternative 
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coping strategies you could try in the future? 
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DBT Implementation Worksheet FoundBetween Training Institute 

 
Complete this before your next clinical day. Use initials only — no identifying client information. 

 

PART 1 YOUR CASELOAD 
 
Identify 2 current clients who may be good candidates for DBT-informed work. 
 
 
Client A 

Client (initials only): 
 
 
Primary driver of presenting problems: 
 
 
Estimated treatment stage: 
 
 
What makes them a good fit: 
 
 
What gives you pause: 
 
 
 

  
Client B 

Client (initials only): 
 
 
Primary driver of presenting problems: 
 
 
Estimated treatment stage: 
 
 
What makes them a good fit: 
 
 
What gives you pause: 
 
 
 

 
Not sure if a client is a good fit? That's what consultation is for. 

PART 2 YOUR FIRST MOVE 
 
Which starting point will you implement first? Check one. 
 

□  Session structure — mindfulness open, review tracked data, identify priority target, work that target 
□  Introducing the model — have language ready for when a client asks what you're doing and why 
□  Setting up the diary card — introduce it as data, not homework; address 'I forgot it' in advance 

 
With which client will you try it first? 
 

 
What will you do differently in that session, specifically? 
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What might get in the way? 
 

 
 

 
 

PART 3 YOUR GAPS 
 
What felt most unclear after today's training? 
 

 
 

 
 
What do you most want to learn more about? 
 

 
 

 
 
What consultation or supervision do you have access to as you begin this work? 
 

 
 

 
 

PART 4 YOUR COMMITMENT 
 
Complete this sentence before you leave today. 
 
“By  _________________________________ ,  I will have 
 

 
 

 
…” 
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NOTES 
 

 
 

 
 

 
 

 
 

 
 

Next steps for going deeper: 
•  Linehan's DBT Skills Training Manual — the clinical reference for this work 
•  DBT-Linehan Board of Certification — for those pursuing formal credentialing 
•  FoundBetween continued training — www.FoundBetween.com 
•  Supervision and peer consultation — one thing, implemented consistently 

 

FoundBetween Training Institute  ·  www.FoundBetween.com  ·  Dakota@FoundBetween.com  |  Kaylin@FoundBetween.com 
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