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Objective: Evidence supports the effectiveness of Dialectical Behaviour Therapy for
Adolescents (DBT-A) with emotional dysregulation and emerging evidence suggests it may
also benefit participating carers. We investigated carer outcomes and feedback following
participation in DBT-A as a support person.

Method: Carers (N = 52) participated in DBT-A with their young person at a community-based
mental health service. A mixed-methods approach was used to collect quantitative self-report
measures of depression, anxiety, stress, burden and expressed emotion at baseline, during and
post-DBT-A and qualitative data post-DBT-A through semi-structured interviews (n = 4), tran-
scriptions of DBT-A graduations (n = 25) and written feedback (n =19).

Results: Statistically significant reductions were observed over time in burden (3 =-4.63, p=
<.05) and expressed emotion (3 =-3.13, p= <.05), but not for depression, anxiety, or stress.
Qualitative results supported the acceptability and success of the program for carers, with
improvements in personal, lifestyle and family functioning highlighted.

Conclusions: Results supported the reduction of carer burden and subjective lifestyle improve-
ment post-DBT-A participation. Future evaluations could incorporate carer outcomes to more
comprehensively understand the benefits from DBT-A.

Carer; parent; burden,
dialectical behaviour
therapy; emotional
dysregulation; borderline
personality disorder

What is already known about this topic:

(1) Carers experience high levels of burden when caring for complex presentations, particu-
larly young people experiencing emotional dysregulation.

(2) Emerging evidence supports DBT-A as beneficial for carers in addition to their young
person.

What this topic adds:

(1) Burden and expressed emotion reduced significantly in carers participating with their
young person in DBT-A.

(2) Carers provided overwhelmingly positive feedback of their personal experience in the DBT-
A program.

(3) Highlights the importance of including carer outcomes when considering broader com-
munity implementation of DBT-A

Borderline personality disorder (BPD), characterised by
emotional dysregulation, impulsivity and relationship
instability (Kaess et al., 2014; Kranzler et al., 2016; Sharp
& Fonagy, 2015) is increasingly recognised in adoles-
cence and young adulthood (Chanen, 2015). Caring for
young people with BPD symptomology is associated
with high levels of carer burden, defined as the strain
related to caregiving responsibilities (Liu et al., 2020).
Parents (hereafter referred to as “carers” to recognise
the nature of children living with guardians other than
their biological or adoptive parents) of young people
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with BPD symptoms report high levels of distress
(Lawn & McMahon, 2015) and experience greater
carer burden than those caring for young people
with other mental health conditions (Seigerman et al.,
2020). Caring for a young person experiencing emo-
tional volatility, risk taking behaviours (Jgergensen et al.,
2021; Lawn & McMahon, 2015) and family environ-
ments with high expressed emotion (Bailey &
Grenyer, 2015) have been associated with increased
carer burden. Evidence suggests that interventions
supporting these carers may improve family dynamic,
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reduce carer burden and negative mood states and
assist in BPD symptom recovery within a young person
(Guillén et al., 2021; Sutherland et al., 2020).

Dialectical Behaviour Therapy for Adolescents (DBT-
A; Rathus & Miller, 2002), adapted from DBT (Linehan,
1993), is a therapeutic treatment program for chronic
emotional dysregulation (including BPD symptoms) in
young people (Fleischhaker et al., 2011; Gillespie et al.,
2019; Rathus et al., 2015). DBT-A has shown reduction
of self-harm and suicidal ideation in young people
(Boustani et al., 2024; Kothgassner et al., 2021; Rathus
et al, 2020) and improvements in mood symptoms
over a variety of treatment settings (Bahji et al., 2021;
Rathus et al.,, 2020). With assessed suitability (e.g., the
carer is not a direct perpetrator of abuse or neglect),
DBT-A can include the young person and their carer in
multi-family group sessions (Miller, 2007; Rathus et al.,
2020).

Flynn et al. (2020) reviewed carer participation in
a DBT-A program, and reported significant reductions
in carer burden, grief and stress pre-post. Further, Hare
et al. (2024) reported decreased adolescent-reported
criticism (e.g., criticism perceived by the adolescent
from the carer), and Smith et al. (2023) reported sig-
nificant reductions in distress and communication dif-
ficulties, alongside increased perceived openness and
overall family functioning for carers. Evidence from
alternative programs such as Family Connections™
(FC; Hoffman et al., 2005) - based on principles of
DBT and targeted towards families of individuals diag-
nosed with BPD, have also reported reduction in carer
burden (Boritz et al., 2021; Sutherland et al., 2020),
burnout, guilt, subjective improvement in familial rela-
tionships (Guillén et al,, 2021) and improvement in
grief and coping for broad samples (Boritz et al.,
2021). To date, recent real-world (i.e., community set-
tings) evaluation of carer outcomes from DBT-A parti-
cipation is limited (see Flynn et al., 2020; Hare et al.,
2024; Smith et al., 2023). This research is important and
serves to inform continued service provision for not
only a vulnerable group (young people with BPD
symptomology), but also carers experiencing asso-
ciated poor mental health. The present study seeks to
contribute to this emerging research area, providing
the first evidence of carer benefit from DBT-A in
Australia.

Carer outcomes before, during, and after DBT-A
were captured using a mixed-methods design.
Quantitatively, we predicted that carers would report
decreases in depression, anxiety, stress, expressed
emotion and burden following participation in DBT-A.
Qualitative data were collected to fully capture the
breadth of carer experiences, and develop an

understanding of potential factors influencing carer
symptom reduction across the program.

This study applied a sequential explanatory design,
first collecting and analysing quantitative data, fol-
lowed by qualitative data collection and analysis. This
was a pre-post design embedded within an existing
community service and thus was unable to include
a control group.

Southern Youth Mental Health Services (SYMHS) is
a community-based early intervention service for ser-
ious and emerging mental illnesses in at-risk young
people (16-24 years old) in Adelaide, Australia. Over
half of young people presenting to SYMHS do so with
emotional dysregulation and engage in self-harm, as
measured by the McLeans screening instrument for
BPD (Zanarini et al., 2003) and case reviews by
a SYMHS mental health specialist (MHS; Num &
Woods, 2023). SYMHS provides DBT-A to increase evi-
dence-based psychological intervention for eligible
young people and their families. The program follows
the structured DBT-A Skills Manual for Adolescents
(Rathus & Miller, 2015) and includes 2-h weekly group
sessions over 21-24 weeks facilitated by trained clin-
icians (see Supplemental Materials for intervention
structure). The intervention focuses on skill-building
in five modules coinciding with the clinical needs con-
sistent within Linehan’s (1993) biosocial model of treat-
ment for BPD. The four modes of DBT proposed by
Linehan (1993) were available to clients; group inter-
vention, individual sessions (with an internal youth
MHS or external therapist), with a weekly SYMHS con-
sultation team meeting, and between-sessions phone
coaching occurring through the individual therapist
(supplemented by after-hours mental health crisis sup-
port services). Attendance of one carer per dyad was
permitted to not exclude young people with one carer
from participating, or to support families that had to
maintain work during the program. A maximum of six
family dyads (carer and young person) were enrolled in
each group, with rolling entries allowing new dyads to
join at the start of each module. This can create varia-
tion in the 21-24 group session duration based on the
duration length of the mindfulness module repeated
at each rolling entry point. Both young person and
carer acquire skills in session, report on weekly
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homework to strengthen skills and then practice gen-
eralising these skills within the psychosocial and family
environment. In the final session, families attend
a graduation ceremony. All group members (facilita-
tors, carers and young people) received opportunities
to provide comments to graduating members, in addi-
tion to sharing program opinions and feedback.

Participants (N =52) were a community sample of carers
participating with their young person in DBT-A at SYMHS
between October 2020 and September 2021. Telehealth
group sessions occurred for a maximum of 8 weeks dur-
ing this time when COVID-19 restrictions capped in-
person attendance numbers. Eleven (20.4%) self-
identified as male (fathers, including 1 male non-family
carer), and the remaining 43 (79.6%) self-identified as
female (mothers including 1 aunt and 1 grandmother),
ranging in age from 35 to 63years. No participants
refused consent or withdrew data after participation.
Seventy-one percent of carer-young person dyads com-
pleted the DBT-A program during this recruitment period
(Num & Woods, 2023). In accordance with DBT-A consid-
erations (Rathus & Miller, 2015) one parent for each
young person was invited to attend, to maintain
a balance of both young people and carer participants.
Eligibility included the carer residing with the young
person and having an integral role in their lives. Carer
exclusions included estrangement with or abuse of the
young person or severe or unmanaged mental health
conditions that could impact their involvement or atten-
dance. However, no carers met these criteria. Eligible
young people required a diagnosis of BPD or presenting
with 3+ diagnostic traits (one of which being recurrent
suicidal or self-harm behaviour; Num & Woods, 2023).

Quantitative measures of carer outcomes were admi-
nistered at baseline (pre-DBT-A), mid-program (weekly
session 10-12) and post-program (at the graduation
ceremony). Qualitative feedback was captured post-
program.

Carers completed the Depression, Anxiety and Stress
Scale-21 Items (DASS-21; Lovibond & Lovibond, 1995),
a measure of depression, anxiety and stress symptoms,
at baseline, group mid-point and final DBT-A session.
Separate subscale scores were calculated for this study.
Each subscale consists of seven items on a 4-point
scale, where respondents rate the extent to which
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they have experienced a symptom in the past week —
ranging from 0 “did not apply to me at all” to 3
“applied to me very much, or most of the time”. The
depression scale assesses dysphoric mood states (e.g.,
| felt downhearted and blue), the anxiety scale assesses
arousal states (e.g., | was aware of dryness in my
mouth) and the stress scale assesses negative emo-
tional reactions to stressors (e.g., | found it hard to
wind down). Higher scores are indicative of more fre-
quent symptology (Osman et al., 2012), with increasing
severity classifications as scores increase (normal, mild,
moderate, severe and extremely severe). The current
sample showed good internal consistency within
each subscale (Depression Cronbach’s a=.92; Anxiety
Cronbach’s a =.86; Stress Cronbach’s a =.88).

Carers completed the Burden and Assessment Scale
(BAS; Reinhard et al., 1994) at baseline, group mid-
point and final DBT-A session to assess the level of
burden experienced by the carer of an individual with
a mental illness. The BAS contains 19 items rated on
a scale of 1 “not at all” to 4 “a lot”. Ten items assess
objective burden such as financial problems, limita-
tions on personal activity, household disruption and
social interaction. Nine items assess subjective burden
such as aspects of feelings, attitude and emotions
expressed about caregiving experiences. Responses
are combined, with total scores ranging from 19 to
76 and higher mean scores indicating higher levels of
burden (lvarsson et al., 2004). The measure has ade-
quate validity and good internal consistency
(Cronbach’s a=.89 to .91; Reinhard et al., 1994), and
excellent internal consistency (Cronbach’s a=.91) in
this sample.

Participants completed the Level of Expressed Emotion
Scale - Relative Version (LEE-R; Cole & Kazarian, 1988)
to measure perceived emotion from the carer towards
the unwell relative. Items measure perceived lack of
emotional support, perceived intrusiveness, perceived
irritation, or perceived criticism towards the respon-
dents unwell relative. Participants rate their level of
agreement with each statement on a 4-point scale,
ranging from either 1 “untrue” to 4 “true”, or reverse-
scored 1 “true” to 4 “untrue”. High scores on the LEE-R
indicate high levels of criticism, hostility and emotional
over-involvement in the unwell relative’s life. The stan-
dard version (LEE) shows good internal consistency
(Cronbach’s a=.91) and acceptable internal validity
(Gerlsma et al, 1992), though formal psychometric
properties of the LEE-R have yet to be explored. In
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the current sample, the LEE-R showed low, but accep-
table internal consistency (Cronbach’s a=.62; Taber,
2018).

An interview guide (provided in Supplemental
Materials) was developed to create rapport and under-
stand participants’ subjective perception of DBT-A
using a semi-structured approach commonly used in
qualitative research (Percy et al.,, 2015). The interviewer
(AB) had an academic background in psychology,
experience working in youth mentoring and no prior
relationship with the SYMHS DBT-A program or its
participants. All interviews were deidentified prior to
qualitative review. All other authors reviewed inter-
view questions prior to administration and were
aware of reflexive practices to minimise the impact of
their background on the research process.

A carer feedback form developed at SYMHS allowed
carers to provide feedback on the DBT-A program at
the graduation ceremony (see Supplemental
Materials). Six open-ended questions related to the
referral process, program content, potential improve-
ments, inclusion of carers, and if the individual would
recommend the program to other families (e.g., Can
you tell me about anything that personally affected you
[either positively or negatively] in the program?). Two
questions were scored on a Likert scale of 1-10 (with
higher scores indicating greater agreement) and asked
participants to rate how much their young person
learnt, how much they learnt, and how likely they
were to use skills in future. Questions were developed
based on literature review and consultation with clin-
ical experts.

Over the 11-month recruitment period, 52 families
accepted and completed treatment within the
SYMHS DBT-A program and completed baseline and
mid-treatment measures. At the final graduation ses-
sion, 25 (46%) carers provided verbal feedback on their
experience, and 19 (42%) completed a post-program
written feedback form. Data collected through these
two avenues was initially provided voluntarily by par-
ticipants and was subsequently deidentified by the
first author (AB) prior to analysis. All graduate carers
were contacted in August 2023 with four accepting an
invitation to be interviewed about their experiences.
The project was classified as continuous improve-
ment by the Southern Adelaide Clinical Human

Research Committee (reference number 4500), build-
ing on two ongoing quality improvement projects
(reference numbers 2011 and 2076). All participants
provided informed consent prior to participation and
were advised that they could cease participation at any
time.

Significance of mean variable change over the three
timepoints (pre, mid, post) in the BAS, DASS-21 and
LEE-R data were analysed using multilevel mixed-
effects regression models (MLM) in RStudio Version
2023.26 (RStudio Team, 2020), to accounts for the
nested structure of repeated measures within partici-
pants. For each outcome variable, time was assigned as
a fixed effect with age and gender as covariates, allow-
ing for random slopes and intercepts for time nested
within participants. Level 1 analysis examined indivi-
dual-level effects (change in outcomes across DBT-A),
and level 2 examined group-level effects (consistency
in outcomes across DBT-A) across all carers. Two parti-
cipants were excluded from final analysis due to miss-
ing data in the LEE-R at both pre- and mid-program.
Quantitative content from feedback forms was ana-
lysed descriptively. Sample size was determined
based on the availability at SYMHS to offer the
resource-intensive programs (up to 12 family dyads
across two separate DBT-A programs at any one
time), as opposed to prospective power calculations.
Post-hoc power analysis indicated the study was ade-
quately powered to detect medium (n =34) and large
(n=15) effects, but underpowered for small effects
(n =199 required).

Quialitative responses from the interviews, feedback
forms and graduation ceremonies were analysed collec-
tively using Braun and Clarke’s (2006) reflexive thematic
analysis framework to identify, analyse and report pat-
terns on program feedback from a carer perspective.
This framework highlights six phases; (1) familiarisation,
(2) generation of initial codes, (3) theme searching, (4)
reviewing themes, (5) defining themes and (6) narrative
production. Qualitative analysis was conducted in NVivo
by AB, with initially derived themes analysed by senior
researcher LE or AO to confirm accuracy of review and
avoid bias. All data was anonymised upon entry to
NVivo, and all recordings or original copies of forms
were securely destroyed. As content saturation is cur-
rently disputed (where patterns repeat in data, and no
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novel findings are emerging in continued analysis;
Braun & Clarke, 2021), it was not sought in this study.
The representation of data across multiple collection
methods was specific to the area of carers of young
people eligible for the DBT-A program - as such, the
current  study was deemed  sufficient for
a comprehensive analysis (Braun & Clarke, 2021).

Assumptions were violated for quantitative measures
but given no difference in results between trans-
formed and untransformed data, results based on
untransformed data are reported here. Real-world
data is often skewed (Gonzalez-Blanks et al.,, 2020)
and MLM is robust to skewed data, particularly when
the data is in a nested, hierarchical structure
(Goldstein, 2011), as in the current study.

Descriptive statistics (see Table 1) indicated that
mean scores for depression and stress were within

Means (standard deviations) of outcome values over

time.
Pre (N=52) Mid (N=17) Post (N=19)
Depression 3.90 (4.02) 4.88 (3.10) 3.68 (3.16)
Anxiety 2.64 (3.32) 4.71 (4.03) 2.89 (2.98)
Stress 6.90 (4.09) 7.18 (3.52) 6.73 (4.01)
Burden 47.74 (11.44)  47.00 (12.28) 39.89 (10.03)
Expressed Emotion 72.04 (12.66) 70.50 (11.8) 65.95 (9.41)

Note. Completion of outcome measures varied across timepoints, as
indicated by N.
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“normal functioning” as defined by the DASS-21
(Lovibond & Lovibond, 1995) clinical thresholds, at all
three timepoints — mean scores of anxiety entered the
threshold of “mild symptoms” at mid-DBT-A.

Multilvel mixed effects model outputs are shown in
Table 2. A significant reduction of burden and
expressed emotion was observed over time, and non-
significant change in depression, anxiety and stress.

Table 3 shows the intercept, random slopes and
random intercepts (with 95% Cls) for each outcome
variable. All intercepts indicate the predicted value of
the outcome variable pre-DBT-A. For all variables, the
SD of the random slopes was close to zero, suggesting
that individual trajectories of variable change over
time were parallel. Further, random intercepts (and
respective 95% Cls) indicate substantial variability in
all pre-DBT-A variable values across participants.

Participants who completed the feedback form post-
DBT-A showed a mean response of 9.37 and 9.58
(range: 1-10) for “how much do you think you learnt
from the group?” and “in the future, how likely are you
to use any of the skills you have learnt?”

Analysis of qualitative data from interviews, carer feed-
back forms and graduation ceremonies generated

Coefficients, SE and 95% Cl of the fixed effect (time) on outcome variables.

95% Cl
b
/3“ SE Lower Upper p Conditional ICC
Depression -0.39 31 -1.02 0.25 22 .69
Anxiety -0.09 27 -0.62 0.45 .70 67
Stress —0.42 Al -1.23 0.47 32 A4
Burden —4.63 98 —6.6 -261 <.001 69
Expressed Emotion -3.13 1.15 -5.38 —-0.88 <.001 58

Notes. Bold values indicate statistically significant main effects.
2B is the coefficient of time.

PConditional ICC was calculated to adjust for covariates with the formula: ICC = (adjusted variance between groups)/(adjusted variance

between groups + variance within groups).

SE, standard error; Cl, confidence interval; ICC, conditional intraclass correlation.

Intercepts, random slopes and random intercepts for outcome values over time.

)
B (Random Slopes)
Depression 9.45 1.92x7107'°
Anxiety 6.73 2.88x107°
Stress 13.26 136x1078
Burden 75.53 219x107"
Expressed Emotion 90.26 440x107"

Notes. SD, standard deviation; Cl, confidence interval.
2B represents the intercept.
b95% Cls for random intercepts.

D 95% CI°
(Random Intercepts) Lower Upper
3.04 231 4.00
244 1.85 3.22
247 1.71 3.56
9.14 7.03 11.90
8.72 6.41 11.86
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superordinate themes of acceptability, program struc-
ture, personal changes, and lifestyle changes outlined
below.

Feedback across interviews, carer feedback forms and
graduation ceremonies were overwhelmingly positive,
describing the program as “very beneficial”, as having
“changed [their] life" and (“[the program] heavily
improved my wellbeing ... | was fairly impacted by
what | was going through”).

All participants endorsed the personal success of
the program, with suggestions that the program facili-
tated education of their young person’s experience
(e.g., “DBT-A helped me to disentangle from what [their
young person] was going through” and “it educated me
an awful lot”). The DBT-A program was suggested to
reduce guilt and blame:

So, for me personally, struggling with this diagnosis
my child had and blaming myself and the guilt; being
able to normalise that and realise along the program
that it wasn’t my fault, and how we get past all that.
| didn't feel like it was my fault [after] and | could let go
of that guilt. (P1 Interview)

All carer feedback forms indicated that they would
recommend the program to other families, with com-
ments concluding that the program provided skills to
support their young person (“it was well worth the
effort for the tools to support my child”).

Specific acceptance skills of mindfulness, wise
mind, validation and radical acceptance, in addition
to change-based interpersonal (FAST) skills of self-
respect and self-prioritisation were frequently
endorsed: (“mindfulness was good as a calming tech-
nique for myself” and ‘it gave me a quiet moment
during a busy day”). In response to the feedback
form item - “What was the most helpful thing you
learnt in group or drop-in sessions?” — responses
included:

How to recognise if | was in emotional mind and then
change my response to wise mind. Also, opposite
action was very helpful. Also, the distress tolerance
skills of putting my face in very cold water has been
invaluable. | will look at my book often to help myself
and my young person. (P14 Feedback Form)

Analysis showed that opinions of program structure
were regularly mentioned, with program length and
group format indicated as largely positive aspects of
the program. While the program length was initially
described as a “hard slog”, participants agreed that the

length was appropriate - (“it needed to be that length,
I think doing any less would've been doing a disservice”).
The group therapy aspect was endorsed as a valuable
characteristic. One participant described the group
environment as different from previous therapeutic
experiences: “DBT-A was very different from having
your own therapy or program ... you hear from other
people ... and see the parallels”. Group therapy was also
described as reassuring and validating:

It was quite reassuring to know we weren't the only
people in the world to be going through personal
problems and things, and that there were other peo-
ple there ... you didn't mind opening up because
others had their own reason for being there and they
were opening up as well, so it definitely made it easier.
I think, without being in a group, | would not have
opened up nearly as much. (P3 Interview)

Similarly, participants highlighted that individual ther-
apy would not have been as effective as the group
approach (“it would've been more combative ... more
defensive and more argumentative”).

Carer feedback forms indicated that that carer inclu-
sion was highly valued in the course, as it helped carers
and young people share learnings.

Participants frequently suggested additions to the
program related to family inclusion and follow-up per-
iods to extend learning to a wider group (“it would
have been good if my husband had been there as
well”). Further, skill regression and desire for
a program “refresher “was frequently mentioned to
maintain learned skills and behaviours from the
program:

The other things | would have loved is a bit of a follow
up, whether it was 6 months or 12 months. | would
have loved an opportunity to do a just a brief 4-week
refresher — just a quick snapshot’, this is what you
learned’, “this is where you are now”, “where are you
finding that you're struggling”, or “where are you
excelling”? And just doing that as a group again,
I think would have been really nice. A checkpoint,
I guess. (P1 Interview)

Several participants also indicated that carer/parent-
only sessions would be desirable:

It would be nice to have a session with parents only.
I think some parents would like to say more than they
feel they can [in front of their young people]. This
would help to problem solve with [other carers’]
thoughts and understanding. (P11 Feedback Form)

Many participants highlighted a lack of knowledge
prior to participation, with one carer stating they had



“serious misconceptions and apprehensions going in”".
More broadly, participants shared that prior to parti-
cipating in DBT-A, they lacked understanding of
recognising their own extreme emotions and
behaviours.

Further, use of DBT-A skills was indicated to have
targeted many areas of their life
and “sunk in to make [them] a different person”. Despite
participants involved in interviews having experienced
prolonged breaks since their personal completion of
the program, the longevity of skills was endorsed (“it
has been a while, but skills have embedded, and | just do
them”). Participants also shared personal changes in
their behaviour (e.g., “being more understanding”, “lis-
tening more, | don’t jump in ... " and "“emotionally
separating”).

Improved emotional regulation as a result of the
program was most frequently mentioned:

| never realised that | was quite an emotional person
too, not to [their child’s] degree, but yeah, | could fly
off the handle or you know, say things | probably
didn't mean to say, which | tend not to do now. So,
| tend to sometimes just walk away and like | said, not
try and fix everything, which it what | used to be - the
problem solver. So yeah, things like that definitely help
me. I've just learned to let go a bit through the DBT,
and just be calmer, | think. That's mainly what | got out
of it. (P2 Interview)

Participants also shared the change DBT-A brought
in both their family and wider life circles. DBT-A
was described as life changing for both themselves
and their families (“it changed myself, my partner,
and the rest of the family”). Specifically, the thera-
peutic skills were reported to improve communica-
tion and understanding, reduce arguments and
diffuse uncomfortable situations in the family
environment.

Participants consistently described the widespread
application of learned skills (e.g., “skills have been trans-
ferrable to home, relationships, and work ... | use them
with everyone else in my life” and “I'm now more aware
of the way | interact with everybody at work, at home, in
my extended family and my friends”).

The present study is the first Australian investigation of
carers before, during and after participation in a DBT-A
group therapy program. Carers participating in DBT-A
experienced a significant reduction in burden and
expressed emotion, though no reduction was found
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for depression, anxiety, or stress. Feedback forms indi-
cated that participants overwhelmingly agreed that
they learnt a lot from the program and were very likely
to use the skills in future. Qualitative results explored
the complexities of carer feedback on the program,
and showed the largely positive domains of feedback
surrounding the acceptability, program structure, per-
sonal changes and lifestyle changes from DBT-A.

The observed reduction in burden has been similarly
reported by carers participating in DBT-A through
a community-based mental health service in Ireland
(Flynn et al,, 2020) and an FC group, with skill building
and peer support for carers, similarly demonstrated
a reduction in carer burden in Ireland (Flynn et al., 2017)
and America (Hoffman et al,, 2005, 2007). Conversely,
a similar carer-focussed pilot intervention Family Skills
did not report a significant reduction in burden (Miller &
Skerven, 2017) — however, this was noted to have limited
power to detect treatment effects.

Carers in the current study also experienced a signifi-
cant decline in level of expressed emotion post-DBT-A,
related to the relationship between the carer and their
young person. There is limited research of the impact of
DBT-A on the level of expressed emotion in carers.
However, Smith et al. (2023) utilised the Parent
Adolescent Communication Scale (PACS) and the
Systemic Clinical Outcome and Routine Evaluation
(SCORE-15) to explore similar constructs of quality of
communication, familial strength and adaptability, and
family interaction. Reductions in expressed emotion from
carer interventions based on the context of the whole
family environment, rather than DBT principles, have also
been reported (Bateman & Fonagy, 2019; Grenyer et al.,
2018). In the current study, qualitative feedback from
carers suggested that the DBT-A program assisted in
“empowerment”, normalising their feelings, seeing “par-
allels” with other families, and allowing themselves to
emotionally separate from their young persons’ strug-
gles. This aligns with the feelings of empowerment and
the ability for carers to “take time out” and not focus on
difficulties previously reported by Flynn et al. (2020).
Carers also endorsed the acceptability and benefits of
the DBT-A skills in both the program with other families
and with real-world application consistent with Flynn
et al. (2020). Our mixed-methods approach provides
further insight into potential mechanisms of change for
carers. For example, carers readily recalled skills from the
acceptance-based modules; Mindfulness, Distress
Tolerance, and Walking the Middle Path, as opposed to
change-based modules; Interpersonal Effectiveness and
Emotion Regulation, suggesting these components may
be driving improvement in carer outcomes.
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There was no significant change following DBT-A in
outcomes with subclinical levels at baseline — depression,
anxiety and stress. This is consistent with prior studies of
carers that reported no improvement in depressive
symptoms following DBT-A noted subclinical depression
at baseline (Smith et al., 2023; Woodberry & Popenoe,
2008). Alternatively, studies reviewing FC reported sig-
nificant reductions in depression post-treatment (Flynn
et al., 2017; Hoffman et al, 2007). This suggests that,
when associated depression symptoms are elevated pre-
treatment, carers involved in DBT-based programs can
experience symptom reduction post-treatment. In con-
trast, carers in the current study had high mean scores
for both burden and expressed emotion prior to pro-
gram commencement, indicative of more severe symp-
toms with greater potential for improvement.

It is unclear whether the observed reductions in
burden and expressed emotion and reported program
acceptability, personal and lifestyle changes for carers
are attributable to either direct DBT-A participation,
improved carer-young person relationship or a result
of natural symptom remission. While DBT-A has
already demonstrated efficacy for young people with
BPD symptoms (Gill et al., 2018; Gillespie et al., 2019;
Rathus et al., 2015) and can enhance parent—child
relationships (Rathus et al., 2015), carer feedback in
the current study indicated change in functioning
(e.g., guilt reduction and empowerment). The feedback
often intertwined carer experiences with those of their
young person, suggesting a strong connection to the
young person’s DBT-A experience. Ratnaweera et al.
(2021) asked both adolescents and carers to evaluate
a DBT-A program and reported themes of “relationship
improvement” from both groups. Future research
should extend this to qualitatively explore the related
mechanisms of carer symptom reduction, and whether
this may be attributed to the young persons’ improve-
ment. Implementing a similar approach, in addition to
administration of relevant quantitative measures (e.g.,
the PACS and SCORE; Smith et al., 2023) could capture
the mechanisms of carer outcomes. Randomised con-
trol trials comparing DBT-A either to treatment as usual
or other therapy modalities, should also be considered
where feasible, to ensure pre-post comparisons are
capturing more than natural remission.

There are several limitations of the current study.
Participation by carers in the qualitative component
was low but was largely limited by available carers

who had already participated in the DBT-A pro-
gram. DBT-A at SYMHS is the only program of its
kind in Adelaide and is limited by the maximum
number of family dyads in group (consistent with
the manualised approach; Rathus & Miller, 2015),
age of included young people (16-25), service
demand and available resourcing. Therefore, recruit-
ment into data collection avenues, self-report of
symptoms and sample generalisability were natu-
rally limited by intake — and may not be reflective
of carers of younger children. Drop out was also
observed at follow up, with a lack of carers
responding to participate in qualitative interviews.
This may impact qualitative results, as those with
potentially negative experiences of the program
may not have provided feedback. Quantitative
results also reflect high attrition, as we analysed
per protocol given limited sample size. Overall,
this may present an overly favourable view of the
impact of DBT-A on carers. Further, statewide
COVID-19 healthcare restrictions affected five family
dyads, resulting in an eight-week period of tele-
health program delivery, before return to in-
person sessions. Of note, 79% of the current study
participants identified as female, which limits gen-
eralisability to other diverse groups, but is similar to
other carer evaluations (76-100%; Flynn et al., 2020;
Hare et al., 2024; Rathus et al., 2015, Smith et al.,,
2023). Future studies should consider; comprehen-
sive collection of demographic information (e.g.,
postcode, working status, gender, etc.) to ensure
generalisability of findings, review of homework
completion, assessment of alternative modalities
(e.g., in-person or telehealth) and promote data
collection avenues.

As this was an evaluation of an existing service,
long-term follow-up data was collected entirely
through qualitative methods. Carers who previously
participated in DBT-A were invited to provide feedback
if they wished to. Themes indicated that the skills
carers had learnt were still useful after an extended
period post-DBT-A suggesting that quantitative out-
comes should be evaluated at a longer-term follow-
up (e.g., 3-6 months) to evaluate the potential longer-
term impact on carers.

Involving carers in treatment for young people experi-
encing mental health concerns has been previously
shown to be important in recovery. Yet, fewer research



reviews the associated symptom recovery for partici-
pating carers. The current study is the first, to our
knowledge, Australian evaluation of carer outcomes
after participation in a DBT-A program. In terms of
further evidence, carers reported improvements in sev-
eral symptom domains and provided feedback sup-
porting the positive effects for carers participating in
DBT-A with their young person. Importantly, this sup-
ports the wider provision of family-inclusive
approaches in mental health service delivery and
ascertained benefits for two relevant groups.
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