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Barriers, facilitators, and benefits of implementation
of dialectical behavior therapy in routine care: results
from a national program evaluation survey in the Veterans
Health Administration
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Abstract
National implementation of evidence-based psycho-
therapies (EBPs) in the Veterans Health Administration
(VHA) provides important lessons on the barriers and
facilitators to implementation in a large healthcare sys-
tem. Little is known about barriers and facilitators to the
implementation of a complex EBP for emotional and be-
havioral dysregulation—dialectical behavioral therapy
(DBT). The purpose of this study was to understand VHA
clinicians’ experiences with barriers, facilitators, and
benefits from implementing DBT into routine care. This
national program evaluation survey measured site char-
acteristics of VHA sites (N = 59) that had implemented
DBT. DBT was most often implemented in general mental
health outpatient clinics. While 42% of sites offered all
four modes of DBT, skills group was the most frequently
implemented mode. Fifty-nine percent of sites offered
phone coaching in any form, yet only 11%of those offered
it all the time. Providers were often provided little to no
time to support implementation of DBT. Barriers that were
difficult to overcome were related to phone coaching
outside of business hours. Facilitators to implementation
included staff interest and expertise. Perceived benefits
included increased hope and functioning for clients,
greater self-efficacy and compassion for providers, and
ability to treat unique symptoms for clinics. There was
considerable variability in the capacity to address imple-
mentation barriers among sites implementing DBT in VHA
routine care. Mental health policy makers should note the
barriers and facilitators reported here, with specific at-
tention to phone coaching barriers.
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The Veterans Health Administration (VHA) has
made large investments in disseminating and imple-
menting mental health evidence-based psychothera-
pies (EBPs) across the nation’s largest integrated
healthcare system. To date, VHA has rolled out 15

EBPs nationally, including treatments for posttraumat-
ic stress disorder (PTSD), depression, sleep problems,
chronic pain, and substance use [1]. Evaluation of the
implementation of EBPs in VHA has identified bar-
riers and facilitators. Provider attitudes influenced im-
plementation; EBPs were delivered more often when
clinicians perceived them as effective [2–4] and were
delivered less frequently when clinicians believed that
the treatments were ineffective or perceived clients
would not tolerate them, such as with PTSD treatment
[5]. The structure or characteristics of a clinic were
also at times barriers to implementation, such as not
being highly organized and structured [6], having a
long waiting list [3], or being unable to schedule
appointments for the necessary time frame [5, 7].
Facilitators to implementation included dedicated
time, resources, sufficient staff, and mandates to deliv-
er the EBP [2, 8]. As demonstrated in previous train-
ing literature, consultation (defined as ongoing feed-
back generally lasting 3 to 6 months, usually on taped
clinical interactions, from an expert consultant) was
key to changing provider behavior [1, 6, 9].
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Implications

Policy: Mental health leaders who have the ability
to impact and inform policy should consider policy
changes that would help address the barriers rated
as difficult to overcome by clinical sites.

Research: Additional work is needed to systemat-
ically identify implementation strategies best suited
to address the barriers identified, especially those
rated as difficult to overcome.

Practice: Clinic administrators and clinical pro-
viders can use the barriers and facilitators de-
scribed here to plan for implementing dialectical
behavior therapy in their setting.
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A number of these implementation barriers and
facilitators are likely generalizable across EBPs as
evidenced by their frequency in the literature, such as
number of providers, time and resources, and training
and consultation. Less is known about implementation
barriers and facilitators in dialectical behavior therapy
(DBT) [10], a complex EBP with multiple treatment
modes. DBTconsists of four modes of treatment; these
include weekly individual therapy, weekly skills
group, weekly therapist consultation team meetings,
and as needed phone coaching that can occur any time
of day (including outside of business hours). The func-
tions of phone coaching are to reduce suicidal behav-
ior, increase skill generalization, and repair therapeutic
relationship problems [10]. Treatment generally lasts
1 year (resulting in approximately 182 h of individual
and group treatment per client) [10, 11].
Developed to treat severe emotiondysregulationand

suicidal behavior, research has demonstrated DBT to
be an effective treatment for borderline personality
disorder (BPD) [12]. In studies primarily with clients
with suicidal behavior and BPD, DBT has also been
proven to lead to a reduction in suicide attempts, non-
suicidal self-injury, drug use, symptoms of eating disor-
ders, and improvements in psychosocial adjustment
and treatment retention [13]. To date, at least 11 ran-
domized controlled trials have yielded evidence point-
ing to its effectiveness at reducing depression, hopeless-
ness, anger, and impulsiveness (see summary inLandes
and Linehan) [14]. There is emerging evidence that
DBT skills group only (as opposed to full DBT that
includes all four treatment modes) may be effective for
treating individuals with BPD traits [15] and those with
emotion dysregulation problems [16, 17].
Addressing impulsive behavior and suicidal behav-

ior is critical in a veteran population where the preva-
lence rate of suicide is estimated to be higher than the
general population [18]. DBT is effective at reducing
suicidal ideation, hopelessness, depression, and anger
expressionwith female veterans with BPD [19]. DBT is
also helpful in decreasing male and female veterans’
utilization and cost of mental health services, including
hospitalizations [20]. The most recent revision of the
Department of Veterans Affairs and Department of
Defense clinical practice guidelines for the assessment
and management of clients at risk for suicide included
DBT as a treatment recommendation [13].
Unlike treatments for disorders that are more prev-

alent in VHA such as depression and PTSD, DBT has
not yet been disseminated nationally across VHA. The
complexity and intensity of DBT does not fit easily
into the routine VHA clinic structure and settings that
are already understaffed to address more common
mental health diagnoses. In a healthcare system work-
ing to increase veteran access to care, a more complex
treatment that addresses a fewer number of clientsmay
have lower priority with decision makers/clinical
administrators. These important and well-known con-
textual issues in theVHAmay impact decisionmaking
about DBT implementation and present additional
barriers. However, DBT can be utilized for treating a

smaller number of clients who require more intensive
services or who may be utilizing a greater percentage
of emergency and mental health resources [20, 21].
Current knowledge regarding the barriers and facil-

itators to the implementation of DBT are based on
studies focusing only on providers who have received
intensive training—a resource-intensive endeavor that
is not always feasible in large healthcare settings [12]
and who have implemented full DBT (e.g., all modes
of DBT). Carmel et al. [22] interviewed 19 clinicians
involved in a system-wide rollout of DBT in a public
behavioral health system. Herschell et al. [23] inter-
viewed 13 administrators from nine community-based
mental health agencies involved in a county-wide im-
plementation of DBT. Barriers identified in these two
studies included personnel problems, issues related to
program development, insufficient administrative sup-
port, and fit of DBT with established attitudes and
practices.
Ditty and colleagues [24] surveyed 79 intensively

trained providers in the community and interviewed
a subset of 20 of those providers. Using the Consoli-
dated Framework for Implementation Research
(CFIR) [25], they sought to identify inner setting con-
structs that appeared to be related to implementation
of DBT. Inner setting constructs are the “structural,
political, and cultural contexts” of the setting where
implementation will occur. Ditty and colleagues found
the following inner setting constructs to be possible
facilitators to implementing DBT: stand-alone pro-
gram settings, large size of treatment team, sufficient
office space, high team cohesion and communication,
culture/climate, and DBTsupervision. In other words,
settings with adequate resources and a relatively uni-
fied perspective to treating BPD were able to imple-
ment DBT. Through qualitative interviews with DBT
team leaders from 68 teams across the UK, Swales and
colleagues [26] identified barriers and facilitators con-
tributing toDBT program sustainability.Much like the
above, the primary barrier reported was lack of orga-
nizational support and, not surprisingly, the primary
facilitator was organizational support.
While there is evidence available regarding clinic-

and client-level benefits of DBT via clinical outcome
and cost effectiveness studies (e.g., reduction in service
utilization and cost and effectiveness data indicating
symptom improvement), limited research has dis-
cussed benefits of DBT implementation at the provid-
er level. Swales and colleagues [26] found that pro-
viders reported benefits such as personal utilization of
DBT skills, improved team support, and increased
respect from coworkers. In summary, some of the
barriers, facilitators, and benefits of DBT are similar
to themes seen in the general implementation research
and VHA EBP rollouts described above, such as ad-
ministrative support and access to training.
Given the sampling of intensively trained providers

in the studies above, less is known about the barriers
and facilitators to the implementation of DBT in rou-
tine care settings where there are often limited to no
resources available for intensive training. Intensive
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training generally includes two 1-week trainings sepa-
rated by a 6-month self-study and implementation
period. In addition, existing research has only exam-
ined the presence or absence of barriers. One study
was conducted with college counseling center staff
who either were interested in or had implemented
DBT. The authors found lack of individual therapists,
productivity demands, limited time for team consulta-
tion, and lack of willingness to offer phone coaching to
be the most highly endorsed barriers [27].
Less is also known about settings that have only

implemented some of the modes of DBT. For exam-
ple, some sites implement only the DBT skills group,
which has increasing evidence to support its use as a
stand-alone modality [15–17]. More information is
also needed about implementation of another mode
of DBT, phone coaching, when implementing a full
program. Phone coaching in DBT is often a controver-
sial topic, as it was designed to be offered outside of
business hours (based on the therapist’s personal lim-
its), with many providers offering access to phone
coaching at all hours of the day (often referred to as
24/7) [10]. Instructional guidance is available to assist
therapists in providing phone coaching [28–30] and
yet, limited research on both the effectiveness and
implementation of phone coaching is available. One
study [31] found that more frequent calls were associ-
ated with a reduction in psychological symptoms and
an increase in client and therapist satisfaction in a full
DBT program with clients with BPD.
More research is needed to determine the value

added of phone coaching to the full program of DBT.
Ben-Porath [28] identified myths, fears, and anxieties
that may prevent individual providers from using
phone coaching and discussed solutions to these issues.
Trainingevaluationdata indicate that thismodeofDBT
mayeither bemore difficult or takemore time to imple-
ment. Data from one intensive training cohort of 14
teams from different settings (e.g., private practice and
hospitals) in 2000, showed that only 29% of teams of-
fered phone coaching at the end of intensive training
and 43% offered it the following year (compared with
skills group, where 79% offered it at the end of training
and 86% offered it the following year) [32]. Data from
more recent training cohorts including 52 teams sug-
gests thatmore sites are implementing phone coaching
following training, as one of the twoDBT training com-
panies reported that 75%of teamswere offering all four
modes of DBT following training [33].
In summary, there is existing evidence for intensive-

ly trained, highly resourced teams who provide full
DBT and some emerging evidence that DBT is effec-
tive in decreasing treatment costs for veterans, skills
group may be a stand-alone modality of treatment,
and there remain ongoing challenges to phone coach-
ing in routine care. However, relatively little is known
about the barriers and facilitators to the implementa-
tion of DBT in VHA routine care settings.
Study aims—The current study aimed to identify VHA
clinics’ experience implementing DBT in routine care

settings and to describe sites’ experience with barriers,
facilitators, and benefits of implementation. Identify-
ing barriers and facilitators is an intermediate goal for a
future aim of determining what implementation strat-
egies should be used to address barriers and enhance
facilitators.

METHODS

Study design
The quantitative data presented here is derived from a
national program evaluation self-report survey. For a
full description of methods for this study, see Landes et
al. [34]; however, a brief overview is provided. This
studywas approved andmonitored by the institutional
review boards for the Palo Alto VA Health Care Sys-
tem and Central Arkansas Veterans Health Care
System.

Sample and procedures
A two-step purposive sampling process identified sites
providing modes of DBT in the VHA healthcare sys-
tem. First, the research team used a list of the clinical
sites’ points of contact on a DBT resource Intranet
website available to all VHA employees that included
60 contacts. The first author compiled the list prior to
the study for practical purposes of increasing commu-
nication between sites offering DBT and aiding in
making referrals for DBT within VHA. The list
includes VHA sites offering any modes of DBT and
includes VA medical centers, community-based out-
patient clinics, and Vet Centers. Sites were identified
for inclusion on the list by contacting known DBT
providers in VHA, soliciting information about exist-
ing sites on the VHA national listserv for EBP coor-
dinators, presenting at a VHA psychology leadership
conference, and asking the two DBT training compa-
nies to share information about the VHA Intranet site
with any of the VHA teams they trained. Instructions
for how to get a site added to the list on the Intranet site
accompanied the list. When adding a site, the person
providing the information and/or the team at the site
identified a point of contact to be listed. All 60 of these
points of contact received an invitation to participate
in this study. Next, in an effort to capture sites not listed
on the Intranet website, using snowball sampling
among their professional networks within VHA, the
research team requested each of these individuals
listed as points of contact to share the invitation with
others known to use DBT to participate in the national
program evaluation.
The research team sent potential respondents an e-

mail invitation to participate in the survey that includ-
ed an embedded link to the survey website. The sur-
vey was housed on a commercial web-based platform
(i.e., Qualtrics Survey Software) [36]. The survey was
voluntary and non-incentivized. The institutional re-
view board approved a waiver of documentation of
informed consent for this survey. Data collection oc-
curred between July 2013 and May 2014.
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The final sample sizewas 59 sites. Therewere a total of
67 unique survey responses; this included eight siteswith
more than one respondent. Sites were asked to have one
surveycompletedfor their site.Whenthereweremultiple
surveys completed per site, data were combined so that
each site hadonlyone entry.Data combinationwas com-
pleted by a team of two raters and rules included averag-
ingdatawhenappropriateandwhenonlyonerespondent
completed an item, using that respondent’s data (data
combination further described in Landes et al. [29].
Throughout this manuscript, when reporting what “clin-
ical sites” reported, we are referring to either the survey
responses from an individual at one site or, when there
were multiple survey responses, the aggregate responses
from each site.
VHA facility types included VA medical centers

(VAMCs) that are large local or regional healthcare
systems that may have multiple locations in a geo-
graphic area (e.g., in the New York City area, there
are medical centers in the Bronx, Manhattan, etc., that
are all part of one healthcare system) and community-
based outpatient clinics (CBOCs) that are smaller sat-
ellite clinics to their affiliated VAMCs to increase ac-
cess to care in surrounding areas. Vet Centers are
community-based outpatient-counseling centers that
are organizationally and physically separate from
VHA facilities where eligible combat veterans and
their families can go for a range of psychosocial serv-
ices, to include readjustment counseling, military sex-
ual trauma counseling, and bereavement counseling.
At the time of data collection in 2013, VHA had a total
of 168 VA medical centers and 1053 outpatient sites,
which included both community-based outpatient
clinics and Vet Centers. The 59 sites in this study
included 53 VA medical center locations, six
community-based outpatient clinics, and no Vet Cen-
ters. These sites represented 21 of the 21 Veteran
Integrated Service Networks (VISNs; regions of care
that include multiple medical centers, often spanning
multiple states).
The training experience and training needs data

collected in this survey have been previously reported
[34]. Survey respondents completed a checklist of
training activities completed by any member of their
DBT team. Training activities were categorized as high
(e.g., intensive training), medium (e.g., 1–2-day work-
shop), and low intensity (e.g., reading DBT books).
Most sites reported engaging in low-intensity training
activities. See Landes for more detail [34].

Measures
The survey included 81 items end-employed multiple
formats including multiple choice (n = 22), Likert
scaling (n = 42), ranking (n = 1), and check all that
apply response options (n = 16). Open-ended text box
responses were also provided for some items (n = 9) in
order to solicit more descriptive information or com-
ments from participants. The estimated time to

complete the survey was 15–20 min based on user
testing with VHA clinicians familiar with DBT.
Clinical site characteristics were assessed via ques-

tions about primary modes of DBT implemented, pro-
vider and mental health setting characteristics, includ-
ing clinic type (response options included general out-
patient mental health clinic, PTSD care team, inpa-
tient, residential (defined as longer-term inpatient
treatment), domiciliary (defined as residential rehabil-
itation and treatment services for homeless veterans
with multiple and severe medical conditions, mental
illness, addiction, or psychosocial deficits), and other),
number of providers and full-time equivalent positions
(FTE) available, the types of client problems and diag-
noses for which DBT is used (see Table 1), and the
approximate number of veterans and percentage of
their client population receiving DBT in their setting.
Barriers to implementation were assessed using a

modified version of the DBT barriers to implementa-
tion (BTI) questionnaire [37], a checklist of commonly
reported barriers created to assist trainers in under-
standing barriers faced by teams attending DBT train-
ings (α = .94). In trainings using the BTI, we received
feedback that the questionnaire did not allow respond-
ents to account for the dynamic change in barriers to
DBTover the course of implementation. We modified
the BTI to better capture clinicians’ experience in
dealing with barriers by changing the response options
from “yes” and “no” to “not a barrier/problem,” “a
problem we overcame,” “a problem we are currently
working on,” “a problem we could not overcome,” or
“not applicable.” We removed items not relevant to
VHA settings (e.g., problems with reimbursement)

Table 1 | Percentage of sites that endorsed each patient
problem or diagnosis as appropriate for DBT in their setting
(N = 59)

Patient problems Percent

Borderline personality disorder 97
Emotion regulation problems 97
Interpersonal difficulties 95
Non-suicidal self-injury 92
Suicidal behavior 90
Impulsive behaviors 88
PTSD 86
Military sexual trauma (MST) 85
Depression 80
Bipolar disorder 66
Substance abuse 63
Disruptive behavior 59
Chronic pain 39
Eating disorder symptoms 39
Othera 20
Note: Response options included check all that apply. Percentages do not add
up to 100
a Descriptions of “other” patient problems included: anger (n = 2), anxiety
disorder symptoms (n = 2), adult ADHD, chronic therapy interfering behavior
(n = 1), homicidal ideation (n = 1), other cluster B pathology (n = 1), traumatic
brain injury (n = 1), dissociative identity disorder (n = 1), other traumas (non-
sexual and non-military) (n = 1), and veterans for whom other groups or
treatments have not been successful previously (n = 1)
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and added items that matched anecdotal reports of
barriers in VHA (e.g., lack of resources for training;
this was missing as the BTI was created for use at
trainings). We also added four items specifically relat-
ed to the availability of phone coaching when pro-
viders were willing; the original version had one item
related to phone coaching and providers being “not
willing to take phone calls or extend limits when need-
ed.” New items addressed not being allowed to take
calls during business hours, outside of business hours
due to use of personal resources (e.g., phone), and
outside of business hours due to use of personal time.
A final item addressed lack of funding for calls. The
final version of the BTI had 37 items.
Facilitators to implementation were assessed using a

checklist developed for this study, based on previous
DBT research (α = .82); 20 possible facilitators were
listed. The response option for the facilitator checklist
asked respondents to “check all that apply.” Benefits of
implementation, also developed for use in this study,
used a checklist of possible benefits of implementing
DBT, including benefits to the client, provider, and
clinic or system derived from the DBT literature and
DBT training experience (α= .70); 21 possible benefits
were listed. The response option for the benefits was
check all that apply.

Data analysis
Data were analyzed using SPSS 19.0 forWindows.We
calculated descriptive statistics to include frequencies
andmeans for the clinical sites, barriers, facilitators, and
benefits to implementation. Clinical sites were divided
into two groups, as either high adopters (implementing
three or four modes of DBT) or low adopters (imple-
mentingone or twomodesofDBT), for comparison. In
order to determine whether these high and low adopt-
ing sitesdiffered in their reportof thenumberofdifficult
barriers, facilitators, and benefits based on the number
of modes implemented, we conducted a one-way
ANOVA. Some sites did not complete the entire sur-
vey; for items not completed by all 59 sites, the number
of respondents was reported.

RESULTS

Modes of DBT implemented
Skills group was the most commonly endorsed mode
of treatment offered inVHA,with 98% of sites offering
DBT skills group. This was followed by individual
DBT therapy (75%), phone coaching (in any form or
amount; 61%), and therapist consultation team (56%).
Figure 1 presents the percentage of sites offering each
total number of primary modes of DBT (e.g., the
percentage offering all four primary modes versus
those offering some of the primary modes). Less than
half of the sites that completed the survey (42%) of-
fered all four modes of DBT.
Of the 35 sites that endorsed providing phone

coaching in any form or amount, four endorsed offering
it 24/7, 25 endorsed offering it during business hours,

10 endorsed that it depends on the provider’s personal
limits, and three endorsed “others.”

Provider and setting characteristics
The number of VHA providers at each clinical site
ranged from one to 20 (M = 5.18, SD = 3.77) and the
modal number of providers per site was two (24% of
the sites reported having two providers). Of those who
answered the question about full-time equivalent posi-
tions (FTE; n = 50), the majority (63%) did not have
any FTE allotted specifically for DBT. Of those who
did report having dedicated FTE for DBT, the amount
of FTE ranged from .10 to 3.0 (i.e., 1.0 FTE is the
equivalent of one 40-h/week employee). The majority
of sites identified as general outpatient mental health
clinics (N = 38, 64%). Treatment setting of the remain-
ing sites included the PTSD care team (n = 5, 9%),
residential (e.g., trauma recovery program; n = 1, 2%),
domiciliary (n = 1, 2%), and others (n = 13, 22%). Data
were missing for one site. For those sites that chose
others for treatment setting, text responses included
the following types of settings: multiple settings (e.g.,
outpatient and inpatient mental health) (n = 8), mental
health team in primary care (n = 2), women’s clinics
(n = 2), and intensive outpatient for serious mental
illness (n = 1).

Client population
Sites identified to whom they offer DBTor what types
of client problems or diagnoses are appropriate for
DBT in their setting. Table 1 presents the percentage
of sites that endorsed each type of client problem or
diagnosis; the most frequently endorsed problem or
diagnosis included borderline personality disorder,
emotion regulation problems, interpersonal problems,
non-suicidal self-injury, and suicidal behavior.
Sites provided data on approximately how many

veterans receivedDBT in their setting and the percent-
age of their client population that this figure repre-
sented. The number of veterans ranged from five to
80, and the average was 21.07 (SD = 14.35). The site
with the highest number of veterans served (80) and
was as a healthcare system with three clinic settings
offering DBT. The percentage of sites’ clinic popula-
tions receiving DBT (e.g., for a mental health clinic,
what percentage of the clinic population was receiving
DBT) ranged from one to 75 and the average was
14.96% (SD = 20.42%). Given the skew of the data
for the percentage of veterans, the mode may be most
representative and was 1%.

Barriers to implementation
Table 2 lists each of the 37 DBT barriers and the
percentage of sites that endorsed each as not a
barrier, a barrier we overcame, a barrier we are working
on, a barrier we could not overcome, and not applicable.
To further investigate the most frequently en-
dorsed difficult barrier items, we selected all items
that were endorsed as either a barrier they were
“working on” or “could not overcome” by at least
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one-third of the sample; this resulted in identifica-
tion of 13 barriers (see Fig. 2). These 13 most
difficult barriers were grouped into themes of num-
ber or availability of therapists or the ability to
meet as a team (n = 7), difficulty with policies
and/or lack of resources (n = 5), and clients’
expectations (n = 1). Of note, the three barriers
rated as unable to overcome by the highest per-
centage of sites were all related to implementing
phone coaching.
The five barrier items related to phone coaching

included one item related to providers not willing
to take calls, three items related to providers not
being able or allowed to take calls, and one item
related to lack of funding for calls. Two of these
barriers, provider unwillingness and not being
able or allowed during business hours to take
calls, were rated as not a problem for many of
the sites (36 and 50%, respectively). In contrast,
the barriers related to taking calls outside of busi-
ness hours (due to using personal time and due to
using personal phone/physical resources) and the
barrier of lack of funding available for phone
consultation calls outside business hours were all
identified by many of the sites as barriers they
were unable to overcome (42, 42, and 49%,
respectively).
Nine barriers were rated as not a problem for at least

60% of sites. For example, “not a match for client
problems or needs” was not endorsed as a barrier by
80% of sites, and “lack of clients or referrals” was not
endorsed as a barrier by 78% of sites. Nine barriers

were rated as a barrier that had been overcome by at
least 15% of the sites. For example, the barriers “lack of
materials (e.g., binders for handouts)” and “unable to
have time blocked out for consultation team” were
endorsed as barriers that had already been overcome
by many sites (20 and 18%, respectively).

Facilitators to implementation
Figure 3 presents the assessed facilitator items and the
percent (n = 49) of sites that endorsed each. Overall,
the most frequently endorsed facilitators were staff
interest (90%), knowledge (74%), and experience
(71%) in DBT, followed by administrative or leader-
ship support (67%).

Benefits of implementing DBT
Figure 4 presents the benefits and percent of sites
(n = 49) that endorsed experiencing benefits at the
client, provider, and clinic/system levels due to imple-
menting DBT. Overall, the most frequently endorsed
benefits were improvement in symptoms or function-
ing for clients (86%), increased hope for clients (86%),
and able to offer an EBP for clients with self-injury and
suicidal behavior (86%).
There were statistically significant differences be-

tween high and low adopting sites in terms of the
number of barriers sites endorsed as difficult
(F = 4.87, p = 0.03), how many facilitators they en-
dorsed (F = 6.89, p = 0.01), and how many benefits
they endorsed (F = 7.12, p = 0.01). Low adopters
endorsed more barriers as difficult (M = 13.07) than

Note: Sites could endorse offering interventions related to DBT other than the primary 

modes of DBT (e.g., “DBT-informed” treatment, drop-in distress tolerance groups). This 

resulted in at least one site indicating no primary modes of DBT offered.

0 Modes
2%

1 Mode
10%

2 Modes
26%

3 Modes
20%

4 Modes
42%

Fig 1 | Percentage of sites offering primary modes of DBT (skills group, individual therapy, therapist consultation team, and phone
coaching)
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high adopters (M = 9.05). High adopters endorsed a
greater number of both facilitators (M = 8.18) and
benefits (M = 13.27) than did low adopters (M = 5.78
and M = 10.15, respectively).

DISCUSSION
This study is the first to describe the informal imple-
mentation of DBT in routine care across the VHA
healthcare system. In contrast to previous literature
on DBT implementation, this study was conducted in
routine care settings and did not exclude sites with
providers who had not received intensive training
[22–24, 26]. While some sites did report having inten-
sively trained providers, most sites endorsed low-
intensity training activities such as reading the DBT
manual or other related books [34].
This study found that DBT in the VHA is imple-

mented most often in general mental health clinics, yet
a number of sites reported that DBT is offered across a
number of settings or teams (e.g., outpatient mental
health and a substance abuse clinic or outpatient and
inpatient mental health). This expansion to other clin-
ics may be to address a shortage of staff members
available to implement DBT in a single clinic or to
enhance continuity of care across clinics through col-
laboration.Most sites reported that they had little to no
provider time allotted specifically for DBT in terms of
dedicated FTE; however, this finding was expected for
an EBP implemented at a grassroots level.With regard
to the type of veteran client populations receiving
DBT in these settings, the most frequently endorsed
clinical issues were the types of problems that DBT
was designed to treat, including BPD, emotion regula-
tion problems, and suicidal behavior. Overall study
findings indicated that DBTwas used for the appropri-
ate populations and that these types of client problems
are present in the participating VHA clinics.
Forty-two percent of sites endorsed offering all four

primary modes of DBT. Of the primary modes, skills
groupwas themost frequently implemented. Thismay
be because therapy groups are common in VHA or
because skills group can be the easiest mode to imple-
ment with limited resources (e.g., one or two interested
clinicians with limited time can facilitate a group).
Given recent data on the effectiveness of DBT skills
group as a stand-alone treatment [15–17], more evalu-
ation of client and systems level or implementation
outcomes at VHA sites offering skills group only or
not offering full DBT would be helpful to further
extrapolate the client-, provider-, and clinic-level bar-
riers and facilitators to implementing DBTwithin spe-
cific VHA clinics or outside traditional acute care
hospital settings (e.g., CBOCs or Vet Center commu-
nity settings).
With regard to another mode of DBT, our sur-

vey asked whether or not sites offered phone
coaching in any amount or form (as opposed to
24/7 availability of phone coaching suggested by
Linehan [10]). Subsequent questions further clari-
fied when phone coaching was available and
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allowed for collection of information on the vari-
ability of how phone coaching was implemented
in VHA. Results indicated that only 11% of sites
with phone coaching offered it 24/7 and 29%

reported offering based on the provider’s personal
limits (e.g., outside of business hours, but not
between midnight and 6 am). The majority (71%)
offered phone coaching during business hours.

34%
40%

54% 52%

25% 22%
33%

39%
31%

55%

4% 0% 4%

10%

17%

26%
24%

13% 22%

15%

31%

19%

2%

42%
42%

49%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

Working On Could Not Overcome

Fig 2 | Most difficult to overcome DBT barriers endorsed by VHA clinical sites (N = 59) collected using a revised barriers to
implementation (BTI)

Note: Response options included check all that apply. Percentages do not add up to 100.

Note: Finally, while limited in frequency, “other” facilitators were entered by respondents and 

included: staff experience (n = 5), funding for training or resources (n = 4), Veteran Integrated 

Service Network (VISN) or regional support (n = 3), requests for DBT from providers (n = 2), 

belief in DBT/commitment (n = 2), consultation (n = 1), release time for studying (n = 1), staff 

willingness to work outside tour of duty (n = 1), and staff created ongoing training (n = 1).

8%
14%
14%

20%
20%

25%
27%

33%
33%

35%
37%

39%
47%

67%
71%

74%
90%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Local affilia�on with a university
Collec�ng outcome data

Consulta�on with DBT programs outside VHA
Presen�ng data to administrators or leadership

Local affilia�on or access to an expert in DBT
Requests for DBT from veterans

Release �me for training/study/program crea�on
Funding for training

Availability of training
Funding for needed resources

Consulta�on with DBT programs within VHA
Implemen�ng one piece at a �me

Staff exper�se in DBT
Administrator or leadership support

Staff experience with DBT
Staff knowledge of DBT

Staff interest in DBT

Fig 3 | Percentage of DBT facilitators endorsed by VHA clinical sites (N = 49) collected using a checklist of possible facilitators
created for this study

ORIGINAL RESEARCH

TBMpage 840 of 844



Results of the study also provide more detailed
information on sites’ experiencewith barriers and their
ability to overcome barriers, as they were able to rate
barriers as not a problem or as a problem we overcame. The
barriers identified as difficult (rated as a problem we are
working on or a problem we could not overcome) could be
areas that require additional support. These might be
issues that could be addressed by changes in policy
(e.g., regarding use of phone coaching outside of busi-
ness hours, cost of overtime, and workload credit) that
could be addressed in possible future national rollouts
of DBT. Future research should focus on the longitu-
dinal experience of dealing with barriers; this could
inform future implementation plans and possibly high-
light areas in need of additional implementation sup-
ports or clarify expectations on the length of time
needed to address barriers.
The current survey highlighted a number of barriers

related to a specific mode of DBT, phone coaching. As
described above, 35 sites offer phone coaching in any
form or amount, but only four sites offer phone coach-
ing with fidelity to the treatment protocol. To our
knowledge, this is the first study that specifically fo-
cused on barriers related to phone coaching when
providers are willing to do phone coaching. Provider
unwillingness and not being able or allowed to do
phone coaching during business hours were not a
problem for many sites. During business hours, client
phone calls are documented and coded as a clinical
activity, resulting in providers receiving productivity
credit. This may reduce barriers to receiving or return-
ing calls during business hours. The most difficult

barriers to phone coaching involved policies (working
outside of business hours and using personal resources
such as a phone) and funding. Funding is defined here
in two ways, funds for salary to pay providers for
offering phone coaching outside of their normal busi-
ness hours (e.g., overtime pay) or as funding for tangi-
ble resources (e.g., a VHA-provided cell phone). Im-
plementation strategies to address these barriers likely
require leadership support, such as a medical center’s
chief of staff for mental health or even at a higher level
(e.g., at a regional level or VHA wide), and need to
address more system-level issues. When moving to-
ward policies or system-level changes, it may be help-
ful to consider phone coaching as care management
that improves client care and reduces the need for
emergency services. Additional research on VHA-
specific barriers, the generalizability of these barriers
to other non-VHA sites, and the impact of the absence
of phone coaching on clinical outcomes is greatly
needed.
A number of previously identified barriers to imple-

menting DBT in other settings were confirmed in
VHA routine care settings, such as personnel prob-
lems [22, 23, 26], insufficient administrative support or
resources [22, 23, 26], referral problems, and fit of
DBT with existing attitudes and practices [23, 26].
Barriers not previously identified in DBT research
included those related to inability to incorporate
DBT modes such as consultation team and phone
coaching with policies and clinical procedures. Simi-
larly, some previously identified facilitators were rein-
forced in the current study (e.g., sufficient staff,

Note: Response options included check all that apply. Percentages do not add up to 100.

Note: Other benefits described in the narrative response option included: increased sense of 

community for clients (n = 1), significant improvement in clients (n = 1), recovery focus (n = 1), 

in-service training for facility staff (n = 1), and having a research career (n = 1).
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86%
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55%

61%
65%
65%

76%
80%

41%
49%

55%
69%

86%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Longer term treatment op�on for clients
Reduced use of emergency services in clients

Reduced number of psychiatric hospitaliza�on/inpa�ent…
Improvement in symptoms/func�oning for clients

Increased hope for clients
Increased sense of community at work

Improved therapy skills with weekly consulta�on
Decreased burnout

Increased support and connec�on with coworkers
Increased job sa�sfac�on

Increased sense of challenge and accomplishment at work
Increased compassion (for self, co-workers, Veterans)

Increased self-efficacy
Able to supplement efforts of Suicide Preven�on Team

Allows for be�er efficiency/produc�vity for EBPs for PTSD
Community of providers/team approach for therapy

Able to offer an addi�onal opportunity to trainees
Able to offer EBP for clients with self-injury & suicidal…

Benefits to Clients Benefits to Providers Benefits to Clinic/System

Fig 4 | Percentage of DBT benefits endorsed by VHA clinical sites (N = 49) collected using a checklist of possible benefits created
for this study
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sufficient resources [24]). Lastly, three new facilitators
were identified in this study (i.e., gradual implementa-
tion, consultation with other existing DBT programs,
and client requests for DBT). Future research on bar-
riers and facilitators to EBP implementation may ben-
efit from examining them on a continuum (e.g., lead-
ership support is a variable that impacts implementa-
tion and lack of it would be rated as a barrier and
presence of it would be rated as a facilitator) as op-
posed to examining them via two separate measures.
With regard to the benefits of providing DBT, these

results confirm previous findings that DBT providers
report both perceived personal and professional bene-
fits to implementingDBT (e.g., increased support from
team) [26]. The results further describe the client-level
(e.g., improvement in symptoms and reduced use of
emergency services) [13, 19, 20] and provider-level
(e.g., decreased burnout) [26] benefits that are demon-
strated in clinical efficacy and effectiveness studies and
cost-effectiveness studies. In addition to providing in-
formation on the benefits of DBT implementation at
the VHA, these data also have the potential to serve as
preliminary evidence for other VHA sites by identify-
ing what benefits might be expected from the delivery
of this intervention. This information may be especial-
ly useful to decision makers, as it provides a fuller
picture of the impacts of implementation and may
offer information to justify costs needed to implement
DBT.
When comparing high adopters (those sites that had

implemented at least three of the four modes of DBT)
to low adopters (those that had implemented only one
or twomodes), there were significant differences in the
number of difficult barriers, facilitators, and benefits.
High adopter sites endorsed fewer barriers as difficult
and endorsed a greater number of facilitators and
benefits of implementation than low adopter sites.
Given the lack of longitudinal data, it is possible that
high adopter sites have been implementing DBT for a
longer period and therefore have overcome more bar-
riers, resulting in fewer barriers rated as working on or
could not overcome. It is reasonable that sites offering
more modes of the treatment (and therefore imple-
menting the programwith fidelity to the model) would
endorse more benefits of implementation. Overall,
this study offered a number of client-, provider-, and
clinic or system-level experiences and actionable rec-
ommendations for overcoming barriers, increasing
facilitators, and the benefits of implementing DBT in
VHA routine care settings.

Future directions
A few models of implementation demonstrate how to
use implementation information such as barriers stra-
tegically. These include the availability, responsive-
ness, and continuity [38] model; getting to outcomes
[39]; and the evidence-based quality improvement
model [40]. However, many published studies have
not clearly described the process of how barrier data
is used and how it may be maximized to address

barriers, to identify appropriate implementation strat-
egies, and to move a system to implementation [41].
The next needed step following this national program
evaluation is to systematically identify a limited num-
ber of implementation strategies best suited to address
the barriers identified, especially those rated as difficult
to overcome. The research team plans to use the meth-
odology from the Expert Recommendations for
Implementing Change (ERIC) project [42, 43] to
match barrier and facilitator data to implementation
strategies and create a list of relevant implementation
strategies to be provided to and discussed with our
DBT key stakeholders and policy makers. This meth-
od allows for consideration of such factors as setting
and context, constructs important in a number of the-
oretical frameworks, including the Consolidated
Framework for Implementation Research [25] and
the integrated Promoting Action on Research Imple-
mentation in Health Services (iPARIHS) framework
[43].

Limitations
The current study has several limitations. First, the
study sample may not capture a comprehensive and
current view of DBT implementation in VHA. At the
time of recruitment, 60 sites had been identified in
VHA as offering modes of DBT. However, sites who
have faced more barriers or who were unable to over-
come barriers and no longer offer modes of DBT
would not have been identified, and therefore, not
invited to participate. Second, data were collected for
each site based on one survey (e.g., one person
reported for an entire site). This may have resulted in
biased or incomplete data, given that others at the
same site may have different perspectives. Third, the
results of the current analyses are based on survey
response, and therefore they are susceptible to the
limitations associatedwith self-report data. In addition,
the measures used in the survey were either created as
practical tools for trainers or for the purpose of this
study and may not be psychometrically sound. Work
is currently underway to further examine the psycho-
metric properties and to improve the BTI based in part
on these results (Chugani, personal communication,
21 August 2016). The BTI was originally created by a
training company that trains teams primarily working
with civilian populations; future work should examine
possible differences between settings and the barriers
that should be assessed. Fourth, since barriers were
assessed in a one-time survey format, they are limited
in complexity, as we have no data about how the
barriers changed over time or how long it took for a
site to overcome a barrier. Finally, more sites at VHA
medical centers participated than did those located in
outpatient clinics or Vet Centers. While this may limit
the generalizability of the findings to sites at
community-based outpatient clinics or Vet Centers, it
makes sense that not many sites participated, as many
do not have specialty mental health services available
and/or have few mental health staff.

ORIGINAL RESEARCH

TBMpage 842 of 844



CONCLUSIONS
The current study is the first known study to examine
barriers, facilitators, and benefits of implementing
DBT in routine care settings across the national
VHA healthcare system. Participants were not limited
to intensively trained providers or sites only imple-
menting all modes of DBT, which may have allowed
for a fuller picture of what occurs in real-world imple-
mentations. In VHA, not all sites offering DBT had
implemented all four modes of treatment; skills group
was the only mode of treatment implemented in the
majority of sites (98%). Of sites offering phone coach-
ing, only 11% were offering it as intended (24/7). In
VHA, DBT was most often implemented in general
mental health outpatient clinics with little to no time
allocated specifically for providers to implement DBT
for clients with symptoms appropriate for DBT. VHA
clinical sites reported varying ability to overcome bar-
riers related to implementing DBT. The barriers rated
as difficult to overcome were related to being allowed
to or having the funds to implement phone consulta-
tion outside of the provider’s normal business hours.
Future research on DBT is needed not only on the
specific modes of treatment but also system-level im-
plementation over time that strategically addresses
barriers and accentuates benefits for the healthcare
system, providers, and ultimately provides quality,
accessible, and timely mental healthcare services to
all veterans who could benefit from this complex EBP.
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