Abstract
Background: An earlier evaluation (Fox et al., 2014) highlighted reductions in risk behaviours and restrictive practices for women admitted to low secure Dialectical Behaviour Therapy (DBT) unit. Since then, a value-based healthcare model has been adopted. Aims: To explore changes in health, social and psychological functioning, risk, quality of life, and in incidents of violence and restrictive practices, over the initial 12-month period of admission to a specialist DBT service. Method: Data was extracted from electronic clinical records for 41 women with Emotionally Unstable Personality Disorder admitted to a specialist integrated practice unit (IPU) providing a comprehensive DBT programme. Secondary analysis was conducted on an anonymous dataset of routinely collected outcome measures at baseline admission, and 6 months and 12 months post-admission. ANOVAs and pairwise post hoc comparisons, and non-parametric equivalents, were conducted to examine changes in outcomes. Results: Findings showed statistically significant improvements in mental health scores on the ReQOL (p<.01), global, wellbeing, problems, functioning and risk scores on the CORE-OM (all p<.01), and severe disturbance, emotional wellbeing, socioeconomic status, risk and need scores on the HoNOS-Secure (all p<.05). Significant reductions in risk behaviours (p<.01) and restrictive practices (p<.01) were also apparent. The most substantiative improvements were largely demonstrated over a 12-month admission period. Conclusions: Admission to the DBT IPU yielded significant improvements on outcomes pertaining to quality of life, psychological distress, and risk. Importantly, these are outcomes that aligned with patients’ perceptions of recovery. 
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An Evaluation of Value-Based Outcomes for Women Admitted to a Dialectical Behaviour Therapy Integrated Practice Unit: A Follow-Up Study
Emotionally Unstable Personality Disorder (EUPD) is an enduring psychiatric disorder characterized by emotional dysregulation, cognitive distortions, impulsivity and relationship instability (World Health Organisation [WHO], 2019). A variety of psychotherapeutic approaches have been utilised for the treatment of such a complex symptom profile (Storebø et al., 2020), yet the approach currently listed as the recommended treatment for EUPD within clinical guidelines (National Institute for Health and Care Excellence, 2009), is Dialectical Behaviour Therapy (DBT; Linehan et al., 1991). DBT equips patients with skills in managing intense emotions and changing maladaptive coping behaviours through four core strategies of mindfulness, distress tolerance, interpersonal effectiveness, and emotion regulation. A comprehensive DBT programme meets five key functions: enhancing capabilities in the four core strategies through skills training groups; motivating patients within individual therapy; structuring the patient environment; generalizing skills to natural environments through coaching; and enhancing therapists’ capabilities and motivation through team consultations (Linehan, 1993). 
The efficacy of DBT for EUPD has been the subject of considerable investigation across a range of inpatient and outpatient settings (see Fox, 2018), though less attention has been paid to secure psychiatric settings. Given that users of such services often present with the most complex, comorbid treatment needs, establishing the effectiveness of treatment approaches is of particular priority in this population. Of the limited research exploring outcomes yielded by DBT for secure psychiatric populations, there is significant variation in the format and structure of DBT programmes being evaluated (see Tomlinson, 2018), which creates difficulty in generalising findings across such settings. Nevertheless, reductions in various risk-related behaviours and clinical outcomes have been documented in individuals with EUPD (Evershed et al., 2003; Moulden et al., 2020). 
Despite these initial findings, the effectiveness of DBT in delivering improvements in meaningful, patient-valued outcomes remains a key question. For example, an earlier study by Fox et al. (2014), which evaluated a comprehensive DBT programme for women with EUPD admitted to a specialist low-secure unit, highlighted significant improvements in EUPD symptomology, social functioning, clinical problems and risk behaviours, primarily within the first six months of treatment. However, the outcome measures had not been selected for the DBT service specifically, and thus may not have been important recovery indicators for those accessing the DBT programme. As a result, the effectiveness of the service in delivering improvement in meaningful, patient-valued outcomes remains a key question. 
Outcomes have long been posited as a fundamental indicator of the effectiveness and quality of a healthcare system (Donabedian, 1966), though reflection of this at a systems-level is a much more recent development. Traditionally, healthcare systems have operated under fee-for-service models in which payment is based upon headcount and number of services provided (Zuvekas & Cohen, 2016). Nevertheless, the move towards an evidence-based and person-centred approach to service provision, as outlined in the ‘Five Year Forward for Mental Health’ guidance (NHS England and NHS Improvement, 2016), has demanded a shift in the way that healthcare services operate. An ‘outcome-based’ agenda reflects such an approach to the organisation and delivery of patient-centred care, recognising clinical outcomes as an imperative in incentivizing the delivery of high quality healthcare (Wallang et al., 2018). 
The importance of systematic patient-centred outcome measurement as an indicator of quality of care is fundamental to a true value-based healthcare system (Porter & Lee, 2013). A value-based model is principally founded in the idea that ‘value’ for patients, defined as the sum of health outcomes by the cost of their delivery (Porter, 2010), is the central tenet to an effective healthcare system. However, the outcomes prioritized within this model are ‘patient-derived’, and the focus is on markers which those using the service perceive to be important indicators for their recovery. Given that no standardised benchmark exists for which recovery can be measured against, it is crucial that progress be determined within an individualised, person-centred context. 
Since Fox et al.’s (2014) evaluation of a comprehensive women’s DBT programme, the service has undergone a transition, moving towards a value-based healthcare model. As part of this evolution, the outcomes utilised by services were modified and selected through a process of patient consultation (Wallang et al., 2018). The current study was conducted as a follow-up to the previous evaluation of the DBT service, exploring changes in outcomes which those accessing the service consider to be valuable indicators of recovery. Additionally, whereas the initial evaluation explored outcomes for patients admitted to a singular specialist rehabilitation ward, the current study assessed outcomes for patients admitted to the DBT IPU, an integrated practice unit providing a progressive care pathway, with one low-secure unit and two specialist rehabilitation units. 
In summary, the present study aimed to explore changes in a series of patient-centred, value-based outcomes over a 12-month admission period for women admitted to the DBT IPU. Specifically, we assessed for changes on patient- and clinician-rated outcome measures of health and social functioning, risk, quality of life and psychological functioning, as well as in incidents of risk behaviours and the use of restrictive practices.

Method
Design 
The current study employed a retrospective within-groups design to evaluate treatment outcomes in women admitted to the DBT IPU between July 2017 and December 2019, over a 12-month admission period. Data was extracted from electronic clinical records and used to build an anonymous database comprising patients’ demographic information, primary ICD-10 (WHO, 1992) diagnosis, level of security and legal status, as well as scores on a range of outcome measures, and incidents of risk behaviours and restrictive practices. 
Participants and Setting
Overall, 101 women were admitted to the DBT IPU between July 2017 and December 2019. The service is comprised of one low-secure unit and two specialist rehabilitation units and provides inpatient treatment for women detained under the Mental Health Act (MHA; Department of Health, 1983 amended 2007) with a diagnosis of EUPD and additional complex mental health needs through a comprehensive DBT programme, as previously described by Fox et al. (2014). Patients were selected for inclusion if they had completed at least one outcome assessment at baseline, 6-months, and 12-months post-admission. This resulted in a final sample of 41 patients with a complete dataset for at least one outcome.  
Measures
Recovering Quality of Life (ReQoL-20). 
The ReQoL-20 (Keetharuth et al., 2018) is a 21-item patient-reported outcome measure designed for use across mental health populations. Items relate to the themes of ‘belonging and relationships’, ‘hope’, ‘activity’, ‘self-perception’, ‘choice, control and autonomy’ and ‘well-being’, with an additional item relating to physical health. Patients are instructed to rate each item in relation to their thoughts, feelings and activities during the last week on a 5-point Likert scale where 0 indicates ‘none of the time’ and 4 indicates ‘most or all of the time’. Possible scores on the mental health domain of this measure range from 0 and 80, with a higher score indicating better quality of life. The physical health domain comprises one item only, and thus possible scores range from 0 to 4, where 0 indicates ‘no problems’ and 4 indicates ‘very severe problems’. The ReQoL-20 has established internal consistency, reliability, validity and sensitivity to change in inpatient mental health populations, including those with EUPD (Keetharuth et al., 2017, 2020).  
Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE-OM). 
The CORE-OM (Evans et al., 2000) is a 34-item patient-reported outcome measure exploring four distress-related domains; wellbeing (4 items), problems (12 items), functioning (12 items) and risk (6 items). Items are rated, based upon distress over the last week, on a 5-point Likert scale where 0 indicates ‘not at all’ and 4 indicates ‘most of the time’, with a higher rating indicating greater problems or distress. Scores for all four domains can be summed to comprise a measure of ‘global distress’; possible scores range from 0 to 136 with a higher score indicating a greater level of global distress. The CORE-OM has established reliability, validity and sensitivity to change and is acceptable for use in a diverse range of clinical and forensic settings (Evans et al., 2002; McCloskey, 2001). 	
	Health of the Nation Outcomes Scales for Users of Secure and Forensic Services (HoNOS-Secure). 
The HoNOS (Wing et al., 1998) is a 12-item clinician-rated tool for the assessment of health and social functioning. The HoNOS-Secure (Sugarman & Walker, 2007) is a modified version for use in secure and forensic settings. This tool comprises the original twelve HoNOS items assessing behaviour, impairment, symptoms and social functioning, as well as an additional seven ‘security scales’ which assess an individual’s need for a secure environment. Items are scored on a 5-point Likert scale, where 0 indicates ‘no problem’ and 4 indicates ‘severe to very severe problems’. The original twelve items are scored in relation to the most severe presenting problems occuring within the past two weeks. The security items are rated based upon current need for secure care, in consideration of previous behaviours and attitudes, current progress, and potential problems in the coming weeks and months. 
For the purpose of this evaluation, scores were calculated in line with an alternative structure outlined by Maddison et al. (2016). This four-factor model divides the original twelve scales into the four subscales of severe disturbance, personal wellbeing, emotional wellbeing and socio-economic status (see Table 1). This alternative structure has been shown to provide a better fit when working with inpatient populations and it has been successfully used to assess progress in secure mental health (Girardi et al., 2018). The seven security scales were also grouped into two subscales based upon the two-factor structure outlined by Tiffin et al. (2011); those assessing ‘risk’ and those assessing ‘need’ (see Table 1). Internal consistency, reliability, validity and sensitivity to change has been established for the HoNOS-secure (Dickens et al., 2007; Pirkis et al., 2005). 

Table 1. Modified HoNOS subscales and their associated items 
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Risk behaviours and restrictive practices. 
Data pertaining to the frequency and severity of risk behaviours (self-harm, violence against persons and objects) and the frequency of the use of restrictive practices (restraints, seclusions) during admission was routinely recorded on patients’ electronic records by clinical staff. For the purpose of exploring changes in overall violence, accounting for both the frequency and severity of incidents, aggregated aggression scores (AAS; Alderman et al., 2011; Kay et al., 1988) were also calculated. The ‘weighted’ severity for each incident was first calculated based upon the type of incident (self-harm, violence against persons, violence against objects) and the severity (1 = ‘no harm’, 2 = ‘low’, 3 = ‘moderate’, 4 = ‘serious incident’). To account for aggression type, the severity ratings for incidents of physical aggression against objects, self-harm, and physical aggression against others were multiplied by two, three and four, respectively. To calculate the AAS for each patient, the mean weighted severity of incidents was multiplied by the total number of incidents at each timepoint, separately. 
Data Analysis
Data was entered into IBM SPSS Statistics version 26. Where the assumption of normality was met, a series of repeated measures ANOVAs and pairwise post hoc comparisons were conducted to test for changes in outcomes across all timepoints (baseline vs. 6 months; 6 months vs. 12 months; baseline vs. 12 months). Where the assumption of normality was not met, the non-parametric Friedman’s test and Wilcoxon Signed Ranks test were conducted. The Bonferroni correction was applied to adjust for multiple comparisons (p < .016). As data was not available on each outcome for the whole sample, the number of patients included in the analyses varied between each outcome.
For statistically significant results, the appropriate effect size was calculated. For repeated measures ANOVAs, partial eta squared (p) was calculated and interpreted based upon the guidelines developed by Cohen (1988): small effect size = 0.01; medium effect size = 0.06; large effect size = 0.14. For paired comparisons, r was calculated and interpreted in line with Cohen’s (1988, 1992) guidelines: 0.1 = small effect size, 0.3 = medium effect size, 0.5 = large effect size. Where a non-parametric Friedman’s test was used, r was calculated and interpreted in line with Cohen’s (1988, 1992) guidelines for post-hoc comparisons only (Field, 2013).  
Ethical Considerations 
The current study was an evaluation of the DBT service, based on routinely collected clinical assessments, and thus formal ethical approval was not required. However, approval was sought from the organisations internal Clinical Audit and Assurance committee and the services’ clinical director. 

Results
Sample Characteristics
The majority of patients were admitted for treatment to a specialist rehabilitation unit, under Section 3 of the MHA (Department of Health, 1983 amended 2007). All participants had a primary (n=40, 97.6%) or secondary (n=1, 2.4%) diagnosis of EUPD. The age of patients ranged from 18 to 51 years (M=27.56 years, SD=9.25). Of the participants included in the sample, 18 had been discharged from the service at the point of data extraction. For these participants, length of stay ranged from 12 to 28 months, with a mean admission length equivalent to 18 months (M=551.36, SD=148.15).
________________________________________
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Recovering Quality of Life 20-item version (n=22)
Mental health. 
Table 3 shows that mental health scores improved significantly across admission [F(2,42) = 5.42, p < .01] with a large effect size (p = .21). Post hoc pairwise comparisons showed that the increase in scores was significant between admission and 12 months only (p < .05). The difference in scores within the first six months and the latter six months of admission did not reach significance. 
Physical health. 
Scores on the physical health item did not significantly change over time [F(2,42) = 1.53, p = .23], indicating that admission to the DBT IPU did not lead to an improvement in patients’ self-reported physical health.
Clinical Outcomes in Routine Evaluation – Outcome Measure (n=16)
Global distress. 
The reduction in global distress scores was significant across timepoints [F(2,28) = 13.28, p < .001], with a large effect size (p= .47). Pairwise comparison showed significant change at both 6 months (p < .05) and 12 months (p < .01), in comparison to baseline. The change in scores between 6 and 12 months post-admission was not significant. 
Wellbeing.  
Scores on the wellbeing subscale reduced significantly across DBT admission [F(2,30) = 6.64, p < .01], with a large effect size  (p= .30). Post hoc pairwise comparisons revealed that, in comparison to baseline, scores at both 6 and 12 months were significantly lower (both p < .05). The difference in scores at 6 and 12 months was non-significant. 
Problems. 
The reduction in scores on the problem subscale across admission was significant [F(2,30) = 10.36, p < .001], with a large effect size (p=.41). Post hoc pairwise comparisons showed that scores at 6 months and 12 months were significantly lower compared to baseline (p < .05 and p < .001, respectively). The change in scores between 6 and 12 months was not significant.  
Functioning. 
The reduction in functioning scores was significant across admission [F(2,30) = 11.67, p < .001], with a large effect size  (p= .44). Post hoc pairwise comparisons showed that, compared to baseline, the change in scores was significant at both 6 months and 12 months post-admission (p < .05 and p < .01, respectively).  
Risk. 
The reduction in risk scores across admission reached significance [F(2,30) = 10.39, p < .001], with a large effect size (p= .41). Pairwise comparisons showed that this reduction was significant at 12-months post-admission (p < .01), when compared to baseline scores. A non-significant trend for lower scores at 6-months compared to baseline emerged. 

Health of the Nation Outcomes Scales for Users of Secure and Forensic Services (n=36)
Severe disturbance. 
Results of the non-parametric Friedman test showed that severe disturbance scores significantly reduced across admission [χ2(2)=19.75, p <.001]. Post hoc comparisons with Wilcoxon signed-rank tests revealed that, compared to scores at baseline, severe disturbance rates were significantly lower at 6 (z = -3.75, p < .001, r = .44) and 12 months (z = -3.20, p < .01, r = .38), both results with a medium effect size. Scores at 6 and 12 months were comparable (z = -.24, p = .81). 
Personal wellbeing. 
Results of the non-parametric Friedman test showed that scores of personal wellbeing did not significantly change during admission [χ2(2) = 2.36, p =.31]. 
Emotional wellbeing. 
Emotional wellbeing scores significantly reduced across admission [χ2(2) = 8.96, p < .05]. Post hoc Wilcoxon signed-rank tests showed that, in comparison to baseline, scores were significantly lower at 6 (z = -3.16, p < .01, r = .37) and 12 months (z = -3.03, p < .01, r = .36). Scores at 6 and 12 months were comparable (z = -.27, p = .79). 
Socioeconomic status. 
Socioeconomic status (SES) scores changed significantly across admission [χ2(2) = 7.72, p < .05]. Nevertheless, the post hoc comparisons with Wilcoxon signed-rank tests were not significant (T0 -T1: z = -1.89, p = .06; T0-T2: z = -1.06, p = .29; T1-T2: z = -.94, p = .35).  
Risk.  
The decrease in risk scores across admission was significant [χ2(2) = 17.40, p <.001]. Post-hoc Wilcoxon signed-rank tests showed that, in comparison to baseline, scores significantly reduced at 6 (z = -2.52, p = .01, r = .30) and 12 months (z = -3.24, p = .001, r = .38). The difference between 6 and 12 months was also significant (z = -2.41, p < .01, r = .28). 
Need. 
21

The decrease in need scores was significant across admission [χ2(2) = 12.44, p =.01]. Post-hoc Wilcoxon signed-rank tests showed that scores at 12 months significantly reduced when compared to baseline (z = -2.01, p = .012, r = .24). The difference in scores between baseline and 6 months (z = -2.01, p = .04) and between 6 months and 12 months (z = -1.99, p = .04) was not significant. 
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Risk Behaviours and Restrictive Practices (n=41)
The average number of incidents of risk behaviours (self-harm, violence against objects, violence against people) and restrictive practices (restraints, seclusions) reduced across the 12-month admission period (see Table 4). 
Self-harm. 
The reduction in incidents of self-harm across admission was significant [χ2(2) = 17.12, p <.001]. Post hoc Wilcoxon signed-rank tests showed that the reduction in incidents of self-harm was significant at 6 (z = -2.76, p < .01, r = .30) and 12 months (z = -3.16, p < .01, r = .35), when compared to baseline. The difference between 6 and 12 months was not significant (z = -1.91, p = .06). 
Violence. 
The reduction in incidents of violence against other people and/or objects approached significance [χ2(2) = 5.90, p =.052]. Post hoc Wilcoxon signed-rank tests showed that the difference in incidents of violence was significant between baseline and 6 months only (z = -2.85, p < .01, r = .45). No significant differences were apparent between 6 and 12 months (z = -.31, p = .75) nor baseline and 12 months (z = -2.18, p = .03). 
Aggregated aggression score (AAS). 
The mean AAS, weighted by type and severity of risk behaviour, significantly changed over time [χ2(2) = 14.97, p <.01]. Results of the Wilcoxon signed-rank test show that the AAS significantly reduced at 12 months, compared to baseline (z = -3.33, p < .001, r = .37). The change between baseline and 6 months, and 6 and 12 months were not significant (z = -1.79, p = .07; and z = -2.16, p = .03, respectively). 
Restraint and seclusion. 
The use of restraints significantly reduced across admission [χ2(2) = 13.65, p <.01]. Post hoc Wilcoxon signed-rank tests showed that the difference in the use of restraints was significant between baseline and 12 months (z = -3.29, p < .01, r = .36). Restraint episodes did not differ between baseline and 6 months (z = -2.32, p = .02) nor between 6 and 12 months (z = -1.19, p = .23). 
The use of restraints also significantly reduced across admission [χ2(2) = 10.38, p <.01]. Post hoc Wilcoxon signed-rank tests showed that the change in rates of seclusion was significant between baseline and 6 months (z = -2.72, p < .01, r = .30). The change in rates of seclusion between baseline and 12-months approached significance (z = -2.40, p = .016). Rates of seclusion between 6 and 12 months were comparable (z = -.17, p = .86). 
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	Discussion
The current study aimed to evaluate changes in outcomes for women with EUPD admitted to a specialist DBT service, across a 12-month admission period. The study built upon an earlier evaluation (Fox et al., 2014) of the comprehensive DBT programme being delivered within the service, prior to the adoption of a value-based model of care. The findings of the current study highlighted significant improvements across a number of patient- and clinician-reported outcomes, as well as risk behaviours and restrictive practices, over a 12-month period. 
Overall, admission to the DBT IPU led to significant improvements in a number of outcomes relating to quality of life (ReQOL), psychological functioning (CORE-OM), health and social functioning, and security risks and needs (HoNOS-secure). The findings also highlighted behavioural changes, specifically improvements in the frequency of incidents of self-harm and reductions in the use of restrictive practices. Whilst reductions in incidents of violence against persons and objects bordered significance, this may be explained by the fact that the frequency of these incidents at baseline was already low; the findings still support a trend towards the reduction in their frequency across admission, as has been evidenced in other evaluations of DBT in secure psychiatric settings (e.g. Evershed et al., 2003). When accounting for the type and severity of incidents, analysis showed a significant reduction in AAS scores over the 12-month admission period. 
Generally, the most significant improvements in outcomes occurred over the 12-month admission period, suggesting that a short-term 6-month admission period is not substantial in eliciting significant improvements. Exceptions were apparent with significant reductions in the use of seclusions and rates of incidents of externally directed violence within the initial 6-month admission period. Improvements on the ‘severe disturbance’ HoNOS subscale were slightly more significant in the initial 6 months of admission than the changes across the 12-month admission period, although this discrepancy was minimal. The reductions shown in risk behaviours and the use of restrictive practices across admission also mirrored changes in risk ratings on the HoNOS-secure; the need for a secure environment, as rated by staff, reduced significantly in the latter six-month period of admission, following the significant reduction in risk behaviours and need for seclusion as evidenced by patients within the first six months of admission.
Further exceptions were apparent, with no significant differences in measures of physical health (ReQoL), socioeconomic status and personal wellbeing (HoNOS) during admission. Nevertheless, there are a number of important caveats to consider when interpreting these findings. Firstly, physical health was measured by a singular item, as self-reported on the ReQoL (item 21), and thus substantiated conclusions around the effectiveness of the service in improving physical health outcomes cannot be drawn. Additionally, the non-significant change in ratings of socioeconomic status, a subscale comprised of the items ‘problems with living conditions’ and ‘problems with occupation and activities’, is likely a reflection of the setting itself; patients were detained to a secure inpatient service and thus were out of employment with restricted opportunities for activities. 
Furthermore, whilst ‘personal wellbeing’ scores did not significantly change during admission, average scores on this subscale were somewhat low at each timepoint. Additionally, patient-reported ratings of ‘wellbeing’ on the CORE-OM did significantly change over admission, suggesting that patients perceived there to be significant improvements in this domain; given that the HoNOS-secure is a clinician-rated measure, this discrepancy in ratings for personal wellbeing may reflect divergence in clinicians’ and patients’ perceptions, which merits further exploration.  
Despite these non-significant findings, the changes in outcomes reported here are largely consistent with those reported in the previous evaluation of the DBT service (Fox et al., 2014) which too evidenced significant improvements in outcomes pertaining to symptoms, functioning and security needs as well as risk behaviours, with moderate to large effect sizes. There is some discrepancy in the point of admission for which the greatest improvements in outcomes occurred, however. Whereas Fox et al. (2014) reported the most significant improvements in outcomes between baseline and 6 months post-admission, there was a tendency for the greatest changes to occur over a longer duration of admission, between baseline and 12-months post-admission, within the current study. Given that the outcomes explored within the current study were selected through a process of patient consultation, this could suggest that outcomes which are important to patients take longer to manifest, whilst outcomes selected by clinicians, as utilised in the previous evaluation, are sensitive to changes occuring within a shorter time period. The exception to this trend was in the frequency of ‘seclusions’, where a significant reduction was found between baseline and 6 months only. This reduction in rates of seclusion within the first 6 months of admission mirrors the significant reductions in incidents of self-harm and violence that also occurred within the initial 6-month admission period.  
Limitations 
The current study reports on outcomes across 12-month admission to the DBT service. Whilst data was available at 18 months post-admission for some patients (n=18), inconsistency in the outcomes for which patient data was available precluded analysis at this timepoint. Nevertheless, of those who had been discharged from the service, the average length of stay exceeded one year. Further investigation into outcomes across a longer period of admission with a larger patient cohort is warranted to better understand the full outcomes achieved across admission to the DBT IPU. through to the point of discharge.
Furthermore, data was not available for the whole sample on all of the outcome measures assessed, and thus the findings reported here pertaining to the ReQoL and CORE-OM are reflective of three separate subsamples. It cannot be assumed that the significant improvements found in these outcomes apply across the whole sample. 
Finally, given that outcomes were evaluated in an IPU setting, it cannot be concluded that the improvements shown were a direct result of the DBT programme itself. Patients admitted to the service receive holistic care through a multidisciplinary team to address all areas of need. 
Conclusions
The current findings expand on the previous results highlighting positive outcomes from admission to a DBT service for women with EUPD, across a wide range of domains. The findings also support the adoption of a value-based and outcomes-driven approach to healthcare, highlighting the assessment of meaningful patient outcomes as an effective approach to monitor progress. The results are largely consistent with those reported in an earlier evaluation of the DBT service, prior to the transition to a value-based healthcare model (Fox et al., 2014). Given that the outcomes were patient-valued and selected through collaborative consultation, the findings are indicative of progress towards ‘recovery’, as defined by those accessing the service. Future research directions should advance on these foundations and explore the measurement of ‘Quality Adjusted Life Years’ (QALYS) to quantify the value of care and demonstrate sustainable clinical impact.
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