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Samenvatting

Introductie

Voorgaand onderzoek laat veelbelovende resultaten zien in het behandelen van
persoonlijkheidsproblematiek met schematherapie. Modi, een focuspunt van schematherapie,
en klachten lijken significant te dalen tijdens klinische behandeling. Eerdere onderzoeken
laten ook een relatie tussen deze dalingen zien, maar hebben de specifieke klachten niet
onderzocht. Het doel van dit onderzoek is daarom om inzicht te krijgen in een mogelijke
relatie tussen het verschil in klachten en het verschil in modi.
Methode

De data wordt verzameld binnen Mediant kliniek De Boerhaven onder 148
participanten, tussen 2012 en 2020, tijdens vijf verschillende meetmomenten, door gebruik te
maken van onder andere Brief Symptom Inventory en Schema Mode Inventory. Deze kliniek
biedt een twaalf maanden durende klinische behandeling voor patiénten met
persoonlijkheidsproblematiek. Er is een (complexe) multilevel analyse uitgevoerd in het
programma IBM SPSS Statistics 21, om zowel de ontwikkeling in klachten, als een mogelijke
relatie tussen die ontwikkeling en de ontwikkeling van modi te onderzoeken.
Resultaten

Alle categorieén klachten dalen significant tussen begin- en follow-up meting. De
meerderheid van de categorieén dalen al tussen begin- en tussenmeting. De andere
categorieén beginnen met dalen na de tussenmeting. Ten slotte, vier van de negen categorieén
laten een stijging zien tussen de eind- en follow-up meting. Er is een relatie gevonden tussen
de verandering in klachten en de verandering in modi. Er zijn verschillen tussen die
categorieén.
Discussie

Resultaten van dit onderzoek komen deels overeen met resultaten van voorgaand
onderzoek. Het verschil dat in dit onderzoek gemaakt is tussen de categorieén in klachten
laten datzelfde resultaat zien. Het onderscheid dat gemaakt is tussen de verschillende schalen
laat echter ook verschillende resultaten zien. Het vergelijken van de klachten met de modi kan
dit mogelijk verklaren. Dit zal ook een aanbeveling zijn voor vervolgonderzoek, waarin
mogelijk aanvullend een onderscheid kan worden gemaakt in de verschillende modi. Een
aanbeveling voor de praktijk sluit aan bij de aanbeveling van Wolterink & Westerhof,
betreffende de focus op modi in behandeling, maar kan mogelijk aangevuld worden door het

toevoegen van psycho-educatie.



Abstract

Introduction

Previous research shows promising results about treating personality problems with
schema therapy. Modes, a focus point of schema therapy, and symptoms significantly
decrease during inpatient treatment. Previous researches also show a relation between these
decreases, but did not research specific symptoms. The goal of this research is therefore to
gain insight in a possible relation between the change in symptoms and the change in modes.
Method

In the current study, a naturalistic, prospective, within-subjects design was used. The
data of 148 participants was collected at Mediant Kliniek De Boerhaven, between 2012 and
2020, at five different measurements, by using the Brief Symptom Inventory and the Schema
Mode Inventory among others. Mediant offers a twelve months during inpatient treatment for
patients with personality pathology. A (complex) multilevel analysis has been performed in
the statistical program IBM SPSS Statistics 21, to analyse both the development of the
different categories of symptoms of psychopathology and to research a possible relation
between that development and the development of categories of modes.
Results

Every category of complaints decreases significantly between the pre-treatment
measurement and the follow-up measurement. The majority of the categories already decrease
significantly between the pre-treatment measurement and the intermediate measurement. The
remaining categories start to decrease after the intermediate measurement. Lastly, four of nine
categories show an increase between post-treatment measurement and follow-up
measurement. There is a relation between the change in specific symptoms and the change in
specific categories of modes. There are differences.
Discussion

Results of this research partly correspond with the results of previous research.
However, the difference that is made here between the different categories of symptoms of
psychopathology, does make a difference in results. This could possibly be explained by
reviewing the different modes. That could also be a recommendation for future research, by
gaining insight in the relation between categories of symptoms of psychopathology and the
specific modes. A recommendation for clinical practice follows the recommendation that is
done by Wolterink & Westerhof, in focusing treatment on modes. Then again, psycho-

education as an addition to treatment, could also be helpful.
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Introduction

Personality disorders are associated with multiple negative consequences on short and
long term, like problems in interpersonal relationships, emotional and behavioural difficulties,
work-related problems and a low quality of life. The prevalence is high, with 4 to 15% in the
general population, and 35 to 90% in the psychiatric population (Bamelis, 2016). For a long
time, almost every professional that came across a patient with a personality disorder,
believed that condition to be stable, persistent and that there was no ability to change (Tyrer,
2005). However, the last several years it became more and more clear that the symptoms of a
personality disorder do not have to be permanent, and research keeps showing that there are
different treatment methods that are effective (Verheul, 2007). The change in those
symptoms, both symptoms of psychopathology as symptoms of personality disorders, is the

focus of this research.

Where the DSM-1V divided ten personality disorders into three clusters, the DSM-5
remained to describe six: the antisocial personality disorder, the avoidant personality disorder,
the borderline personality disorder, the narcissistic personality disorder, the obsessive-
compulsive personality disorder and the schizotypal personality disorder (American
Psychiatric Association, 2013; Davey, 2014). To come to a diagnosis, three discrete types of
personality ratings contribute. The first is the level of personality functioning, which describes
disturbances in self and interpersonal functioning, and the severity of impairment. The second
category describes personality disorder trait domains, of which these domains are then
specified into subtraits. Those ratings on both categories can then be used to come to a
diagnosis in the third category, of which each personality disorder has its own diagnostic

criteria (Davey, 2014). An overview of those domains and facets can be found in Table 1.
Table 1

Domains and facets of personality disorders

Domain Facets

Negative affectivity Emotional lability
Anxiousness
Separation insecurity
Submissiveness
Hostility
Perseveration
Depression
Suspiciousness
Restricted affectivity




Detachment Withdrawal
Intimacy avoidance
Anhedonia
Depression
Restricted affectivity
Suspiciousness
Antagonism Manipulation
Deceitfulness
Grandiosity
Attention seeking
Callousness
Hostility
Disinhibition Irresponsibility
Impulsivity
Distractibility
Risk taking
Rigid perfectionism
Psychoticism Unusual beliefs and experiences
Eccentricity
Cognitive and perceptual dysregulation
Note. Adjusted from Psychopathology: research, assessment and treatment in clinical

psychology, by G. Davey, 2014, p. 412. Chichester: John Wiley & Sons.

For treating personality disorders, there are different treatment methods available.
Outpatient individual psychotherapy, outpatient group psychotherapy or inpatient group
psychotherapy can be chosen for treating personality disorders. All these methods are shown
to be effective (Akwa GGZ, 2018). GGZ standaarden, that reviewed different researches and
displays guidelines for the treatment of personality disorders in The Netherlands, explained
that inpatient treatment should only be chosen when earlier treatment, for example outpatient
treatment or inpatient treatment of a shorter period of time, was not effective. They also
explained that personality disorders need a treatment with a high level, of which they say, the
more appointments and the longer the treatment period, the higher the recovery percentage
(Akwa GGZ, 2018). Multiple researches have shown outpatient individual therapy, based on
different theoretical orientations, to be effective, and to lead to less drop-out rates
(Leichsenring & Leibing, 2003; Perry et al., 1999; Svartberg et al., 2004; Piper et al., 1998;
Winston et al., 1994). Effectivity of outpatient group psychotherapy is shown by research of
Monsen et al. (1995), Budman et al. (1996) and Wilberg et al. (2003). Inpatient psychotherapy
can be divided into two different aspects. One where patients have therapy for a minimum of
two days a week, but where they stay elsewhere at night. The other possibility is where
patients have therapy for at least three days a week, and where patients stay at the clinic in the

evenings and during the night. The effectivity of the first possibility is shown by research of



Bateman & Fonagy (1999), Piper et al. (1993), Karterud (2003), Krawitz (1997), Wilberg et
al. (1999) and Vaglum et al. (1990). Research of Chiesa et al. (2004), Dolan et al. (1997),
Gabbard et al. (2000), and Stichting Klinische Psychotherapie (2001) has shown the second
option to be effective.

After choosing the setting in which the treatment should take place, there are different
treatment methods possible. Most research into which treatment method is most effective
concerned the borderline personality disorder, cluster C personality disorders or personality
disorders otherwise specified. Although, literature and clinical practice did show that there are
positive treatment results for personality disorders in general, so also concerning other
clusters (Akwa GGZ, 2017). Research then shows five different treatment methods to be the
most effective options. The options are reviewed in no particular order. One option is
Dialectic Behavioural Therapy, which is based on cognitive behavioural therapy, but
combined with dialectical and Buddhist principles. Another option is Transference Focused
Psychotherapy, which is focused on the problems that evolve in the therapeutic relationship,
because the belief is that the problems that rise in daily life, also show up during therapy.
Another option is Mentalisation-Based Treatment, which is more based on psychoanalytical
and attachment-based theories. Another option is Systems Training for Emotional
Predictability and Problem Solving, which is meant to help people regulate their emotions.
Another is Schema Focused Therapy, which is an integrative psychotherapy in which
different insights, methods and techniques are combined. Of those five options, four options
seem to be either focused purely on the borderline personality disorder or emotion regulation,
where Schema Focused Therapy seems to have the broadest focus (Akwa GGZ, 2017,
Kenniscentrum Persoonlijkheidsstoornissen, n.d.).

Schema therapy is mostly effective for patients with chronic psychiatric disorders, for
whom therapy was not fitting enough, or that is seen as hard to treat. Especially for patients
with complex personality disorders, schema therapy seems to be effective (Young et al.,
2005). It is an integrative and innovative therapy, and is developed by Young and colleagues
(1990; 1999). Schema therapy draws on many concepts and methods, and has evolved to be a
treatment for complex psychological problems. Different developments in other therapies,
such as cognitive behaviour therapy and other psychotherapies, have influenced the theories
and techniques of schema therapy (Edwards & Arntz, in Vreeswijk et al., 2012). Young
(1990; 1999) build on the traditional cognitive therapy methods, by emphasizing,
acknowledging and examining the origin of psychiatric problems in childhood and

adolescence, and by emphasizing emotive techniques, maladaptive coping styles and the



patient-therapist relationship. The therapist can hand cognitive, affective, behaviour focused,
interpersonal and experiential strategies. Also, the therapist can confront patients when they
keep showing dysfunctional patterns in their behaviour. The therapist can meet certain needs
of the patients, which were not fulfilled in their childhood, by so-called ‘limited reparenting’
(Young et al., 2005).

A main focus point in schema therapy is modes. Modes describe the schemas and
coping styles that are active at one moment, a shorter period of time. Modes are a person’s
state (Young et al., 2003). Young et al. (2003) differentiate fourteen modes, which can be
divided into four categories. The first category displays the dysfunctional child modes, which
are modes that develop when the basic needs of a child are not met. This results in child-like
thoughts, feelings and behaviour. The second category withholds the maladaptive coping
modes. These modes are used to protect themselves from pain. The dysfunctional parent
modes together are the third category, which present the criticizing or disapproving parent,
and makes someone hate or pressure themselves. The fourth and last category represents the
functional modes, and display healthy forms of expression, adaption and behaviour. These
modes are further explained in Table 14, which can be found in Appendix A.

Modes are expected to change in different ways during treatment (Jacob & Arntz,
2013; Kellogg & Young, 2006). When healthy behaviour is stimulated and patients are able to
stay in a safe environment, it is likely that the functional modes increase. When new
behaviour is tested and experimented with, coping modes could increase, because this
experimentation could bring stress. The duration of that increase depends on the complexity
of the personality problems. During treatment, these coping modes are explained in the
context of the history of patients, which ultimately shows the necessity of using those coping
modes. Patients get tools and lessons that show how to go against the dysfunctional parent
modes, which eventually causes decrease of those modes. When these modes decreased, there
is more room for the child modes. The belief is that these modes need care, and when this
succeeds, there is ultimately room for the functional modes to provide that care (Jacob &
Arntz, 2013; Kellogg & Young, 2006). All these possibilities, tools and environments are
given in inpatient schema focused psychotherapy.

As said earlier in this chapter, the focus of research into the effectivity of schema
therapy has mostly been on the borderline personality disorder, cluster C personality disorders
or personality disorders not otherwise specified. Even though this focus was narrow, literature
and clinical practice showed positive treatment results for personality disorders in general

(Akwa GGZ, 2017). Different researches compared schema therapy with the other



possibilities mentioned before. A randomized controlled trial done by Farrell et al. (2009)
showed schema therapy to be more effective than treatment as usual for the borderline
personality disorder. They mentioned that treatment with schema therapy leads to recovery
and improved overall functioning. Research of Giesen-Bloo et al. (2006), a randomized
controlled trial, showed schema therapy to be more effective than transference-focused
psychotherapy. It also showed a lower drop-out rate in patients that received schema therapy.
Another research of Van Asselt et al. (2008) showed schema therapy to be more cost-
effective. Bamelis et al. (2014) mentioned in their research that schema therapy is superior to
treatment as usual for the borderline personality disorder, but that the effectivity for other
personality disorders should still be reviewed. Their research, also a randomized controlled
trial, showed schema therapy to be more effective than treatment as usual for the avoidant,
dependent, obsessive-compulsive, histrionic, narcissistic and paranoid personality disorders.
This concerns the number of recovered patients, the recovery of comorbid mood disorders and
global functioning. Also the drop-out rate was significantly lower. Even though in total costs
there seemed to be no significant difference, schema therapy seemed to be the most cost
effective treatment (Bamelis, 2014). Wetzelaer et al. (2016) gave an overview of the literature
that is available on the cost-effectiveness of psychotherapy for personality disorders,
particularly dialectic behavioural therapy, cognitive behavioural therapy and schema therapy.
Of both dialectic behavioural therapy and cognitive behavioural therapy research shows
contradicting results. There was research available that showed the cost-effectivity, but also
that did not show the cost-effectivity or was inconclusive. For schema therapy, both studies
that they reviewed showed the therapy to be cost-effective.

Research of Wolterink & Westerhof (2018) gave more clarity about the way the
schema modes, and the symptoms of psychopathology patients have, changed over time
during inpatient treatment. They explained that treating different modes all ask for a different
approach, and that it is therefore important to gain insights in the way these modes change
over time. Also the relation between the change of those modes and the symptoms of
psychopathology patients experience, were considered in the research of Wolterink &
Westerhof (2018). Their research showed that there is a relation between the symptoms of
psychopathology and the change in the modes. Their research showed that dysfunctional
coping modes, dysfunctional parent and child modes decrease during treatment, and
functional modes increase. This development corresponds with the decrease of symptoms of
psychopathology. Also the research of Schaap et al. (2016) shows that symptoms of

psychopathology or psychological distress decrease during and after treatment, and that
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schemas and schema modes are predictive of this factor. Their research showed this
improvement to be maintained until six months after inpatient treatment. Also research of
Marissink (2021) showed there to be a relation between the change in symptoms of
psychopathology and the change in modes. However, in those researches the symptoms of
psychopathology are taken as a whole, without making a difference between different kinds of
symptoms of psychopathology or different categories that can be distinguished. As mentioned
before, the personality disorders are now described based on different dimensions, facets and
traits (Davey, 2014). This description based on dimensions, facets and traits gives a more
detailed description of a certain personality disorder and patients characteristics, and therefore
a more detailed and complex treatment. To specify and improve treatment, and possibly make
it more personal, it could be helpful to gain insight in a more detailed description of that
treatment and its results. Therefore, in this research, the relation between the symptoms of
psychopathology and the change in modes is researched again, but in a more detailed way.
The knowledge about that more specific coherence can contribute to optimising treatment.

In addition, even though GGZ standaarden stated that the longer the treatment of
personality disorders, the better the results (Akwa GGZ, 2018), and different researches
displayed the effectivity of inpatient schema therapy for personality disorders (Wolterink &
Westerhof, 2018; Schaap et al., 2016; Marissink, 2021), there is less and less room for
inpatient treatment. Inpatient treatment is only implied when no other treatment method is
possible and inpatient treatment is necessary, and to go against unnecessary long durations of
treatment or too many different treatments, beds should be kept available for patients that
really need it, and outpatient care should be implied as soon as possible (Ministerie van
Volksgezondheid, Welzijn & Sport, 2018). To further contribute to the evidence of the
effectivity of inpatient schema therapy for personality disorders, it is important to gain further
insights in the changes in symptoms and modes.

The goal of this paper is therefore to research the relation between different specific
kinds of symptoms of psychopathology and the development of the different modes. The
knowledge as written above contributes to the following research question: ‘To what extent is
there a relation between the change of specific symptoms of psychopathology and the change
of the different categories of modes in the treatment of personality disorders with inpatient
schema therapy?’. This research question is divided into the following subquestions:

1. To what extent do specific symptoms of psychopathology change during treatment

with schema therapy?
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2.

Is there a relation between the change of specific symptoms of psychopathology and

the change of the different categories of modes?
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Method

Design

A naturalistic, prospective, within-subjects design was used in the current study. The
research was based on a larger research, which is conducted among patients within the
inpatient setting of Mediant De Boerhaven. The data collection took place between 2012 and
2020, within the same protocol as earlier explained within the research of Wolterink &
Westerhof (2018). That data collection protocol has been approved by the ethics committee of
the faculty BMS of the University of Twente, and by the committee of scientific research at
Mediant. The data was collected at four different moments during the treatment of patients:
one before treatment, one during treatment (after approximately 33 weeks), one at the end of
treatment and one follow-up measurement after six months. At every measurement, the same
questionnaires, which are part of a bigger test battery, have been used, namely the Brief

Symptom Inventory (BSI) and the Schema Mode Inventory (SMI).

Participants

Participants for this study were recruited from a specialized treatment setting in the
Netherlands, called Mediant Kliniek De Boerhaven (previously known as Mediant Kliniek De
Wieke). This clinic offers a twelve months during inpatient treatment for patients with a
personality disorder, or personality pathology, who did not benefit (enough) from previous
treatment. Patients stay at De Boerhaven for five days a week, Sunday night till Friday
afternoon, and go home during weekends. Those five days are carefully structured. During
these five weeks, patients receive psychotherapy, socio-therapy, drama therapy, art therapy
and psychomotor therapy. It is also possible for patients to apply for modules, for example
trauma module or a module especially for women or men. The schedule of such a week can
be found in Appendix B. Two times each week, patients have group psychotherapy with two
psychotherapists, or one psychotherapist and one co-therapist. Patients can bring in different
subjects they are struggling with, which can be situations or problems in their group, their
weekend or from their past. A maximum of 27 patients are able to stay at De Boerhaven. The
treatment is offered by a multidisciplinary team that works with inpatient schema therapy that
is offered in smaller groups of nine patients each (Mediant, 2021).

As described before, Wolterink & Westerhof (2018) also researched the development
of the different modes during inpatient treatment. To gain insight in the way the modes
develop exactly during the treatment of the participants, this is displayed in Figure 1.

Figure 1

13



Development of modes
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For this research, the data of 148 participants is collected (men: 25.2%, women:
74.8%). Participants could be included when they were minimum eighteen years old. The
average age of the participants was 26.92 years old (SD = 6.537, range = 18 — 44). A number
of 96 (64.9%) of these participants completed the full treatment, and the average time period
was 44.87 weeks (SD = 16.551 weeks, range = 1 - 87).

Table 2

Demographic data participants

Demographic trait

Gender Men 25.2%
Women 74.8%

Age Mean 26.92
SD 6.537
Range 18 - 44

Treatment Completed by 64.9%
Average time period 44 .87
(weeks)
SD 16.551
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Range 1-87

Of the total number of 148 participants, 100% completed the first measurement. A
percentage of 67.6% completed the second measurement, and 81.8% the third. Finally, 72.3%
participated and completed the follow-up measurement. Not all 148 participants filled in the
questionnaires of all measurements. They could for example participate in the first and last
measurement, but not in the second and third measurement.

Figure 2

Diagram of participants
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Intermediate
measurement (T1)
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Instruments

For this research, a quantitative method is used. In this approach, the data is converted
into numerical forms, which can then be subjected to statistical analyses (Babbie, 2016). The
participants completed two self-report questionnaires, the Brief Symptom Inventory, to
measure the specific symptoms of psychopathology, and the Schema Mode Inventory, to

measure the specific modes.

Brief Symptom Inventory
The Brief Symptom Inventory (BSI; De Beurs, 2008) is developed from the SCL-90-

R, and research has showed the self-report questionnaire to be an acceptable shorter version.
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Research into the internal consistency reliability and test-retest have both shown very good
results. The internal consistency ranges with an alpha of .71 to .96. The test-retest reliability is
between .71 and .90 (De Beurs & Zitman, 2006). The BSI is developed to measure
psychological symptoms, divided into different primary symptom dimensions. Those
dimensions are somatization, obsessive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation and psychoticism. Also the total score, the
total number of symptoms and the severity of those symptoms is measured. The BSI consists
of 53 items on which participants score different questions on a 5-point Likert scale (0 = not
at all, 4 = extremely). Using that Likert scale, they can indicate to what degree they
experienced that complaint to be present during the past week, including today. Examples of
questions are “Pains in the heart or chest” (somatization scale), “Trouble concentrating”
(cognitive problems), “Never feeling close to another person” (interpersonal sensitivity scale),
“Thoughts of death or dying” (depression scale), “Suddenly scared for no reason” (anxiety
scale), “Feeling easily annoyed or irritated” (hostility scale), “Feeling afraid to travel on
buses, subways or trains” (phobic anxiety scale), “The idea that someone else can control
your thoughts” (paranoid ideation), and “Feeling lonely” (psychoticism scale). A description

of the different scales can be found in Appendix C.

Schema Mode Inventory

The Schema Mode Inventory (SMI; Young et al., 2007) was developed to measure
schema modes. Participants answer 124 items, with a 6-point Likert scale (1= never or almost
never, 6=always). Research of Lobbestael et al. (2010) has shown good psychometric
qualities, and indicates that the shorter version of the SMI is a valuable measure that can be
used to assess modes during schema therapy. The internal consistency of the subscales were
acceptable, with an alpha ranging from .79 to .96. Test-retest reliability of separate modes was
between .65 and .92 (Lobbestael et al., 2010). The modes that are measured with the SMI, the
different categories of modes, are as explained in the introduction, and scores above 50
percent are considered to be ‘high’. Examples of items are ““I feel fundamentally inadequate,
flawed, or defective.” (Vulnerable Child), “If I don 't fight, I will be abused or ignored.”
(Angry Child), “I have rage outbursts.” (Enraged Child), “I have trouble controlling my
impulses.” (Impulsive Child), “If I can’t reach a goal, I become easily frustrated and give
up.” (Undisciplined Child), “I try very hard to please other people In order to avoid conflict,
confrontation or rejection.” (Compliant Surrenderer), ““l feel cold and heartless toward other
people.” (Detached Protector), “I work or play sports intensively so that I don’t have to think
about upsetting things.” (Detached Selfsoother), “I do things to make myself the centre of
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attention.” (Self Aggrandizer), “I demand respect by not letting other people push me
around.” (Bully and Attack), “I deny myself pleasure because I don’t deserve it.” (Punitive
Parent), “I’m hard on myself.” (Demanding Parent), “When there are problems, | try hard to

solve them myself.” (Healthy Adult), and “I feel loved and accepted.” (Happy Child).

Procedure

Before, during and after treatment, participants are asked to fill in the self-report
questionnaires. In the beginning of the first measurement, participants receive an explanation
of the questionnaires they are going to fill in, and they are asked to sign an informed consent.
In that informed consent is mentioned what the research withholds, and that their data is going
to be anonymized before is it used. This informed consent can be found in Appendix D.
During their treatment, there is a second measurement. The third measurement is at the end of
their treatment. The treatment has a total duration of twelve months. After treatment, there is a
follow-up meeting after six months. The questionnaires are filled in online or on paper.
Participants receive an e-mail or paper on which they can find their log-in into a closed-off
environment on their computer, laptop, tablet or phone. For the follow-up measurement,
participants were contacted via e-mail. After each measurement, the results on the
questionnaires are scored, interpreted and written down in a paper by students of the master
Psychology. The results were then communicated to them after every measurement.

Data analysis

To analyse the data, the statistical program IBM SPSS Statistics 21 was used. The
characteristics of participants, so-called demographic data, was displayed in frequency tables.

First, all measurements have been reviewed to see if the data is normally distributed.
This has been done by analysing histograms, and by performing the Kolmogorov-Smirnov
test.

Multiple multilevel analysis has been performed to analyse the differences in the
different scales of symptoms of psychopathology, measured by the BSI, for every
measurement. This analysis has been chosen so that missing data does not have to be
corrected for or imputed (Field, 2018). To measure the in- and/or decrease of the different
categories of symptoms of psychopathology, every scale has been analysed separately. The
different scales of the BSI have been imputed as a dependent variable. Every measurement
has been taken into account, as a fixed effect. To determine which covariance type resulted in
the strongest model, the 2 restricted log likelihood has been compared between different

covariance types. The strongest model was the result of using the unstructured covariance
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type. A change between measurements was determined with the Least Significant Difference,
and was mentioned to be significant with a p-value of <0.05. The estimated marginal means
are used to calculate the effect sizes. With that, the rule of thumb that says that a Cohen’s d of
< 0.49 = small effect; 0.50 — 0.79 = medium effect; 0.80 — 1.29 = large effect and > 1.30 =
extremely large effect, is used.

To measure a possible relation between the development in symptoms of
psychopathology and modes, a more complex multilevel analysis has been performed. Each
category of modes has been added to the model with every category of symptoms of
psychopathology as the dependent variable. Each category of modes has been added to the
model as a covariate. This has been done in the same order as Wolterink & Westerhof (2018),
of which the order is based on the expected change during treatment. For every category of
symptoms of psychopathology, a separate analysis has been performed. While adding each
category of modes as a covariate, it has been tested if the model got stronger, by comparing
the -2LL (Log likelihood), the AIC (Akaike Information Criterium) and the BIC (Bayesian

Information Criterium).
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Results

Multilevel analysis BSI

To answer the first research question ‘To what extent do specific symptoms of
psychopathology change during treatment with schema therapy?’, a multilevel analysis has
been performed with every category of symptoms of psychopathology. The Tables in which

the results, and also the effect sizes are displayed, can be found in Appendix E.

Somatization scale

The score on the somatization scale decreases significantly between TO, T1 and T2.
Between T2 and T3, the score does not change significantly. This can be found in Table 17, in
Appendix E, and Figure 3.
Figure 3

Development Somatization scale over time
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Note. Solid line is significant with p<.05; dotted line is not significant.

Cognitive problems scale

The score on the scale concerning cognitive problems changes significantly between
every measurement. The score decreases significantly between every measurement. An
exception is the change between T2 and T3. The score increases there, and that increase is
significant with p<.05. This can be found in Table 18, in Appendix E, and Figure 4.
Figure 4

Development Cognitive problems scale over time
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Cognitive problems
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Note. Solid line is significant with p<.05.
Interpersonal sensitivity scale

The score on the interpersonal sensitivity scale does not decrease significantly between
TO and T1. Between TO and T2, TO and T3, and T1 and T2, the score decreases significantly.
Between T2 and T3 the score increases, and this increase is significant. This can be found in
Table 19, in Appendix E, and Figure 5.
Figure 5

Development Interpersonal sensitivity scale over time
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Note. Solid line is significant with p<.05; dotted line is not significant.
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Depression scale

The score on the depression scale decreases between TO and T1, TO and T2, TO and
T3, and T1 and T2. These decreases are all significant with p<.05. Between T2 and T3 the
score increases, and this increase is significant. This can be found in Table 20, in Appendix E,
and Figure 6.
Figure 6

Development Depression scale over time
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Note. Solid line is significant with p<.05.
Anxiety scale

Between TO and T1, TOand T2, TO and T3, and T1 and T2, the score on the Anxiety
scale decreases, and this decrease is significant with p<.05. The score on this scale does not
increase significantly between T2 and T3. This can be found in Table 21, in Appendix E, and
Figure 7.
Figure 7

Development Anxiety scale over time
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Anxiety
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Hostility scale

The score on the hostility scale increases between TO and T1, but this increase is not
significant. Between TO and T2, TO and T3, and T1 and T2, the score on this scale decreases,
and this decrease is significant with p<.05. Between T2 and T3 the score does not change
significantly. This can be found in Table 22, in Appendix E, and Figure 8.
Figure 8

Development Hostility scale over time
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Note. Solid line is significant with p<.05; dotted line is not significant.
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Phobic anxiety scale
The score on the phobic anxiety scale decreases significantly between TO and T1, TO

and T2, TOand T3, and T1 and T2. However, between T2 and T3 the score increases, and also

this increase is significant with p<.05. This can be found in Table 23, in Appendix E, and
Figure 9.

Figure 9

Development Phobic anxiety scale over time
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Note. Solid line is significant with p<.05.
Paranoid ideation

Between TO and T1 the score on the Paranoid ideation scale does not decrease
significantly. Also between TO and T2, TO and T3, and T1 and T2 the score on this scale
decreases, and those changes are significant with p<.05. Between T2 and T3 the score does
not change significantly. This can be found in Table 24, in Appendix E, and Figure 10.
Figure 10
Development Paranoid ideation scale over time
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Psychoticism scale

The score on the psychoticism scale decreases between TO and T1, but this decrease is
not significant. The score on this scale between TO and T2, TO and T3, and T1 and T2
decreases, and this decrease is significant with p<.05. Between T2 and T3, the score on this
scale does not increase significantly. This can be found in Table 25, in Appendix E, and
Figure 11.
Figure 11
Development Psychoticism scale over time
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Note. Solid line is significant with p<.05; dotted line is not significant.

The effect sizes between TO and T1 are small (d<.49) for every category of