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Abstract
Objective: Literature shows that psychological treatmentshsas Schema Therapy (ST) achieve
promising results for people with personality dgems (PDs). Considering the fact that research
on ST for this treatment population is still scatbe current study aimed to investigate its
effectiveness in a clinical group setting. Moreafieally, it was studied whether short- and long-
term changes regarding early maladaptive schemdSgEand psychological distress co-occur in
clients with PDs over the course of ST. If thisdstdinds remarkable results regarding certain
schemas, interventions which aim to correct EMSshmadjusted. This in turn might contribute
to symptomatic relief as welMethod: The participants are clients who were treatedHeir PDs
at the clinical facility “de Wieke” in Hengelo, th¢etherlands. The Young Schema Questionnaire
(YSQ-L3) and Brief Symptom Inventory (BSI) were admstered to measure the prevalence of
EMSs and symptoms of psychological distress. Rpatts were asked to fill in the YSQ-L3
(N=36) and BSI (N=30) at 4 points in time: pre- mahd of treatment and post-treatment (follow
up of 6 months). One sided Paired-Sample T Testscarrelational analyses were carried out in
order to explore the data of participants who dille all 4 measurementResults The degree of
all EMSs (except for “emotional deprivation”) anghgptoms was significantly decreased by the
end of treatment. These positive changes were maed during a follow up period of 6 months.
Furthermore, changes in EMSs were mainly positivelgted to modifications in symptoms such
as depression, hostility, psychoticism, anxiety pathnoid thinkingDiscussion/ConclusionST
in a clinical group setting shows promising resulegarding the decrease of EMSs and
psychological distress. The fact that these pasitivtcomes are maintained until 6 months after
treatment invalidates critics assuming that EMSs stable over time. Several EMSs and
symptoms improve at an early stage whereas otliemszs and symptoms are more resistant to
change. Schemas that decrease already duringrsthéndif of treatment are related to feelings of
safety, self-respect, incompetence, negativity &cls on others. Regarding psychological
distress, anxiety related symptoms, depressioncagditive problems improve during the first
treatment period. Furthermore, changes in EMSssgnbtoms seemed to be positively related to
each other. This indicates that interventions airmedchema change are important as well for
improving psychological distress. These resultseraiew questions which should be further

elaborated in future studies.



Samenvatting
Inleiding: Uit de literatuur blijkt dat psychologische behalntgen zoals Schematherapie (ST) tot

belovende resultaten leiden voor mensen met peligg@midsstoornissen (PS). Gezien het feit dat
er weinig onderzoek is naar ST bij deze doelgrogy de huidige studie zich op de effectiviteit van
ST in een klinische groep setting. Er wordt ondehzan hoeverre er op korte en lange termijn
veranderingen optreden met betrekking tot vroeg angepaste schema’s (VOS’en) en
psychologische klachten bij cliénten met PS gedigeaen ST behandeling. Wanneer uit het
onderzoek opzichtigheden met betrekking tot begaadhema’s naar voren komen kunnen
interventies, die gericht zijn op het corrigerem w&0S’en, aangepast worden. Deze aanpassingen
zouden ook kunnen bijdragen aan de verbeteringki@rhten. Methode: De participanten zijn
cliénten die in behandeling waren voor hun PS t§ Wieke” te Hengelo, Nederland. De Young
Schema Vragenlijst (YSV-L3) en de Brief Symptomédntory (BSI) zijn afgenomen om VOS’en
en symptomen in kaart te brengen. Er werd aan dmelmers gevraagd om de YSV-L3 (N=36) en
de BSI (N=30) op 4 meetmomenten in te vullen: vtiptens, aan het eind van de behandeling, en 6
maanden later. Er is gebruik gemaakt van eenzijgegpaarde t-toetsen en correlatie analyses om de
data van de cliénten die alle 4 metingen hebbepvug te analysererResultaten Er is een
significante afname van VOS’en (behalve voor “emmtie deprivatie”) en van symptomen aan het
eind van de behandeling. Deze positieve verandemifijven 6 maanden na de behandeling nog
steeds behouden. Tevens zijn veranderingen in MOSieoral positief gerelateerd aan
symptoomveranderingen zoals depressie, hostilitgsychoticisme, angst en paranoia.
Discussie/Conclusie ST in een Kklinische groep setting laat belovendsultaten zien met
betrekking tot de vermindering van VOS’en en kladhtHet feit dat de verandering 6 maanden na
de behandeling voortduurt, weerlegt het argumemt teggenstanders dat schema’s stabiel zijn.
Bepaalde schema’s en symptomen lijken al vroegeafiemen, terwijl anderen resistenter voor
verandering zijn. VOS’en die al vroeg afnemen ggrelateerd aan veiligheid, zelfwaardering,
incompetentie, negativisme en gerichtheid op amddvket betrekking tot klachten lijkt gedurende
de eerste helft van de behandeling verbeteringeopretden in angst gerelateerde symptomen,
depressie en cognitieve problemen. Daarnaast heedndering in schema’s en klachten positief
aan elkaar gerelateerd te zijn. Dit wijst op de elifiheid dat interventies gericht op verandering
van schema’s ook relevant zijn voor het verbetevan psychische klachten. De gevonden

resultaten roepen nieuwe vragen op die in toekg@stiudies nader onderzocht kunnen worden.
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Introduction

For a long time personality pathology has beenidensd as “untreatable” and there were only a
few professionals who believed that treatment ctedd to positive changes (Arntz & Bernstein,
2006). Treatment which was based on traditionainitivg techniques did not seem to have
sufficient benefits for people with personality atders (PDs). This finding encouraged
psychologists such as Jeffrey Young to develop aenmatensive treatment approach called
Schema Therapy (ST) (Arntz & Bernstein, 2006; Hawk&eProvencher, 2011; Masley,
Gillanders, Simpson & Taylor, 2012). Until now, o effects of ST for the treatment of PDs
have been found (Arntz & Bernstein, 2006; Baméigrs, Spinhoven & Arntz, 2014; Masley et
al., 2012; Nordahl & Nyseeter, 2005; Renner, Van 1GGdduibers, Arntz & Butz, 2013).
Regarding the fact that research on ST for perggradthology is still scarce there is enhanced
interest to know more about its effects for thesatment group (Bamelis et al., 2014).

Based on that, the present study turns its attente the short- and long-term
effectiveness of ST for clients with PDs within lenical group setting called “de Wieke”. In
order to get a richer picture of clients in clilisattings the population’s characteristics within

this facility were explored as well.

Personality disorders

The American Psychiatric Association (APA) (1994jides a PD as:
an enduring pattern of inner experience and behatiat deviates markedly from the
expectations of the individual's culture, is pesive and inflexible, has an onset in
adolescence or early adulthood, is stable ovee tand leads to distress or impairment
(pp. 629)
Based on the criteria of the fourth edition of hagnostic and Statistical Manual of Mental
Disorders (DSM-1V) this pattern is manifested in ladst two of the following domains:
cognition (perception of others/self), affectiviggmotional response), interpersonal functioning
and impulse control. Furthermore, this pattern &howt be caused by a substance (medication
etc.) or medical condition and should not be exy@dibetter by another mental disorder (APA,
1994). In the DSM-IV the PDs are further subdividatb three clusters. Cluster A lists the
paranoid, schizoid and schizotypal PDs. People tii#ise disorders are often perceived as odd

and eccentric. Cluster B contains the antisociakdérline, histrionic and narcissistic PDs.
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People who are diagnosed with these disordersfte wery emotional, impulsive and dramatic.
Cluster C describes the avoidant, dependent andssive-compulsive PDs. These people are
mainly characterized by a fearful attitude. The zegory “personality disorder not otherwise
specified (PD NOS)” describes a condition in whictperson meets the criteria for different
clusters (“mixed”) (APA, 1994; Derksen, 1993). Bks these criteria, an assessment of the
individual's functioning throughout his/her lifepformation from acquaintances and diagnostic
test material are required to diagnose a PD (ARR4)L

Regarding the prevalence, PDs are one of the nwatmon psychological disorders.
Approximately 3 — 15 % in the general populatiof, 4 50 % of the clients in health care
settings and 60 — 80% in forensic settings meetdibgnostic criteria (Bamelis et al., 2014;
Soeteman, Verheul & Van Busschbach, 2008). Regardjender differences women are
diagnosed more frequently with borderline, depehded histrionic PDs whereas antisocial PD
is more common in men. It is also known that a BDikely to be recognized during early
adulthood or adolescence. Antisocial and bordeftbs seem to become less recognizable as
people grow old than obsessive-compulsive and stfpal personalities (Derksen, 1993).

Having a PD has been linked to several negativeemurences concerning the economy
and someone’s interpersonal relations (Soetemaal.,eP008). The prevalence of personality
pathology has been associated with a high econbarigen. This is supported by the fact that
people with PDs make extensive use of mental/staalth care and psychiatric services. It is
also known that they receive more treatments theople with other mental disorders (for
example depression). Furthermore, personality padlyas linked to reduced productivity such
as impairment in work functioning (absence, inéincy), unemployment and difficulties to
function in daily life. (Skodol et al., 2005; Skddx al., 2002; Soeteman et al., 2008, Soeteman,
Hakkaart-van Roijen, Verheul & Busschbach, 2008)other major consequence of personality
pathology is poor social functioning in interperabrelations. People with PDs are more likely
to be separated, divorced or never married (Sketal., 2002). Besides that, different PDs are
characterized by rigid and maladaptive behaviord esactions towards others (Pincus &
Wiggins, 1990). People who are diagnosed with @issistic PD show distrust, hostility and
exploit others. They tend to behave defensive, aaldl emotionally detached in social situations
which can result in emotional and psychologicatrdss for others (Ogrodniczuk, Piper, Joyce,

Steinberg & Duggal, 2009). People with avoidant $Hdw mistrust and are detached whereas



people with an antisocial PD are more likely to aggiressive and manipulative (Vittengl, Clark
& Jarrett, 2003). An obsessive compulsive PD isniyacharacterized by the need to control
one’s environment, perfectionism and rigid behavibnese people also tend to be hostile,
dominant, controlling, aggressive and cold in iatéions with others and their work
environment (Cain, Ansell, Simpson & Pintoc, 201%hese behavior patterns result in an
impaired social functioning, making it difficult fahe client to interact properly with his or her
social environment (family, friends, co-workers.g{(&kodol et al., 2005).Without prevention or
treatment a PD is likely to become chronic andffeca the next generations (through abuse,
mistreatment or neglect). Chronic PDs are alsdeélto suicidal tendencies and reduced quality
of life (Renner et al., 2013; Soeteman et al., 2008

Considering these negative consequences thereas geed to gain more knowledge of
effective treatments available for PDs (Gude & Hdff2008). One famous approach is Young's
cognitive model in which early maladaptive schen{gd1Ss) play a central role in the
development of PDs (Eurelings-Bontekoe, Luytensdmagger, Van Vreeswijk & Koelen,
2010; Reeves & Taylor, 2007).

Early maladaptive schemas

The role and significance of EMSs regarding perbtynpathology can be best understood by
literature based on Young’s cognitive model (Jo8e¥ackson, 2004). This cognitive approach
assumes that schemas are present in every peradahefmore, they form the core of an
individual's beliefs, perceptions and interpretatoregarding the self, others and the world
(Saariaho, Saariaho, Karila & Joukamaa, 2009; Masleal., 2012). Young also states that
dysfunctional/maladaptive schemas play a centidal iro the development of PDs (Eurelings-
Bontekoe et al., 2010; Reeves & Taylor, 2007). Thirt2010) defines EMSs as “a broad,
pervasive theme or pattern, comprised of memoei@stions, cognitions, and bodily sensations,
regarding oneself and one’s relationship with athdeveloped during childhood or adolescence,
elaborated throughout one’s lifetime and dysfun@lao a significant degree” (p.373). EMSs
were once adaptive (functional), helping the persosurvive, cope and adapt to “threatening”
life circumstances (Saariaho et al.,, 2009). Eatyldbood experiences are crucial in the
development of these schemas. Abuse, maltreatmaritlfilled psychological needs (for

example safety, autonomy, love, nurturing) and tiegaxperiences with parents, siblings and



peers can lead to the development of EMSs (Saaetab, 2009). Due to the fact that EMSs are
stable over time, function as core beliefs andugtiice perception, behavior and thinking they
are likely to be overgeneralized to other situaidater in life. They are then dysfunctional,
because they result in inadequate or maladaptivavie (Reeves & Taylor, 2007; Thimm,
2010). Furthermore, it seems that EMSs can openattsde awareness, making it difficult for
the person to recognize their influence (Jovev &kdan, 2004). In order to detect EMSs,
instruments such as the Young Schema Questionif#®€)) are commonly used. Young
suggested 18 different EMSs which he further suddd/ into 5 schema domains (Saariaho et

al., 2009). An overview of the EMSs, schema domamtheir meaning is given in table 1.

Table 1

Overview of Young's schema domains, early maladagithemas and meaning

Schema domains Early maladaptive schemas Meaoimagid

Disconnection & 1. Emotional deprivation (ED) Expectation that basic
Rejection 2. Abandonment/instability (AB) emotional needs will not
3. Mistrust/abuse (MA) be met.
4. Social isolation/alienation (SI)
5. Defectiveness/shame (DS)
6
7
8
9

Impaired autonomy 6. Failure (FA) Problems with

& performance . Dependence/incompetence (DI) independence and self-
. Vulnerability to harm or iliness (VH) confidence.
. Enmeshment/undeveloped self (EM)
Impaired limits 10. Entitlement/grandiosity (ET) Desire for superiority,
11. Insufficient self-control/discipline (IS)  lack of impulse control.
Other-directedness 12. Subjugation (SB) Focus on the needs of
13. Self-sacrifice (SS) others at the cost of
14. Approval-seeking (AS) one’s own well-being.
Overvigilance & 15. Negativity/pessimism (NP) Suppression of
inhibition 16. Emotional inhibition (EI) emotions, rigid rules,
17. Unrelenting standards/ hypercritical (US¥ocus on negative
18. Punitiveness (PU) experiences

Notes Adapted from: Eurelings-Bontekoe et al., 201Car&dno et al., 2009.

The prevalence of EMSs has been linked to severaptoms, clinical disorders, PDs and
gender differences. EMSs are related to symptonth @as burn-out, romantic jealousy,

depressive mood or low body satisfaction (Rijkeb&e¥an den Bergh, 2006). Furthermore,



EMSs are often present in PDs, substance abusegssém, panic disorders, eating disorders
(anorexia, bulimia), alcohol dependency or soclablpa (Rijkeboer & Van den Bergh, 2006;
Thimm, 2010). Research also shows relationshipwdset several EMSs, specific PDs and
gender. To simplify the report of these relatiopsithey are illustrated in table 2. Regarding the
antisocial, schizoid and schizotypal PDs no sigaiii relationships have been found (Reeves &
Taylor, 2007; Jovev & Jackson, 2004; Nordahl, Hel& Haugum, 2005; Welburn, Coristine,
Dagg, Pontefract & Jordan, 2002).

Table 2
Relationships between PDs, EMSs and gender

Personality disorder Early maladaptive schemas

Borderline Emotional deprivation, Dependence/incetapce, Defectiveness/shame
Abandonment/instability, Mistrust/abuse

Narcissistic Mistrust/abuse, Vulnerability to haomillness, Emotional inhibition,
Insufficient self-control/self-discipline

Obsessive- Unrelenting standards/ hypercriticalness, Enmesivonatteveloped self,

compulsive Entitlement/grandiosity, Insufficient self-contredlf-discipline

Paranoid Mistrust/abuse

Dependent Dependence/incompetence

Avoidant Emotional inhibition

Gender

Male Emotional deprivation, Social isolation/aliéoa, Defectiveness/shame

Emotional inhibition

Female Self-sacrifice, Enmeshment, Failure, Abantent, Defectiveness/shame

Notes Adapted from: Reeves & Taylor, 2007; Jovev & Jaok 2004; Nordahl et al., 2005;
Welburn et al., 2002

In conclusion, EMSs are core beliefs, play a cluck in the development of PDs and show
significant relationships to PD related symptomréasing the knowledge about these core
beliefs can lead to additional understanding ofdbeelopment, maintenance and treatment of
PDs (Reeves & Taylor, 2007). Here, it is also int@atr to mention that longitudinal studies

assessing the role of EMSs in personality pathobrgyscarce, which asks for more research in
that field (Nordahl et al., 2005; Reeves & Tay007).
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Regarding research about the seriousness of schiemsa®und that EMS severity can
increase a person’s vulnerability to develop pemtnpathology or psychological distress.
Besides that, activation (“triggered”) of EMSs rsuin maladaptive reactions such as
overcompensation, avoidance or surrender. Thesagspyles keep up the EMS (by confirming
the core beliefs) which in turn can lead to psyobalal distress (for example depression,
anxiety, loneliness), reduced functioning (work,ildalife), interpersonal problems or
psychosomatic disorders (Thimm, 2010; Nordahl et 2005). It is also known that EMSs
intervene with a person’s information processingtddang negative automatic thoughts towards
the self and others. Over time these thoughts aM8<$become more resistant to change (Jovev
& Jackson, 2004).

If changes in EMSs severity do occur, the scherearthsuggests that modifications in
schemas could also decrease the client's long-fesgcthological distress. Several studies
support this assumption, because their outcomesaitedthat modifications in EMS severity
seem to predict symptomatic relief by the end edttment (Hawke & Provencher, 2011; Nordahl
et al., 2005; Van Vreeswijk, Spinhoven, Eurelingmikoe & Broersen, 2014). However,
research regarding the role of EMSs as a predioct@ymptomatic relief is still scarce and needs
to be elaborated (Van Vreeswijk et al., 2014; Nbtdd al., 2005). Research and assessment of
EMSs is highly relevant for the clinical practid&y investigating EMSs researchers are able to
detect possible conspicuous results regarding sabieBased on that, suitable interventions to
correct these schemas can be implemented, whidlrm contributes to symptomatic relief
(Rijkeboer, Van den Bergh & Van den Bout, 2005)e@pproach focusing on the modification
of EMSs is called Schema Therapy (ST). By reseagchhow ST affects EMSs and
psychological distress, more knowledge can be daatmut the relationship between schemas
and symptomatic relief (Nordahl et al., 2005).

Schema Therapy

Jeffrey Young developed ST in the 1980’s, becaussmts with PDs, complex and chronic
disorders did not benefit sufficiently from tradiial cognitive therapy. Young believed that
their difficulty to change and to become awareh&fit emotions and cognitions requires a more
intensive treatment approach (Hawke & Provenche@dl? Masley et al., 2012). Young’s

adaption led to the evolvement of ST which is aegmative form of psychotherapy combining
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cognitive, experiential, behavioral and psychodymaalements (Arntz & Bernstein, 2006). ST
is based on the idea that personality pathologpised by negative childhood experiences and
unfulfilled emotional needs (safety, care etc.)e3d experiences often result in the development
of EMSs (Bamelis et al.,, 2014; Renner et al.,, 20I3) main goal of ST is to reduce the
influence of present EMSs, to decrease maladaptpéng styles and to foster the development
of healthy adaptive responses (Masley et al., 2&Rehner et al., 2013). ST includes 4 main
concepts: EMSs, schema domains, schema modes pimg) @byles. In ST, EMSs form the core
of this model and are the main target for treatn{&htmm, 2010). Based on that, EMSs were
chosen as the focus point of this study. In ordegive sufficient insight into ST the other 3
concepts will be explained briefly. Within ST, sofe domains refer to basic emotional needs.
Schema modes represent a mood state and behaviarsfpecific moment) resulting from the
activation of different coping styles and EMSs. plecare likely to cope with their EMSs in
three different ways: overcompensation (fighting #MS and showing the opposite behavior),
avoidance (avoid situations which might trigger #8®S) and surrender (showing behavior
which fits to the EMS). These coping styles faatkt the maintenance of EMSs (Masley et al.,
2012).

Within ST, EMSs can be invalidated by using cogseitiexperiential and behavioral
techniques. Cognitive techniques aim to identifli@nt’'s relevant EMSs and related core
beliefs. If a client knows how his/her EMSs argydered, the next step is to analyze the
advantages and disadvantages of these schemaso@mé&ve method is a flashcard which the
clients carry always by their side. A flashcarduiles confirming and alternative beliefs related
to a specific EMS. When an EMS is triggered thsttard reminds the clients of the so called
“helpful or alternative beliefs” which enable themrespond in an adequate and healthy way.
Experiential techniques focus on the experienceexpiession of emotions related to incidents
in the past. The following experiential elements &&chniques are mainly used within ST. The
first technique, “imagery”, enables clients to leoagative memories and to give them another
meaning (cognitive and affective). The second taphe) “role play”, fosters the development of
healthy/adaptive reactions. Clients play situatiyom the past and learn to recognize their and
others experiences. The third technique “multiplai¢, is used to help the clients recognize and
cope with their schema modes. The fourth expeaérglement of ST is the therapeutic

relationship which is characterized by a directarel personal attitude towards the client. ST
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therapists use a technique called “limited re-piamgh which focuses on the fulfilment of
unfulfilled basic needs of the client. For examplalient who (as a child) was never allowed to
act angry can train/experience the expression gemam the relationship with the therapist.
Besides that, the therapeutic relationship is alsgracterized by frequent self-disclosure of the
therapist (if it benefits the client). This demantt&t the therapist is open about his/her
impressions evoked by the client. Another importement of the therapeutic relationship is
psychoeducation where the therapist teaches thentclabout basic needs, functional/
dysfunctional behavior and explains the relevarfcehddhood experiences in the development
of EMSs (Bamelis et al., 2014). Furthermore, STludes also behavioral techniques such as
relaxation exercises, learning alternative behagiistead of destructive behavior) and social
skills (Van Vreeswijk, Broersen & Nadort, 2008).

Until now ST has been mainly provided in an induatl format, but recent literature
suggests that group ST for people with PDs can haotential economic and therapeutic
advantages (Masley et al., 2012). Considering #lce that individual ST has been found to be
cost effective, treating more clients simultanepusiuld reduce health care costs even more.
Besides that, group processes such as social gtierasocial comparison, sense of belonging,
vicarious learning, social support and exposureytrdmute to the effectiveness of group ST
(Farrell, Shaw & Webber, 2009). Furthermore, Faaetl Shaw (2012) state that groups create a
safe environment in which the client can experieaocel experiment with emotions, new
behavior, mutual attachment, empathy and role plyse new experiences facilitate the

correction of dysfunctional schemas and the dewvetoy of healthy coping styles.

The effectiveness of Schema Therapy

Several studies support the effectiveness of STraating personality pathology and related
symptoms (Renner et al., 2013; Hawke & ProvencB@dl1l; Masley et al.,, 2012). ST in
individual as well as group settings improves gahgrsychopathology and psychological
distress. Several studies have shown that ST dmgesymptoms such as depression, anxiety,
self-injury, loneliness and emotional impairmenurtRermore, ST also results in improved
quality of life, interpersonal behavior and lowemoplout rates compared to other treatment
approaches such as transference-focused psychoyhg@sychodynamic) (Bamelis et al., 2014;
Farrel et al., 2009; Masley et al., 2012; Rennealgt2013, Van Vreeswijk et al., 2014). The
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positive effects on overall psychological distresem to be maintained after treatment with ST
(follow up) (Nordahl & Nyseeter, 2005; Skewes, Samsimpson & Van Vreeswijk, 2015).

Concerning the dysfunctional schemas researchateichat ST has indeed the potential
to bring about changes in EMSs. Recent studies shaWwST reduces EMS severity (Farrel et
al., 2009; Leppanen, Karki, Saariaho, Lindeman &bkéa 2014; Skewes et al., 2015; Van
Vreeswijk et al., 2014).

Regarding the effect of ST on the relationshipMeein EMSs and psychological distress
research shows that changes in EMSs severity dvercburse of ST seem to predict
symptomatic relief by the end of treatment (Hawkd”8vencher, 2011; Nordahl et al., 2005;
Vreeswijk et al., 2014). Hawke and Provencher (2GLhgest that ST has indeed the potential
to reduce the degree of EMSs which in turn contebuo symptomatic relief. However, Van
Vreeswijk et al. (2014) found that changes in EM®s psychological distress co-occur and
mutually reinforce each other. They suggest thadifitations in EMSs not necessarily precede
changes in symptoms. The authors treat these sesith caution and accentuate that there is
still a lack of studies focusing on the role of ecta changes in predicting or mediating overall
psychological distress.

Despite the promising results ST is a relativelyragpproach and the evidence of its
effectiveness is still at an early stage (Farredlet2009). Especially the research regarding the
role of EMSs as a predictor for symptomatic relse$carce (Van Vreeswijk et al., 2014; Nordahl
et al., 2005). Considering the fact that ST maialyns to reduce the impact of EMSs more
studies are needed to assess the process of somaaifecation during ST (Masley et al., 2012).
Here, it is also important to mention that the maasitive outcomes of ST have been found in
the individual treatment of borderline PD. Untilwgust a few studies focused on the effect of
ST for other PDs within a clinical setting. Thenefo more research is needed on the
effectiveness of ST in treatment of other PDs (Beret al., 2014; Skewes et al., 2015; Van
Vreeswijk et al., 2014).

Focus of the study and research questions

The current study adds knowledge to existing reseabout the effectiveness of ST on EMSs
and psychological distress in clients with PDssthr the study was conducted in a clinical

group setting which provides more insight into #feects of ST in a group format. Secondly,
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changes in EMSs and psychological distress weresaed during a treatment and follow up
period (6 months). Thirdly, the design of this studade it possible to investigate in what way
changes in EMSs and psychological distress aréeteta each other. The fact that longitudinal
studies which assess the role of EMSs in persgnadithology are scarce makes this study even
more valuable (Nordahl et al., 2005; Reeves & Tay2007). Based on former research and the
literature mentioned above the key aim of the curtudy was to investigaté changes
regarding early maladaptive schemas and psychoédgdistress co-occur in clients with
personality disorders over the course of Schemaafyeln order to get a richer picture of client
populations within a clinical group setting it wiast explored which DSM-IV-axis-2 diagnoses,
EMSs and symptoms of psychological distress wegegnt in the research sample. Besides that,
there were 4 objectives to the present studylqahere a significant decrease of EMSs and
psychological distress by the end of ST in comparis the beginning, (b) in what way do EMSs
and symptoms change from pre- to mid-treatmentraitd to the end of treatment, (c) are the
changes in EMSs and symptoms found by the endaifrtent maintained until 6 months follow
up and (d) how are modifications in EMSs relatedhanges in psychological distress over the
course of treatment with STRegarding the objectives (a), (c) and (d) the esgonding
hypotheses were based on literature and suppoyteesbarch conducted earlier. Due to the lack
of comparably studies and literature objective iban explorative question without specific
hypotheses. It was hypothesized that (a) the degfeEMSs and psychological distress is
decreased by the end of treatment in comparisahddoeginning, (c) that these changes are
maintained until 6 months later and (d) that changeEMSs from pre- to mid-treatment and
mid- to the end of treatment are positively relatdodifications in symptoms of psychological

distress.
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Method

In this section the design of the study, the demolgic characteristics of the participants, the
measures and the procedure are outlined. Furthernmdormation is given about the research

setting and statistical tools which were used talyaze the data of the research sample.

Design

The current study is a within subjects design iditlg 4 measurements at pre- (M1:
measurement one), mid- (M2), end of treatment (&3] a follow up (M4) period. Due to the
circumstances of the research setting the desiga dot include a control group. The results of
this study contribute to broader research takirmgelon the effectiveness of ST. The data were
collected within a clinical setting where client&lwPDs undergo 12 months of ST in a group
format. In order to investigate if changes in EM8&l psychological distress occur over the
course of ST and whether these changes are madtduring a follow up period of 6 months

the M1, M2, M3 and M4 measurements were analyzed.

Participants

Clients by whom personality pathology might be tmelerlying problem, were referred to the
clinical setting “de Wieke”. The participants werleents who have been treated with ST within
“de Wieke”. The sample includes client data from082011 until 26.06.2015. The clients who
dropped out of treatment early (< 6 months) wereimduded in the analysis, because of two
reasons. Firstly, these clients stopped their ireat within the first 6 months which indicates
that they did not participate long enough in allazal aspects of ST. This makes it difficult to
assume that ST and its techniques led to changesBs and psychological distress. Secondly,
these clients did not fill in the questionnairesatitrequired points in time. This led to missing
data, because not all scores of these clients aeaflable for analysis and interpretation.
Nevertheless, it is still important to research wigople stopped their treatment early. The
results can give more insight into reasons reladettopout and can be used to adapt ST in order
to fit the needs of similar clients better. Thedstirom Boerstal (2015) focused on the clients in
this sample who dropped out of treatment.
Regarding the fact that several data of the cliemt® completed their treatment

successfully were missing it was not possible tbuitle all clients in the analysis. The missing
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data and huge data loss can be explained by pastpmrforgotten measurements and refusal to
participate. From the clients who completed thegatment in more than 6 months (N=62) the
available data were subdivided into 3 groups/déda@ee figure 1). The data of these clients
have been selected based on the fact that theyletadgheir treatment successfully (including
therapist judgment) in more than 6 months anddhaequired scores (M1 — M4) were available
for the analysis. Therefore, their data were pgezkas useful to answer the research questions.
For an overview of the demographic characterigifabie whole clinical sample, the participants
who completed their treatment and the three sagrplegps see table 3 on the next page.

17



Table 3

Characteristics of the whole clinical sample (N=),1%articipants who completed the treatment

(N=62) and participants included in the 3 groups=@0, 36, 26)

Category N % M R

All participants 115

Gender
Female 86 74,9 %

Male 29 25,2 %

Age (all) 27,2 17,7 -43,9
Female 26,5 17,7-43,9
Male 29,1 21,3-43,2

Length of treatment (months) 8,3 0,1-19,9

Dropout 33 28,7 %

Participants (completed treatment) 62

Gender
Female 45 72,6 %

Male 17 27,4 %

Age (all) 27,1 17,7 -43,9
Female 26,9 17,7 -43,9
Male 27,6 21,3-33,8

Length of treatment (months) 11,2 6,5-19,9

Group 1 (BSI sample) 30

Gender
Female 21 70,0 %

Male 9 30,0%

Age (all) 26,8 17,7-41,1
Female 26,1 17,7-411
Male 28,3 21,5-335

Length of treatment (months) 11,9 6,6 — 19,9

Group 2 (YSQ-L3 sample) 36

Gender
Female 26 72,2 %

Male 10 27,8 %

Age (all) 26,8 17,7 -43,9
Female 26,7 17,7-43,9
Male 27,0 21,3-335

Length of treatment (months) 11,8 6,6 —19,9

Group 3 (BSI/YSQ-L3 sample) 26

Gender
Female 19 73,1 %

Male 7 26,9 %

Age (all) 26,4 17,7-41,1
Female 25,7 17,7-411
Male 28,1 21,5-335

Length of treatment (months) 12,3 6,6 —19,9

Notes YSQ-L3= Young Schema Questionnaire Long FormS|=BBrief Symptom Inventory
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All participants
N= 115

Treatment completed Dropout
(= 6 months) (< 6 months)
N=62 N= 33

Currently treated
N= 20

BSI data YSQ data
N=62

Group 2 (YSQ-L3):
M1 — M4
N= 36

Group 1 (BSI):
M1 - M4
N= 30

Group 3 (BSI/'YSQ-L3):
M1 - M4
N=26

Figure 1. Flow chart of the participants, corresponding maasaents and datasets (3 groups)
included in the analysis. YSQ-L3=Young Schema @umestire, BSI=Brief Symptom Inventory

Research setting “De Wieke”

The participants of this study were clients witthe clinical facility “de Wieke”. “De Wieke” is
a part of the center for PDs in the hospital in ¢##a, the Netherlands. Clients are referred to

“de Wieke” by other health professionals, becaustheir assumed personality pathology. The
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treatment at “de Wieke” mainly focuses on clienithwDs and is based on ST from Jeffrey
Young. Clients receive ST in a clinical group fotnlaroughout the whole day. This intensive
treatment demands that they stay at “de Wieke” fMdomday till Friday afternoon and return on
Sunday evening. The main goal of ST is to redueeinfluence of present EMSs, to decrease
maladaptive coping styles and to foster the devetayp of healthy adaptive responses (Masley
et al., 2012; Renner et al.,, 2013). In order toieaah this goal, the multidisciplinary team
consisting of psychiatrists, clinical psychologigtsychotherapists, health psychologists, social
therapists and specified therapists (drama, art pegchomothoric), applies cognitive,
experiential and behavioral techniques. Normallfgents undergo a treatment period of 12
months, but are free to stop at any time. Dependimthe time and circumstances of their leave
some clients are considered as a dropout. Basetlmical experience (from therapists working
at “de Wieke”) crucial improvement regarding a itie psychological condition can be expected
after a treatment period of at least 6 months. €hly, it is discussed whether future treatment

should be reduced to 9 months.

Procedure

Regarding the fact that the current study was @idboroader research taking place at “de Wieke”
approval from the ethical commission was not needé clients who wanted to start their

treatment at “de Wieke” went through an intake pthae, consisting of approximately 4

conversations with the responsible therapist. Quthis intake period the clients first received
information about “de Wieke”, talked about theimgtoms and life story and filled in several

psychological questionnaires. These diagnostic toprewires were part of this research and
were used to detect EMSs, schema modes, avoiddrategsees and to investigate overall

psychological distress and wellbeing. The currdnty focused on EMSs and psychological
distress and therefore the data from the YSQ-L3thrdBSI| were analyzed. The clients were
first made aware of the possibility to participatethe study and received general information
about it. They were also informed that they cowtppgheir participation at any time they wanted
and that their data will be used anonymously. Tadigpants were asked to sign an informed
consent form if they agreed to participate. Pgréiton required the clients to fill in the standard
guestionnaires before, during (6 months), at treeadrtreatment (12 months) and after a period

of 6 months (follow up). All four measurements wareluded in the data analysis. The clients
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filled in the questionnaires in a private room witlh being distracted. They received their test
results and interpretation during a consultatiothatend of the intake procedure and during their
treatment. In the consultation it was decided wéetde Wieke” could offer a suitable treatment
program for the client.

Measures

The electronic patient dossier (EPD) was used lectademographic data and to get information
about the client's diagnoses and test results. duestionnaires used in this study were Dutch
versions of the YSQ-L3 and the BSI.

Young Schema Questionnaire - Long Form, Third derg¥'SQ-L3).The YSQ-L3 is a
self-report questionnaire which assesses all 18 £pM8Bposed by Jeffrey Young (Saariaho et al.,
2009; Shorey, Stuart, & Anderson, 2013). The YSQi3he most up to date version and
consists of 232 items. Clients answer the questans 6-point Likert Scale (lsompletely
untrue of me 6= describes me perfecjlywhere they have to decide whether a statement
describes themselves (Shorey, Stuart & Andersod420The YSQ-L3 includes statements
which are perceived as being representative fopexiic belief or behavior belonging to a
particular EMS. By summing up the scores of thengecorresponding to a specific EMS total
scores for each schema and schema domain werdatattuThe score ranges for all schema
domains and EMSs (18 subscales) are presentedlen 4a(Shorey et al., 2013). The YSQ-L3
includes score categories that indicate the sgvefieach EMS. If the total score falls into the
high or very high score category it is assumed that the particutherma causes problems
(Shorey, Stuart & Anderson, 2012). For an overvidwhe score categories see appendix A.

Several studies have shown that the YSQ replichedifferent factors (EMSSs), has a
good discriminative power, is a valid and reliabistrument to identify EMSs and useful to
detect changes in EMSs due to therapeutic intevent(Waller, Meyer & Ohanian, 2001;
Welburn et al., 2002; Schmidt, Joiner, Young & Telt995; Rijkeboer et al., 2005; Rijkeboer &
Van den Bergh, 2006; Saariaho et al., 2009; HawkEr&vencher, 2011). The YSQ is also
sensitive to predict the presence of psychopatlycdogl its subscales are related to the subscales
of the BSI (Schmidt et al., 1995). Table 4 shows@ronbach’s alpha values) (of the YSQ-L3
in this study.
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Table 4
Score ranges and Chronbach’s alpha} for each schema domain and EMSs

Schema domain Score ranges EMSs Score ranges
Disconnection & Rejection 0-408 Emotional deprigati 0-54 0,93
Abandonment 0-102 0,93
Mistrust/abuse 0-102 0,94
Social isolation 0-60 0,92
Defectiveness 0-90 0,95
Impaired autonomy & 0-282 Failure 0-54 0,94
performance Dependence 0-90 0,94
Vulnerability 0-72 0,91
Enmeshment 0-66 0,91
Other directedness 0-246 Subjugation 0-60 0,91
Self-sacrifice 0-102 0,91
Approval seeking 0-84 0,92
Impaired limits 0-155 Entitlement 0-66 0,87
Insufficient self- 0-90 0,91
control
Overvigilence & inhibition 0-306 Emotional inhibatn ~ 0-54 0,86
Unrelenting standards 0-96 0,93
Negativity/pessimism 0-66 0,92
Punitiveness 0-90 0,91
YSQ-L3 (total) 0-1397 0,98

Notes Retrieved from: Shorey et al., 2013. EMSs= Eanbladaptive schemas, YSQ-L3 (total)

= Young Schema Questionnaire Long Form, Third \éergall 18 EMSs summed up)
Brief Symptom Inventory (BSIYhe BSI is a shortened version of the 90 Item [@gm
Checklist and includes 53 items that measure symptaf psychological distress in clinical and
non-clinical populations. Participants judge whettieey experienced certain problems during
the last week on a 5 point Likert scale (Bet at all 4=extremely (De Beurs, 2011; Van Dijk,
Lucassen & Speckens, 2015). The BSI consists & mirbscales where high scores reflect a
greater number and experience of symptoms (see tb{De Beurs, 2011; Welburn et al.,
2002). Based on the total scores of each subsbealeglobal severity index (GSI) can be
calculated, which is the mean score of all 53 itemd an indicator for overall psychological

distress (De Beurs, 2011). The current study ubedSt subscales separately and the GSI as

22



outcome measures in order to verify whether STtéedhanges in psychological distress. The
score ranges and Chronbach’s alpha valugsf(the BSI subscales are presented in table &. Th
BSI data were compared to norm scores from a saofplemale policlinic clients (N=4291).
The female sample was chosen, because the cuampies consisted of approximately 70% of
women. Besides that, there are no norm scoresaiaifor mixed gender samples (De Beurs,
2011).

The BSI shows strong construct validity, measusdisbly psychological distress over
time, shows high sensitivity and registers changesoverall psychological distress as a
consequence of therapeutic interventions (Derodatidelisaratos, 1983; Welburn et al., 2002;
Van Dijk et al., 2015).

Table 5

Score ranges and Chronbach’s alpha¥for the nine subscale of the BSI

Subscales BSI Score ranges a
1.Somatic complaints - 7 items (SOM) 0-28 0,84
2.Cognitive problems - 6 items (COG) 0-24 0,83
3.Interpersonal sensitivity - 4 items (INT) 0-16 0,84
4.Depression - 6 items (DEP) 0-24 0,91
5.Anxiety - 6 items (ANX) 0-24 0,86
6.Hostility - 5 items (HOS) 0-20 0,80
7.Phobic fear - 5 items (POB) 0-20 0,84
8.Paranoid thinking - 5 items (PAR) 0-20 0,82
9.Psychoticism - 5 items (PSY) 0-20 0,76
Other (4 items) 0-16

GSI 0-4

BSI (total) 0-212 0,97

Notes Retrieved from: De Beurs, 2011. BSI= Brief Symmpttmventory

Data analysis

The data were analyzed with the Statistical ProgfamnSocial Sciences (SPSS) version 22.0.
The Shapiro Wilk’s test shows that the majoritytlod research variables (BSI: 56% and YSQ-
L3: 72%) are normally distributed (Shapiro & Wilk965). Based on this outcome and the fact
that the non-parametric and parametric tests exbulft the same conclusions, parametric tests
were applied. The demographic variables age, gemigdength of treatment are not normally
distributed. An investigation of the box plots stealthat the BSI and YSQ-L3 scores contain

few outliers which were included in the analysis.
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The data analysis includes 3 datasets consistingadicipants who filled in all four
measurements of the BSI and YSQ-L3 at pre- (M1} miM2), the end of treatment (M3) and
follow up (M4) (see figure 1). For the investigatiof the psychological symptoms (BSI) the
GSI, the total scores and mean values for eaclcaléh§9) were analyzed. The analysis of the
EMSs (YSQ-L3) was based on the total scores andhmalaies for each subscale (18), schema
domain (5) and for all EMSs together. The dropamése not included in the analysis. The
consequences of this exclusion are discusseddater

In order to answer the research question, the ftspp was to investigate the
characteristics of the clients (N=62) within thenidal setting “de Wieke”. For each participant,
the diagnosis, the present EMSs and the BSI sebq@®-treatment (M1) were explored.

The second step was to verify whether the degrdgvis and psychological distress is
significantly decreased by the end of ST in congmarito the beginning. Here, it was also tested
whether EMSs and psychological distress decreasead¥11 to M2 and M2 to M3. After that, it
was investigated whether the changes found by tideo treatment were maintained after a
follow up period of 6 months (M4). The comparisdmstween M1, M2, M3 and M4 were
conducted with 36 (YSQ-L3) and 30 (BSI) clients.eOsided Paired-Sample T Tests were
applied to analyze the second question. The Cole@)sfor within subject designs was used as
an effect size in order to determine the standadidifference between the means. The values of
d for small, medium and large effects are respegctiv@| .5, and .8 (Rice & Harris, 2005;
Lakens, 2013).

The third step was to investigate how modification&EMSs were related to changes in
psychological distress over the course of treatmetiit ST. The Pearson correlation coefficient
(r) was used in order to test whether the differesceses M2 — M1 and M3 — M2 (EMSs) were
positively related to the difference scores M2 — &htl M3 — M2 (BSI). The values offor the
strength of association are .1 to .3 (small), .35tdmedium) and .5 to 1.0 (large) (Moore &
McCabe, 2011). The clients of whom the data was$yaed in sub question 2 and who filled in
both the BSI and YSQ-L3 were included in this asmly(N=26). For all analyses the

significance level was p < 0.05 (one sided).
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Results
The characteristics of clients within the clinicalsetting ,,de Wieke”

In order to get a richer picture of the client plgpion within a clinical group setting, it was firs

investigated which DSM-IV-axis-2 diagnoses, EMSsl aymptoms of psychological distress
were present in the research sample. Based on 3G 133 scores, BSI scores and information
from the EPD a descriptive analysis of M1 has baéene. The data of clients who completed

their treatment successfully in at least 6 monkhs6@) were analyzed.

DSM-IV-axis-2 classification

The results show that the treatment population istssainly of clients with the diagnosis PD
NOS. This indicates that these clients have charatts of various PD’s. The second most
common diagnoses were “postponed” and borderlinemPizh belongs to cluster B. Besides
that, diagnoses in cluster C such as dependentaaoidant PD were present in the clinical
sample. The least common were histrionic, obsesivepulsive, narcissistic and antisocial PDs
as well as diagnoses in cluster A. Table 6 gives\amview of the axis Il diagnoses.

Table 6

Axis |l diagnoses based on the EPD of clients wdropieted their treatment (N=62)
DSM-IV-classification N=62 %
Axis Il: Personality disorders

Cluster A 0 0,0 %
Paranoid personality disorder 0 0,0 %
Schizoid personality disorder 0 0,0 %
Schizotypical personality disorder 0 0,0 %
Cluster B 15 24,1 %
Antisocial personality disorder 1 1,6 %
Borderline personality disorder 14 22,6 %
Histrionic personality disorder 0 0,0 %
Narcissistic personality disorder 0 0,0 %
Cluster C 5 8,1%
Avoidant personality disorder 2 3,2%
Dependent personality disorder 3 4,8 %
Obsessive-compulsive personality disorder 0 0,0 %
Personality disorder (NOS) 28 45,2 %
Diagnosis axis Il postponed 14 22,6 %

Notes EPD= Electronic patient dossier, PD NOS= Persgndisorder not otherwise specified

25



Presence of EMS

Besides the DSM-IV-axis 2 diagnoses, it was alsestigated which EMSs were present in the
clinical population. These outcomes were basecherl8 EMSs total scores which fell into the
score categorigsigh or very high The analysis shows that clients report on avetdgeMSs at

the beginning of their treatment. In general, dBeneport a minimum of 2 and a maximum of 18
schemas. In conclusion it can be said that clientisin the clinical setting “de Wieke” report
many EMSs. The next step was to investigate whigls& were present in the clinical sample.
The 18 EMSs and corresponding average scoresesernied in table 7. The average total scores
of 62 clients are based on the score categorieadi schema domain and EMS (see appendix
a). Clients report most often schemas belongintpeéodomain “other directedness”. Schemas in
the domains “overvigilence & inhibition” and “disapection & rejection” are almost equally
reported. The schemas included in the domains ‘iirepaautonomy & performance” and
“impaired limits” are the least present. A closmok on the EMSs shows that “self-sacrifice”,
“negativity/pessimism”, “approval seeking” and “gudpation” were most often reported. The
least often present are the schemas “entitlemeamdgpsity” and “enmeshment/undeveloped

self”.

26



Table 7

Presence of EMSs in the research sample (N=62)dbasehe total scores falling into the
categories high and very high from the YSQ-L3

Domain and EMSs N % M Sd
Disconnection & Rejection 238,1 56,9
1.Emotional deprivation 43 69,4 % 33,0 11,8
2.Abandonment/instability 43 69,4 % 59,7 16,7
3.Mistrust/abuse 37 59,7 % 54,5 18,8
4.Social isolation/alienation 47 75,8 % 39,0 10,9
5.Defectiveness/shame 43 69,4 % 52,0 15,9
Impaired autonomy and performance 149,8 34,6
6.Failure 43 69,4 % 33,5 11,8
7.Dependence/incompetence 34 54,8 % 49,1 14,3
8.Vulnerability 29 46,8 % 35,2 11,8
9.Enmeshment/undeveloped self 27 43,5 % 32,0 13,2
Impaired limits 74,4 18,0
10.Entitlement/grandiosity 12 19,4 % 27,1 8,9
11.Insufficient self-control/discipline 34 54,8 % 7,8 12,6
Other directedness 161,6 32,4
12.Subjugation 48 77,4 % 37,2 9,9
13.Self-sacrifice 54 87,1 % 71,2 16,2
14.Approval seeking 50 80,6 % 53,1 14,5
Overvigilence & inhibition 180,4 32,1
15.Negativity/pessimism 51 82,3 % 41,7 9,6
16.Emotional inhibition 39 62,9 % 31,3 7,6
17.Unrelenting standards/hypercriticalness 40 84,5 57,9 16,5
18.Punitiveness 45 72,6 % 49,6 11,0
All EMSs (total score) 804,3 133,8

Notes EMSs= Early maladaptive schemas, YSQ-L3=Younge8ehQuestionnaire Long, Third

Version

Symptoms of psychological distress

The third aspect that was investigated in the @iihsample was symptoms of psychological

distress. Here, the BSI subscale total scores lamdSI of 61 clients were analyzed. The BSI

data of one client were missing. An overview of 8verage scores, standard deviations (Sd) and

ranges of the BSI is given in table 8. All clierdgperience symptoms such as cognitive

problems (attention, memory etc.), interpersonaisgiity (social anxiety etc.), depression,

anxiety (panic, nervous etc.) and psychoticismédloess, social isolation) at the beginning of

their treatmentFurthermore, the majority of clients experience abemcomplaints (headache,
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stomach ache etc.), hostility (aggression etc.gbphfear (fear of specific places) and paranoid
thinking (mistrust etc.)When compared to the norm group of female policlolients (N=4291)

the clients at “de Wieke” (N=61) show an above-agerlevel of psychological distress (GSI).

Table 8

Presence of symptoms in the clinical sample (N+6&asured with the BSI

Symptoms N % M Sd Range
1.Somatic complaints 59 96,7 % 9,7 55 0,0-21,0
2.Cognitive problems 61 100 % 12,3 5,2 2,0-24,0
3.Interpersonal sensitivity 61 100 % 8,0 3,7 0,0-16,0
4.Depression 61 100 % 14,0 4,9 4,0-24,0
5.Anxiety 61 100 % 11,4 52 2,0-24,0
6.Hostility 59 96,7 % 4,6 3,6 0,0-17,0
7.Phobic fear 60 98,4 % 8,0 4,5 0,0-19,0
8.Paranoid thinking 59 96,7 % 8,0 4,5 0,0-19,0
9.Psychoticism 61 100 % 10,1 3,6 2,0-18,0
GSI 1,7 0,6 0,6 —3,3

Notes BSI= Brief Symptom Inventory, GSI=Global severityglex
Modifications of EMSs and psychological distress

The next step was to investigate if ST could leadhanges in EMSs and psychological distress.
More specifically, it was tested whether the degnéd=EMSs and psychological distress was
significantly decreased by the end of treatmerdamparison to the beginning. Considering the
fact that the data of some clients were missing amalysis included 36 (YSQ-L3) and 30 (BSI)

clients.

Modifications of EMSs by the end of treatment

A one sided Paired-Sample T Test was carried outafioschema domains and 18 EMSs
separately. Table 9 shows the mean values (M)datdrdeviations (Sd},(df) values and effect
sizes ¢l) belonging to the EMSs and schema domains atrpatrtent (M1) and the end of
treatment (M3). The analysis included the totakes®f each of the 18 EMSs, schema domains
and a total score of all 18 EMSs of 36 clients. Tegree of all EMSs except for the schema
“emotional deprivation” significantly decreases. efé are large effects for the schemas
“negativity/pessimism”, “approval seeking”, “depe&mte/incompetence”, “insufficient self-
control”, “self-sacrifice”, unrelenting standard$subjugation” and “social isolation”. The other
schemas show medium effect sizes except for “nggfabuse” and “entitlement/grandiosity”
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which show small effects. All schema domains exdept“disconnection & rejection” show
large effects. In conclusion, the hypothesis thatdegree of EMSs is significantly decreased by
the end of treatment in comparison to the beginrsrartly confirmed. The schema “emotional
deprivation” did not significantly decrease.

Table 9
Modification of EMSs and schema domains by theoétidtatment (M3) in comparison to the
beginning (M1) from participants who completed the2atment (N=36)

EMSs and schema domains M1 Sd M3 Sd t (35) d

Disconnection & Rejection 46,3 11,3 36,2 12,3 4.10* 0.68
1.Emotional deprivation 36 14 34 13 0.93 0.15
2.Abandonment/instability 34 09 25 09 4.51** 0.75
3.Mistrust/abuse 30 11 26 10 2.13* 0,35
4.Social isolation/alienation 3,7 11 26 1.2 5.12** 0.85
5.Defectiveness/shame 35 1,1 24 1.2 4.68** 0.78
Impaired autonomy & performance 370 75 25,8 8,2 5.89** 0.98
6.Failure 38 1,3 2,7 13 4.26** 0.71
7.Dependence/incompetence 3,310 22 08 5.99** 1.00
8.Vulnerability to harm/illness 29 10 21 0,8 4.50** 0.75
9.Enmeshment/undeveloped self 2611 19 0,8 3.66** 0.61
Impaired limits 36,4 99 289 94 4,99** 0.83
10.Entitlement/grandiosity 24 09 22 0,8 2.35* 0.39
11.Insufficient self-control/discipline 3,1 0,8 23 07 5.59** 0.93
Other directedness 53,8 10,1 38,4 8,9 6.44** 1.07
12.Subjugation 3,7 09 25 08 5.30** 0.88
13.Self-sacrifice 4,2 0,9 3,1 09 5.44** 0.91
14.Approval seeking 38 11 2,7 0,8 6.21** 1.03
Overvigilance & inhibition 446 7,0 32,4 11,2 5.77** 0.96
15.Negativity/pessimism 3,7 08 25 11 6.60** 1.10
16.Emotional inhibition 3,3 0,7 24 10 4.86** 0.81
17.Unrelenting standards/hypercriticalness 3,60,9 26 10 5.26** 0.88
18.Punitiveness 36 0,8 2,7 11 3.86** 0.64
All early maladaptive schemas (total) 44,06,7 32,6 8,9 5.99** 1.00

Notes EMSs= Early maladaptive schemas, t*= p < 0.05;: § < 0.01 (one sided)
Modifications of EMSs over the course of ST (pre-a mid-treatment)

Considering the fact that there are significantreases in EMSs by the end of treatment a closer

look was taken on changes in EMSs from pre-to madtinent (see table 10). The one sided
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Paired-Sample T Test included the total scoresaoh ef the 18 EMSs, schema domains and a
total score of all 18 EMSs of 36 clients. There significant decreases and small effect sizes
only for the schemas *“social isolation”, “defectness”, “dependence/incompetence”,
“subjugation”, “self-sacrifice”, “approval seekingand “negativism/pessimism”. The same
conclusions hold for the schema domains “impairedoromy & performance”, “other
directedness” and “impaired limits”. In Sum, alm&% of all EMSs decrease significantly

during pre- to mid-treatment.

Table 10

Modification of EMSs and schema domains from gvit)(to mid- (M2) treatment (N=36)
EMSs and schema domains M1 Sd M2  Sdt (35) d
Disconnection & Rejection 46,3 11,3 43,7 126 1.23 0.20
1.Emotional deprivation 36 14 37 1,3 -0.47 -0.08
2.Abandonment/instability 34 09 33 0,9 0.45 0.08
3.Mistrust/abuse 30 11 30 1,1 0.55 0.09
4.Social isolation/alienation 3,7 11 3,3 1,3 1.91* 0.32
5.Defectiveness/shame 35 11 30 1,2 2.44* 0.41
Impaired autonomy & performance 370 75 334 112 1.92* 0.32
6.Failure 38 13 35 15 1.66 0.28
7.Dependence/incompetence 33 10 29 1,2 2.03* 0.34
8.Vulnerability to harm/illness 29 10 26 1,2 1.50 0.25
9.Enmeshment/undeveloped self 26 11 24 11 1.23 0.20
Impaired limits 364 99 345 96 1.26* 0.21
10.Entitlement/grandiosity 24 09 24 0,8 0.23 0.04
11.Insufficient self-control/discipline 31 08 28 09 1.53 0.25
Other directedness 53,8 10,1 48,3 9,6 2.89** 0.48
12.Subjugation 3,7 09 34 1,0 2.13* 0.35
13.Self-sacrifice 42 09 38 09 2.32* 0.39
14.Approval seeking 38 11 34 09 2.94** 0.49
Overvigilance & inhibition 446 70 419 11,3 1.40 0.23
15.Negativity/pessimism 37 08 3.2 1,2 2.95** 0.49
16.Emotional inhibition 33 0,7 33 11 0.18 0.03
17.Unrelenting standards/hypercriticalness 3,6 0,9 3,5 1,1 0.84 0.14
18.Punitiveness 36 08 3,3 1,1 1.06 0.18
All early maladaptive schemas (total) 440 6,7 40,7 94 1.90* 0.32

Notes EMSs= Early maladaptive schemas, t*= p < 0.05;: § < 0.01 (one sided)
Modifications of EMSs over the course of ST (mid-d the end of treatment)

A closer look was also taken on changes in EMS® fnoid- to the end of treatment (see table
11). The one sided Paired-Sample T Test includedtakal scores of each of the 18 EMSs,
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schema domains and a total score of all 18 EMS860tlients. All EMSs are significantly
decreased. There are large effects for the schémamtional inhibition”, “unrelenting
standards”, “approval seeking”, “dependence/incasmee”, “abandonment”, “social isolation”
and “self-sacrifice”. The other schemas show medaffact sizes except for “mistrust/abuse”,
“enmeshment” and “entitlement” which show smalleets. All schema domains show medium
effects except for the domains “overvigilence &ibition” and “other directedness” which have
large effect sizes. In Sum, the degree of all EM&geases significantly from mid- to the end of
treatment.

Table 11

Modification of EMSs and schema domains from i) to the end of (M3) treatment from
participants who completed their treatment (N=36)

EMSs and schema domains M2 Sd M3 Sdt (35) d
Disconnection & Rejection 43,7 12,6 36,2 12,3 4.05* 0.68
1.Emotional deprivation 3,7 1,3 3,4 1,3 1.76* 0.29
2.Abandonment/instability 3,3 09 2,5 0,9 4.95* 383
3.Mistrust/abuse 30 11 2,6 1,0 242 0.37
4.Social isolation/alienation 3,3 1,3 2,6 1,2 4389 0.82
5.Defectiveness/shame 3,0 1,2 2,4 1,2  3.50** 0.58
Impaired autonomy & performance 334 11,2 258 8,2 4.77* 0.79
6.Failure 35 15 2,7 1,3  3.34* 0.56
7.Dependence/incompetence 2,9 1,2 2,2 0,8 5.04**.840
8.Vulnerability to harm/illness 2,6 1,2 2,1 0,8 9B* 0.66
9.Enmeshment/undeveloped self 24 11 19 0,8 *2.810.47
Impaired limits 345 9,6 28,9 9,4  4.65* 0.77
10.Entitlement/grandiosity 24 08 2,2 0,8 255 42
11.Insufficient self-control/discipline 2,8 0,9 23 0,7 437 0.73
Other directedness 48,3 9,6 38,4 8,9 573 0.96
12.Subjugation 34 10 2,5 0,8 4.32* 0.72
13.Self-sacrifice 3,8 09 3,1 0,9 4.84* 0.81
14.Approval seeking 34 09 2,7 0,8 5.38* 0.90
Overvigilance & inhibition 419 11,3 324 11,2 6.25* 1.04
15.Negativity/pessimism 3,2 1,2 2,5 1,1 459* @.7
16.Emotional inhibition 3,3 1.1 2,4 1,0 7.69* 8.2
17.Unrelenting standards/hypercriticalness 3,5 1,12,6 1,0 5.47* 0.91
18.Punitiveness 3,3 1,1 2,7 1,1  3.91* 0.65
All early maladaptive schemas (total) 40,7 9,4 32,68,9  5.64* 0.94

Notes EMSs= Early maladaptive schemas, t*= p < 0.05;: {5 < 0.01 (one sided)

Modifications of EMSs after a follow up period of 6months
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The next step was to investigate whether ST had term effects on EMSs. It was analyzed
whether the decrease of EMSs found by the endeattrtrent would be maintained during a
follow up period of 6 months. The results are pnés@ in table 12. The one sided Paired-Sample
T Test reveals that the decreases in all EMSseagnld of treatment are maintained after a follow
up period except for the schema “entittement/grasith”. Here, the degree decreases even
further with a medium effect size. In conclusidme thypothesis that the significant decrease in
EMSs found by the end of treatment is maintaingdrad follow up period of 6 months is
confirmed.

Table 12
Modification of EMSs and schema domains after lafolip period of 6 months (M4) in
comparison to the end of treatment (M3) (N=36)

EMSs and schema domains M3 Sd M4 Sd t(35) d
Disconnection & Rejection 36,2 12,3 364 10,5 -0.17 -0.03
1.Emotional deprivation 3,4 1,3 3,5 1,3 -0.29 -0.05
2.Abandonment/instability 25 09 2,7 1,0 -1.13 .10
3.Mistrust/abuse 2,6 1,0 2,5 0,9 0.54 0.09
4.Social isolation/alienation 2,6 1,2 2,6 1,0 0.5 0.09
5.Defectiveness/shame 2,4 1,2 2,4 1,0 -0.19 -0.03
Impaired autonomy & performance 258 8,2 26,9 8,9 -0.86 -0.14
6.Failure 27 1,3 2,9 1,2 -1.11 -0.18
7.Dependence/incompetence 2,2 0,8 2,3 1,0 -1.13 .19-0
8.Vulnerability to harm/illness 2,1 0,8 2,1 0,8 .30 0.05
9.Enmeshment/undeveloped self 19 0,8 2,0 0,8 8-0.3 -0.06
Impaired limits 289 94 27,7 10,3 1.00 0.17
10.Entitlement/grandiosity 2,2 0,8 2,0 0,8 2.50* 0.42
11.Insufficient self-control/discipline 2,3 0,7 2,3 09 0.04 0.01
Other directedness 38,4 89 40,0 11,6 -0.98 -0.16
12.Subjugation 25 0,8 2,6 1,0 -0.39 -0.07
13.Self-sacrifice 3,1 0,9 3,2 1,0 -0.55 -0.09
14.Approval seeking 2,7 08 2,9 1,0 -1.49 -0.25
Overvigilance & inhibition 324 11,2 325 10,7 -0.09 -0.01
15.Negativity/pessimism 2,5 11 2,7 1,0 -0.74 20.1
16.Emotional inhibition 2,4 1,0 24 1,0 -0.37 ®.0
17.Unrelenting standards/hypercriticalness 2,6 1,@,7 1,0 -0.40 -0.07
18.Punitiveness 2,7 1,1 2,6 1,0 1.15 0.19
All early maladaptive schemas (total) 32,6 8,9 133,90 -0.39 -0.06

Notes EMSs= Early maladaptive schemas, t*= p < 0.0%(sided)

Modifications of psychological distress by the endf treatment
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A one sided Paired-Sample T Test was carried aualfd® subscales separately and the GSI.
Table 13 shows the mean values (M), standard den&{Sd,)t (df) values and effect sized)(
belonging to the 9 symptoms at pre-treatment (Mig at the end of treatment (M3). The
analysis included the total scores for the ninessales and a total score for all symptoms (GSI).
There is a significant decrease in all symptompsyichological distress at the end of treatment.
Phobic fear, depression, somatic complaints, pdighm, anxiety, cognitive problems and
interpersonal sensitivity show large effect sizéaranoid thinking and hostility show medium
effect sizes. In conclusion, the hypothesis th#tese is a significant decrease in symptoms of

psychological distress by the end of treatmenbimgarison to the beginning is confirmed.

Table 13

Modifications of symptoms of psychological distrégsm pre-(M1) to the end of (M3)
treatment from participants who completed theiatreent (N=30)

Symptoms of psychological distress M1 Sd M3 Sd t(29) d
1.Somatic complaints 15 0,8 0,7 0,6 5.93**1.08
2.Cognitive problems 2,0 0,9 1,2 0,8 5.06**0.92
3.Interpersonal sensitivity 2,0 0,9 1,1 0,8 4.76**  0.87
4.Depression 2,2 0,7 1,2 0,8 6.17** 1.13
5.Anxiety 2,0 0,9 1,1 0,6 5.09*  0.93
6.Hostility 0,8 0,5 0,5 0,5 2.72**  0.50
7.Phobic fear 1,7 1,0 0,8 0,8 7.15** 131
8.Paranoid thinking 15 0,9 0,9 0,7 3.78** 69D.
9.Psychoticism 1,8 0,7 1,0 0,8 557  1.02
GSI (total score) 1,7 0,6 0,9 0,5 7.17** 1.3

Notes GSI= Global severity index, t*= p < 0.05; t**=90.01 (one sided)

Modifications of psychological distress over the aose of ST (pre- to mid-treatment)

Considering the fact that there is a significantrdase in psychological distress by the end of
treatment a closer look was taken on changes ip&ymns from pre-to mid-treatment. Table 14
shows the results of this analysis. The one siderte@Sample T Test included the total scores
for the nine subscales and a total score for allpggms (GSI) of 30 clients. The analysis shows
a significant decrease in all symptoms of psychoklgdistress except for “interpersonal
sensitivity”, “hostility”, “paranoid thinking” andpsychoticism”. All decreased symptoms show
small effects except for “somatic complaints” armqgh6ébic fear” which show medium effect

sizes.
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Table 14

Modifications of symptoms of psychological distréssn pre-(M1) to mid-(M2) treatment
from participants who completed their treatment @0¥

Symptoms of psychological distres1 Sd M2 Sd t (29) d
1.Somatic complaints 15 0,8 1,1 0,7 3.95%0.72
2.Cognitive problems 2,0 0,9 1,7 0,9 2.19* 0.40
3.Interpersonal sensitivity 2,0 0,9 19 11 0.74 0.13
4.Depression 2,2 0,7 19 11 1.90* 0.35
5.Anxiety 2,0 0,9 1,6 0,9 1.96* 0.36
6.Hostility 0,8 0,5 0,9 0,7 -0.34 -0.06
7.Phobic fear 1,7 1,0 1,3 1,1 3.18*0.58
8.Paranoid thinking 1,5 0,9 1,3 1,0 1.12 0.21
9.Psychoticism 1,8 0,7 1,7 0,9 0.86 0.16
GSI (total score) 1,7 0,6 15 0,7 227 041

Notes GSI= Global severity index, t*= p < 0.05, t**=90.01 (one sided)
Modifications of psychological distress over the aose of ST (mid- to the end of treatment)

A closer look was also taken on changes in psygjicdb distress from mid- to the end of
treatment. The results are presented in table i®&.ohe sided Paired-Sample T Test included the
total scores for the nine subscales and a totaksioo all symptoms (GSI) of 30 clients. The
analysis shows a significant decrease in all symptof psychological distress. There are

medium effect sizes for all symptoms except forygtmticism” which shows a large effect size.

Table 15

Modifications of symptoms of psychological distréssn mid-(M2) to the end of (M3)
treatment from participants who completed theiatreent (N=30)

Symptoms of psychological distres2 Sd M3 Sd t (29) d
1.Somatic complaints 11 0,7 0,7 0,6 4.10** 0.75
2.Cognitive problems 1,7 0,9 1,2 0,8 3.58** 0.65
3.Interpersonal sensitivity 1,9 11 11 0,8 4.31** 0.77
4.Depression 19 11 1,2 0,8 3.73** 0.68
5.Anxiety 1,6 0,9 11 0,6 3.71** 0.68
6.Hostility 0,9 0,7 0,5 0,5 3.21** 0.59
7.Phobic fear 1,3 1,1 0,8 0,8 4.34** 0.79
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8.Paranoid thinking 1,3 1,0 0,9 0,7 3.98** 0.73
9.Psychoticism 1,7 0,9 1,0 0,8 5.67** 1.04

GSI (total score) 15 0,7 0,9 0,5 5.72** 1.04

Notes GSI= Global severity index, t*= p < 0.05; t**=90.01 (one sided)

Modifications of psychological distress after a fébw up period of 6 months

The next step was to investigate whether ST hagl term effects on symptoms of psychological
distress. It was analyzed whether the decreasesychplogical symptoms by the end of
treatment is maintained after a follow up periodbahonths. Table 16 shows the results of the
follow up analysis. The one sided Paired-Samplee$t Teveals that the decrease in the nine
symptoms at the end of treatment is maintainedl antiollow up period of 6 months. In
conclusion, the hypothesis that the significantreiase in psychological distress by the end of

treatment is maintained after a follow up periodahonths is confirmed.

Table 16

Modification of symptoms of psychological distrafier a follow up period of 6 months (M4)
in comparison to the end of treatment (M3) (N=30)

Symptoms of psychological distress M3 Sd M4 Sd t (29) d

1.Somatic complaints 0,7 0,6 0,8 0,6 -0.43 -0.08
2.Cognitive problems 1,2 0,8 1,4 0,5 -1.25 -0.23
3.Interpersonal sensitivity 1,1 0,8 1,4 0,8 -1.27 -0.23
4.Depression 1,2 0,8 15 0,9 -1.47 -0.27
5.Anxiety 11 0,6 1,1 0,6 -0.26 -0.05
6.Hostility 0,5 0,5 0,5 0,4 0.26 0.05
7.Phobic fear 0,8 0,8 0,9 0,7 -1.26 -0.23
8.Paranoid thinking 0,9 0,7 0,9 0,6 0.00 0
9.Psychoticism 1,0 0,8 1,1 0,7 -0.58 -0.11
GSI (total score) 0,9 0,5 1,1 0,4 -1.16 -0.21

Notes GSI= Global severity index, t*= p < 0.05 (oneesijl
The relationship between changes in EMSs and psydbgical distress

The earlier analyses show a significant decreas&NtSs and symptoms of psychological
distress over the course and at the end of treatriberefore, the next step was to investigate
whether the changes in EMSs were positively relédechodifications in psychological distress
over the course of ST. The earlier pre-post amalyscluded 36 (YSQ-L3) and 30 (BSI)

participants. From these participants there weig 28 of whom data was available from both

35



guestionnaires which was needed for the followiogedation analysis. With a one sided Paired-
Sample T Test it was investigated whether the tesilthe pre-post analysis of the N=36 and
N=26 sample were different. The only differencettheas found was that the schema
“mistrust/abuse”, was not significantly decreasedhe N=26 sample but in the N=36 sample.
Earlier pre-post analyses showed that the schensrtrst/abuse” had a smaller effect size when
compared to other EMSs. By excluding 10 clientse(tiutheir missing BSI data) the power of
the schema analysis decreased. Besides other unkfamtors this might explain why in the
N=26 sample no significant decrease in the schemastrust/abuse” was found. For the
symptoms of psychological distress no differencéhanresults (pre-post) was found. Therefore,
26 participants out of the N=36 sample were inalustethe following analysis. A correlational
analysis (Pearsom) was carried out with the difference scores reiggrthe EMSs (M2-M1 and
M3-M2) and symptoms of psychological distress (M2-&hd M3-M2).

The relationship between changes in EMSs and psydogical distress from pre- to mid-
treatment

The correlation coefficients regarding changes in EMSs and symptoms of psyghuab
distress from pre- to mid-treatment are presentethlble 17. The analysis was based on the
difference scores (M2-M1) of the YSQ-L3 and BSI ghiindicate the amount of change in
EMSs and symptoms between pre- and mid-treatmeheé analysis shows no positive
correlation between overall psychological distr@SI) and total schema change. Regarding the
GSI and the EMS total score (all schemas summeditu)important to mention that these are
general indicators of psychological distress andSEMhat do not give detailed information
about changes of specific symptoms or schemas.dBasé¢hat, significant positive correlations
for changes in several schemas and schema domadeptefor “emotional deprivation”,
“mistrust/abuse”, insufficient  self-control”,  “depdence/incompetence” (r= -.37),
“entitlement/grandiosity” (r= -.40) and “impairednits” were found. Mainly changes in the
schemas “approval seeking”, “enmeshment”, “unrétgnstandards” and the schema domain
“other directedness” correlate positively with cbas in many symptoms ranging from 4 to 6.
Regarding the symptoms it is noticeable that mathignges in “hostility”, “psychoticism” and
“depression” correlated positively with changesaveral EMSs. The least related to changes in
EMSs were modifications in “somatic complaints’nXaety” and “phobic fear”. The majority of
significant positive correlations between change&MSs and psychological distress from pre-

36



to mid-treatment are of medium strength. Therelange positive correlations between changes
in several EMSs and “hostility”. In conclusion, thgpothesis that changes in the degree of
EMSs from pre- to mid- treatment are positivelyatetl to modifications in psychological

distress is partly confirmed. Changes in severat (ot all) schemas seemed to be positively

related to  modifications in  various symptoms of gisjogical distress.
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Table 17

Correlation coefficients between the differenceassof early maladaptive schemas and symptomsgrem(M1) to mid- (M2)
treatment from clients who filled in both the YS®&and BSI (N=26)

Early maladaptive schemas and schema domains SOMG COINT DEP ANX HOS POB PAR PSY GSI

Disconnection & Rejection -.01 16 A2 24 27 .38* .20 .02 .23 .25
1.Emotional deprivation .04 -.01 -.09 -.02 A6 11. .00 -.04 -.12 .02
2.Abandonment/instability .07 15 .08 .18 .36*.23 20 -.13 A7 21
3.Mistrust/abuse -.12 .05 -.02 .18 A1 .30 .07.02 14 A1
4.Social isolation/alienation .07 .30 .26 29 .24 44 33 24 41*  .38*
5.Defectiveness/shame -.08 .16 .25 34 .23 0**.5 .23 .07 .30 .30
Impaired autonomy & performance -.19 14 22 .28 .06 .25 24 .04 39 21
6.Failure .01 A1 21 35 .27 .22 .20 .04 37 .28
7.Dependence/incompetence -37% -.03 10 .06 -.17.02 10 -.09 22 -.03
8.Vulnerability to harm/illness -.25 15 .26 .26 -.03 .39* .20 .26 37 .25
9.Enmeshment/undeveloped self .07 .30 .23 3726 .36* .32 .02 A2%  34*
Impaired limits .02 A2 .01 -.08 .08 -.02 24 -13 14 .05
10.Entitlement/grandiosity -.24 -.13 -.01 -12 -.02-.14 .07  -40* .07 -.16
11.Insufficient self-control/discipline 14 23 .01 -.04 A1 .05 27 .04 A5 14
Other directedness -.05 35 .35 .27 19 41 19 36* .25 34%
12.Subjugation -.13 A7 24 .16 A1 36 .26.15 14 .20
13.Self-sacrifice .04 .30 .29 19 19 .25 .07.45* .08 .28
14.Approval seeking -.06 37 36 .34 18 3*4 .16 25 A42% 37
Overvigilence & inhibition -.02 .25 31 22 24 b50** .28 A7 39*  4*3
15.Negativity/pessimism -11 .10 .25 .25 A2 24 . 17  -05 40 .20
16.Emotional inhibition -.20 14 .33 22 10 51% 12 .08 .23 22
17.Unrelenting standards/hypercriticalness 01 1 .2 .27 13 22 Sl 39 21 A41*  .36*
18.Punitiveness 12 31 22 19 27 A40* .21.23 .28 .32
All early maladaptive schemas (total) -.06 24 5.2 .26 22 A40* .26 12 34 .30

Notes YSQ-L3=Young Schema Questionnaire (Long, Thirdsim), BSI=Brief Symptom Inventory: SOM=Somaticngalaints,
COG=Cognitive problems, INT: Interpersonal sengifjiv DEP=Depression, ANX=Anxiety, HOS=Hostility, B3Phobic fear,
PAR=Paranoid thinking, PSY=Psychoticism, GSlI=oueral psychological distress; *p <0.05, **p<0.01
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The relationship between changes in EMSs and psydbgical distress from mid- to the end

of treatment

The correlation coefficients regarding changes in EMSs and symptoms of psyghuab
distress from mid- to the end of treatment are gtesl in table 18. The analysis was based on
the difference scores (M3-M2) of the YSQ-L3 and BBie results show a positive correlation
between overall psychological distress (GSI) arel BMS total score. There are significant
positive correlations for changes in all schemad sthema domains except for “emotional
deprivation”, “vulnerability”, “enmeshment” and “ppoval seeking”. Changes in the schemas
“negativism/pessimism”, “punitiveness” and the sohedomain “overvigilence & inhibition”
correlate positively with changes in many symptorasging from 4 to 6. Regarding the
symptoms it is noticeable that mainly changes iardpoid thinking”, “anxiety”, “hostility”,
“phobic fear” and “depression” correlate positivelyth changes in several EMSs. The least
related to changes in EMSs are “somatic complajritsignitive problems” and “interpersonal
sensitivity”. There are large positive correlatiobstween changes in several EMSs and
“depression”, “anxiety”, “phobic fear” and “paramothinking”. The majority of significant
positive correlations between changes in EMSs aydhmlogical distress from mid- to the end
of treatment are of medium strength. In conclustbe, hypothesis that changes in the degree of
EMSs from mid- to the end of treatment are podgivelated to modifications in psychological
distress is partly confirmed. Changes in severat (ot all) schemas seemed to be positively

related to  modifications in  various symptoms of gisjogical distress.
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Table 18

Correlation coefficients between the differencassof early maladaptive schemas and symptomsriran(M2) to the end of (M3)
treatment from clients who filled in both the YS®&and BSI (N=26)

Early maladaptive schemas and schema domains SOMG COINT DEP ANX HOS POB PAR PSY GSI

Disconnection & Rejection A2 .08 19 .36* 40* 38 .09 .36* .29 .36*
1.Emotional deprivation -.07 .01 -10 .13 27 8.0 -.12 22 16 A2
2.Abandonment/instability .16 .32 21 31 A9+ 37 21 Al .28 A4*
3.Mistrust/abuse .18 -.00 .19 .28 .25 .26 -.00.33* .25 27
4.Social isolation/alienation .09 -.01 .19 37* .39* 43* 18 .24 .26 33
5.Defectiveness/shame .07 -.00 22 40 .34* 2*.4 .06 31 .28 .33
Impaired autonomy & performance -.04 31 14 .33 A7 44*% 20 A48+ .30 "2
6.Failure -.02 A1 A3 B5* 32 27 A1 .26 A4A2%  38*
7.Dependence/incompetence -.13 .32 13 .32 443 21 .61** 31 A1*
8.Vulnerability to harm/iliness .04 14 -04 -25 .32 .26 .26 22 -12 .08
9.Enmeshment/undeveloped self .04 31 15 1527 . .30 .00 24 14 .26
Impaired limits -.00 22 .03 -01 A7 14 56**  .34* -16 .23
10.Entitlement/grandiosity .10 -.02 -07 -.26 .24 -.05 35 .07 -.33 -.01
11.Insufficient self-control/discipline -.07 .28 .08 16 A44* .20 A8**  .38* .02 .30
Other directedness .00 .26 19 24 .30 .36* .16 .38* .25 .35*
12.Subjugation .09 A3 .16 22 31 .38 .19 34*. .13 31
13.Self-sacrifice .02 .33 27 .29 .33 .28 22 .34* .30 A40*
14.Approval seeking -.10 .10 -01 .02 .05 19 06-. .19 A2 .09
Overvigilence & inhibition .30 .26 34* .33 37* 37 .34% 44* 35 0%
15.Negativity/pessimism .06 .36 .23 .38*  51** 31 .30 .36* A46**  50**
16.Emotional inhibition .20 .01 16 A5 .29 *49 .16 .23 A2 27
17.Unrelenting standards/hypercriticalness 38*17 . .27 .10 .16 .25 A40% 34* 15 .34*
18.Punitiveness .20 24 34* . 40* .30 .26 .15 .39* .36* A44*
All early maladaptive schemas (total) A1 24 3 .2 .35%  .46** 43* .25 A7 31 A5*

Notes YSQ-L3= Young Schema Questionnaire (Long, Thirersion), BSI= Brief Symptom Inventory: SOM=Somatmmplaints,
COG=Cognitive problems, INT: Interpersonal sengifjiv DEP=Depression, ANX=Anxiety, HOS=Hostility, B3Phobic fear,
PAR=Paranoid thinking, PSY=Psychoticism, GSl=o\eral psychological distress; *p <0.05, **p<0.01
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Conclusion/discussion
Research shows that psychological treatments ssi@iTaachieve promising results for people
with PDs (Arntz & Bernstein, 2006; Bamelis et &Q14; Masley et al.,, 2012; Nordahl &
Nyseeter, 2005; Renner et al., 2013). Consideriegdht that research on ST for this treatment
population is still scarce, the current study ainednvestigate its effectiveness in a clinical
group setting (Bamelis et al., 2014). More spealfi; it was studied whether changes regarding
EMSs and psychological distress co-occur in cliemith PDs over the course of ST. It was
investigated if EMSs and psychological distressewsignificantly decreased by the end of
treatment and how schemas and symptoms might charegehe course of ST. Besides that, it
was verified whether changes in schemas and syngpfoomd by the end of treatment are
maintained during a follow up period of 6 monthartRermore, a positive relationship between
changes in EMSs and psychological distress is asguirhe results of this study are of clinical
relevance, because remarkable observations of EM@gsychological distress can be used to
improve ST interventions regarding certain schearasymptoms. Promising results support the
integration of ST in a clinical context where itght benefit future clients as well. In the

following paragraphs the results of this studydisgussed.

The characteristics of clients within the clinicalsetting “de Wieke”

The analysis of the client population included th&M-IV-axis 2 diagnoses, EMSs and
symptoms of psychological distress. The presergndises are respectively PD NOS, diagnosis
postponed, borderline, dependent, avoidant andauidil. The high prevalence of the diagnosis
PD NOS and “postponed” can be explained by thetfadta precise diagnosis about someone’s
personality is often difficult during a short ineakrocedure. Most traits can only be observed in
various situations over time and not easily duanghort period. The number of borderline PDs
in this setting (22.6 %) is comparable with therlitture showing a high prevalence of 25 % in
clinical populations as well (Farrell et al., 2008he absence of cluster A diagnoses is related to
the fact that treatment at “de Wieke” cannot fi¢ theeds of these clients sufficiently. Group
treatment with these clients has proven to bealiftfi Therefore, they are referred to other
institutions for treatment.

Regarding EMSs all 18 schemas are present inlitieat sample and clients report on

average 11 schemas. As well as in the study frosifimons, Gallagher, Blayone, Chan,
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Leaitch, Veals and Wilkinson (2008) the schemaf‘satrifice” is most often reported. The
authors explain this outcome by the fact that melignts suffered from neglect during their
childhood or had to take care of one of their pareRegarding the fact that the researcher had
insight in the clinical setting it could be obsetudat this finding is true for clients in the cemt
sample as well. Fitzsimmons et al. (2008) furtremuane that these neglect experiences facilitate
the attitude to sacrifice your own needs for oth@isis might also explain why the schema
“entitlement/grandiosity” which is associated w#hperior thinking is the least common in this
sample. The high prevalence of EMSs in this poparlatorresponds with Jeffrey Young’'s
theory, assuming that dysfunctional schemas plageatral role in personality pathology
(Eurelings-Bontekoe et al.,, 2010). The results alsgflect the link between the
prevalence/severity of EMSs and PDs found by athaties (Rijkeboer & Van den Bergh, 2006;
Thimm, 2010) (see table 2).

With respect to psychological distress the majaoit clients report that they suffer from
all measured symptoms. The fact that most cliexper/ence all symptoms is in conformity with
literature suggesting that behavior patterns aasetiwith PDs are linked to psychological
distress. For example, people with avoidant PD tendhistrust people. This corresponds with
symptoms of psychoticism (Vittengl et al., 2003;08&l et al., 2005). As in the current study
symptoms of depression, anxiety, panic, social etgxiand burn-out are associated with

personality pathology (Rijkeboer & van den BergbQ@&; Thimm, 2010).

Modifications of EMSs during and after Schema Theray

Based on the results the hypothesis regarding esamgEMSs is for the most part confirmed.
The degree of all EMSs except for “emotional degtion” decreases from pre- to the end of
treatment. The results correspond to earlier ssuttiat report a significant decrease in EMSs by
the end of treatment as well (Farrel et al., 20@ppéanen et al., 2014; Skewes et al., 2015; Van
Vreeswijk et al., 2014). The current study showgdaeffects regarding decreases in EMSs.
Literature and research about group characteriatidstechniques included in ST might explain
this outcome. For example, Farrel and Shaw (20tb2¢ shat groups enable clients to experiment
with new behaviors, emotions, empathy or role plahey also suggest that these new
experiences facilitate the correction of dysfunwdiloschemas. Furthermore, Farrel et al. (2009)

assume that group processes such as social inbevaomparison, social support or sense of
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belonging enhance the effectiveness of ST. Consgl¢he fact that “de Wieke” offers ST in a
group format it is likely that these group factorentributed to the positive outcomes.
Furthermore, several techniques which focus onmha&idation of EMSs might have facilitated
a decrease as well. For example, cognitive teclesidqiave the potential to change rigid and
general assumptions by questioning someone’s badiebut him/herself, others and the world
(Bamelis et al., 2014). Besides that, Nordahl angsabter (2005) state that especially
experiential techniques and healthy coping behaweontribute to the effectiveness of ST on
EMSs. Another explanation for the positive resuatight be the therapeutic relationship unique
to ST (Bamelis et al., 2014). The “limited” fulfilent of unfulfilled basic needs, disclosure of
emotions and psychoeducation may have facilitatedctient’'s acceptance of his/her needs, a
healthy expression of emotions and new experierid@s.in turn may have weakened negative
beliefs associated with certain EMSs (for examfiéhers are more important” — subjugation),
resulting in a decrease of these dysfunctional reelse Due to the fact that it could not be
investigated which element of ST exactly led tordases of EMSSs, these interpretations should
be considered with caution.

Regarding the schema “emotional deprivation” rerabl& results have been found. As in
the study from Fitzsimmons et al. (2008) “emotiodaprivation” did not significantly decrease
at the end of treatment. The authors explain thisame as follows: the experience of emotional
neglect, often, is linked to relationships in tlesty) whereas therapy focuses on the here and now.
During ST clients learn how this deprivation afestthem and how they can cope with it. There
is less focus on the neglect experiences themseWdsh might be necessary to reduce the
influence of this schema. Another explanation migatthe formulation of the YSQ-L3 items
measuring the EMSs “emotional deprivation”. It mnspicuous that only these questions are
written in past tense and refer to events in tret. gédhe fact that these items measure past events
and experiences that are irreversible might makmossible to detect any changes. A study
conducted by Morrison (2000) showed that when theses are formulated in present tense
changes in the schema “emotional deprivation” cdadddetected at a follow up measurement.
Therefore, the results regarding that schema leeéylto be influenced by the formulation of the
guestions measuring it.

A closer look was taken on the changes of EMSs fpoe-to mid-treatment and mid- to

the end of treatment. This study shows large eféemts during mid- to the end of treatment
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which indicates that schemas decrease even moirggdhe second half of treatment. Regarding
the two treatment periods it seems that schemadecklto feelings of safety, self-respect,
incompetence, focus on others and negativity deeralready during the first half of treatment.
Schemas related to safety and self-respect magaseearly, because the setting creates a sense
of safety (no harms/threats), there is close condath other clients and attachment with
someone’s group facilitates positive attitudes tasaoneself (“others like me”). Incompetence
is likely to decrease early, because clients havake on domestic tasks (finances, groceries
etc.) at the beginning of their treatment. Withsthiney learn at an early stage that they are
capable of handling daily things. Schemas whichuhe a focus on others probably decrease
early in treatment, because clients are early elagedl to perceive their own issues as relevant
and important as well which facilitates a self-fecd’he schemas which show changes only
during mid- to the end of treatment are probablatesl to issues which need more time to
change such as abandonment, undeveloped selfs land self-acceptance. The longer clients
are attached to a group the more they built trust @e less afraid of being abandoned. The
separation from the home environment also fact##tad sense of self and makes room for the
development of autonomy (capabilities, own opinjorself-acceptance, limits) (Muste,
Weertman & Claassen, 2009).

This study shows that the changes in EMSs atitldeof treatment are maintained during
a follow up period of 6 months. These results gpoad well with the study from Nordahl and
Nyseeter (2005) who found a 12 month follow up dffiec clients with borderline PD. It is
surprising that only the schema “entitlement/grasiy” decreases even further after treatment.
Within “de Wieke”, therapists accentuate the imaonce of equivalence. Based on that, clients
are likely to be encouraged to apply this new v@whemselves and others outside of their

treatment setting as well.

Modifications of psychological distress during andafter Schema Therapy

Based on the results the hypothesis regarding @sangpsychological distress is confirmed. The
degree of all symptoms decreases from pre- tortdeoé treatment. These results correspond to
several studies showing a significant decreasgnmmpsoms of psychological distress by the end
of treatment with ST (Bamelis et al., 2014; Fagakedl., 2009; Masley et al., 2012; Renner et al.,
2013, Van Vreeswijk et al., 2014). This study shoasge effects regarding decreases in
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psychological distress. One possible explanatioghimibe that ST techniques and group
processes have a positive effect on symptoms ds kgl example, cognitive and experiential
techniques help clients to contradict negative adions and to give negative memories another
meaning. Given that psychological distress is oftdated to negative beliefs and experiences,
positive changes in these might contribute to spmattic relief. Furthermore, behavioral
techniques such as relaxation may have contribiateéde decrease of symptoms related to fear
(somatic complaints, anxiety, phobia etc.) (Bametisal., 2014). Group processes which have
been already mentioned are likely to play an imgrtrole in the decrease of psychological
distress as well (Farrel et al., 2009). Anothersgale explanation for the decrease of symptoms
might be their association with EMSs. Research shthat severity and presence of EMSSs is
linked to symptoms of psychological distress andt ttiecreases in EMSs go together with
symptomatic relief (Hawke & Provencher, 2011; Ndidat al., 2005; Van Vreeswijk et al.,
2014; Rijkeboer & Van den Bergh, 2006; Thimm, 20IMese findings gave good reason to
investigate the relationship between changes in £Mf8l symptoms (see sub question 3).

A closer look was taken on the changes of psydicéd distress from pre-to mid-
treatment and mid- to the end of treatment. Thidysshows large effect sizes during mid- to the
end of treatment which indicates that symptoms ees even more during the second half of
treatment. Regarding the two treatment periodseé@nss that symptoms related to anxiety,
depression and cognitive problems decrease alrdadgg the first half of treatment. Anxiety
related symptoms (somatic, anxiety, phobic feary necrease early, because clients experience
their new environment as safe (“nothing can harmhere”) and begin to express their feelings
and relevant issues (reduces body tension). Feetihgepression may decrease during the first
period, because clients learn early to be criticalards their negative beliefs (about themselves,
others, world) and receive social support. Soaigbsrt in turn minimizes feelings of loneliness
and worthlessness, which are related to depresSimgnitive problems occur often together with
depression and their decrease might consequentbcaar with reduced depressive feelings
(Hermans & Van de Putte, 2004). The symptoms whl@nge only during mid- to the end of
treatment are probably related to more difficutuiss which need more time to change such as
control of rage, mistrust and punitiveness. Margnts report that they always have experienced

outbursts of rage, difficulty to control emotiormsjstrust and punitiveness. Therefore, longer
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treatment time is maybe needed in order to chahgset structural behavior patterns (Paris,
2003).

This study shows that the changes in symptomseaetiu of treatment are maintained
during a follow up period of 6 months. These resatirrespond with research conducted earlier,
confirming long term effects of ST ranging from & 12 months on various symptoms of
psychological distress (Farrell et al., 2009; Nbtd& Nyseeter, 2005; Skewes et al., 2015;
Weertman & Arntz, 2007).

The relationship between changes in EMSs and psydbgical distress

The hypotheses about a positive relationship betvebanges in EMSs and symptoms over the
course of ST are partly confirmed. The change ok EMSs is positively related to the
modification of various symptoms of psychologicadteess. This finding corresponds with what
the schema theory suggests, that changes in EM&sitgeare related to symptomatic relief.
Besides that, there are several studies that feumithr results, reporting that decreases in EMSs
are related to improved symptom severity by the efhdireatment with ST (Hawke &
Provencher, 2011; Nordahl et al., 2005; Van Vrepgset al., 2014). Vreeswijk et al. (2014)
explain this outcome by suggesting that positivenges in EMSs and improvement in symptom
severity might mutually reinforce each other anat hositive relationships indicate that changes
in several EMSs might also co-occur with modifioas in symptoms. These explanations are
supported by literature linking the severity of E&$0 various psychological symptoms
(Rijkeboer & Van den Bergh, 2006; Thimm, 2010).

A closer look was taken on how changes in schemight be positively related to
modifications in symptoms from pre-to mid-treatmanid mid- to the end of treatment. This
study shows more positive relationships betweenificatlons in schemas and symptoms during
the second half of treatment. In contrast to theetu study, Vreeswijk et al. (2014) found
changes in EMSs (total score) and symptoms (GShetpositively related also during pre- to
mid-treatment. The sample size, content of thersggsions and materials might explain the
difference in the outcomes between the two studie@s. example, Vreeswijk et al. (2014)
included 63 clients, used specific methods diffdyefmore intensive use of roleplays etc.) and
measured symptoms and schemas with the SymptomkiZhe20 and an older version of the

YSQ (measures 16 out of 18 EMSs). The fact thatenpasitive relationships between schema
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change and symptom improvement are found duringsttednd half of treatment might be

related to the large decreases in EMSs and symptiuring mid-to the end of treatment.

Another explanation why positive changes in EMSd apmptoms seem to co-occur mainly
during this time period might be the shift in theatment program. The first months of the
treatment focus on psychoeducation, awareness addratanding of EMSs and symptoms.
Based on that, clients gradually (as the therams @m) learn how to change their dysfunctional
beliefs and behavior patterns which is likely tteaf related symptoms as well (Vreeswijk et al.,
2008).

Regarding the different treatment periods excepligoositive relationships between
changes in specific symptoms and several EMSs eabberved. Before zooming in, a focus on
the entire treatment period shows that, exceptdoxiety” and “psychoticism”, symptoms such
as hostility and depression seem to be most relatedhanges in several EMSs. The positive
relationship between changes in hostility/depressiod changes in most of the schemas can be
explained by the fact that the majority of EMSdeeff strong negative beliefs towards the self
and others (Jovev & Jackson, 2004). These cognéspects are also key characteristics of
depression (especially negativism) and hostilitgg@tive towards others). Modifications in
somatic, cognitive and interpersonal symptoms laeddast related to changes in EMSs over the
course of treatment. One explanation might be tiratitems measuring somatic and cognitive
complaints focus more on bodily experiences (p&aock of energy, difficulty to remember
things) whereas changes in EMSs require invalidatb certain beliefs instead of physical
experiences. The items measuring interpersonalitsélysfocus on social interactions in the
here & now instead on general assumptions relatsdrneone’s past.

With respect to the first half of treatment impeavents in psychoticism are mainly
related to modifications in schemas that includpid® such as social anxiety, thoughts of
inadequacy and negativism. The other way aroundclfemas associated with these topics
change it is more likely that related symptoms sagtoneliness, feeling detached, punitiveness
and negative self-evaluation (PSY scale) improverels

Regarding the second half of treatment changesxiety seem to be positively related to
modifications in schemas associated with diffetgypes of fear such as abandonment, social
anxiety, defectiveness or incompetence (Muste gt 28l09). Despite the fact that anxiety

decreases already during pre- to mid-treatmentipegielationships with schema change only
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occur during the second half of treatment. A pdeséxplanation might be that physiological
symptoms of anxiety (tension, panic feelings) measlwby the BSI items already decrease
during the first half of treatment, but that anyietlated beliefs (“people will let me down”)
measured by the YSQ-L3 take more time to changes{®at al., 2009). This suggestion is in
conformity with what Jovev and Jackson (2004) stiaét cognitions related to EMSs are more
resistant to change. The second symptom that shwardy positive relationships with changes
in schemas during the second half of treatment asarwid thinking. More specifically,
improvements in paranoid thinking are positivellated to modifications in schemas associated
with mistrust, abuse, incompetence, punishmentpass$ive aggressive behavior. Decreases in
the symptom “psychoticism” also show an exceptigpasitive relationship with changes in
EMSs during the second half of treatment. Modifarag in “psychoticism” are related to
schemas that represent similar cognitive aspeas dhe more difficult to change (general
distrust and hostility). This might explain why dggs in both occur during later periods of
treatment (Muste et al., 2009).

Concerning the literature about relationships betwspecific schemas and symptoms
Hawke & Provencher (2011) list several results Wwhiave been observed in the current study as
well. As in their review, changes in depression positively related to modifications in the
EMSs defectiveness/shame, social isolation and simment. These schemas include beliefs
about self-worth, being different and dependeneg¢ &ine also common in depression (Muste et
al., 2009). Improvement in anxiety related symptofAsiX, POB, SOM, INT) is, as it is
suggested in the literature review from Hawke &verccher (2011), associated with a change in
the schemas abandonment, social isolation, depeaflecompetence, defectiveness/shame and
unrelenting standards. An explanation might be these schemas reflect anxiety related topics
such as being left alone, criticism, being indegegrndinadequacy and fear to fail (Muste et al.,
2009). Changes in symptoms regarding someone’s touwgards others (PAR) are positively
related to modifications in mistrust/abuse, setfrdige and insufficient self-control. This
relationship can be explained by the fact thatdlsehemas are related to distrust, avoiding harm
by sacrificing your own needs and lack of impuleatml (Muste et al., 2009). Modifications in
cognitive problems seem to be positively relatedhtanges in the EMSs negativism/pessimism.
Both are related to lack of concentration, whiclcasised by constant worries that something

negative might happen (Muste et al., 2009). Theeotirstudy shows also new results. Changes
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in hostility and psychoticism are positively relhtéo modifications in several EMSs in all

schema domains except “impaired limits”.

Strengths and limitations

The first and most important strong point of thHisdy is that it is conducted in a clinical setting.
In contrast to highly controlled laboratory/expeemtal settings it was possible to observe the
integration of ST in a natural environment (thedtdrice”). Therefore, the results of the current
study can be perceived as having a higher exteaiality than the ones of an artificial research.
Furthermore, the insight in this clinical envirormheopened the possibility to observe
phenomena such as drop out, response to therapekavdnt external factors as well. A second
advantage of the research design is that it insludeneasurements (pre-mid-end of treatment,
follow up) covering the course of therapy and atp@atment period. The use of repeated
measurements gave detailed insight into changgsM®&s and symptoms over the course of
treatment and how these might be related to edur.oBesides that, the use of follow up data
was valuable information in order to investigate kbng-term effectiveness of ST. A third strong
point is the clinical judgment that was used toedeine whether clients completed their
treatment successfully. Based on clinical expegeticerapy response can be expected after a
treatment period of at least 6 months. Therefolients who were in therapy for at least 6
months, but who requested to stop their therapgrbethe end of the official treatment period
(12 months) were included in this study. Howevée tlinical experience is also somewhat
arbitrary, because it is not based on theory aheérotherapists are likely to judge treatment
success differently. It is important to keep in dhithat another cut-off judgement (minimum
treatment period) could have resulted in other kmiens. A fourth strong point was the
involvement of the researcher in the treatmeningetBy working in the clinical environment
where ST was applied, the researcher got insigbttire actual data collection, therapy process,
drop out, response to therapy and more uniquengettiaracteristics. The observed biases and
possible influences on the results were includedhm interpretation and discussion of the
outcomes. Furthermore, several recommendationsaased on these observations.

The results should be also interpreted in theecdnaf several limitations. The first and
most crucial limitation is the loss of data duddmgotten or postponed measurements and refusal

to continue participation. These aspects resuttesiriall sample sizes for the analyzed data sets.
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Regarding the follow up measurements many formantd simply refused to fill in the
guestionnaires. The reason why people refusedes tgpspeculation, but it might have impacted
the results, because just a few clients decidéill to the follow up questionnaires. It is possbl
that clients who still felt good after their treant were more motivated to participate than
people who might have experienced a relapse. Thenfap sample thus might be prone to a
selective bias which could have distorted the testiherefore, the outcomes must be interpreted
with caution. A second disadvantage is the lacla aontrol group. Without a comparison to
other treatments (for example transference-focubedapy) it is unclear whether specific
elements of ST led to the positive results. Otlatdrs such as the therapist’'s expertise or
personal factors could have influenced the readtaell. A third weak point is the exclusion of
clients who did not complete their treatment inledst 6 months (dropouts). By doing so,
schemas and symptoms were only investigated imtsliavho completed their treatment
successfully. Therefore, the results about thecgffeness of ST on EMSs and symptoms cannot
be generalized to the whole clinical sample. Irt,faonclusions can be drawn only about the
“successful” clients from the clinical populatiok fourth limitation is the uneven distribution of
men and women in the sample. Considering the fettgender differences regarding EMSs and
symptoms have been found the huge number of fermatbe sample (on average 71%) is likely
to have influenced the outcomes. For example, wotead to have specific schemas and
symptoms more often/severe than men and are thedy lto react different to treatment
interventions (see table 2). A fifth weak aspectha current study has to do with the possible
bias regarding the YSQ-L3. It is known that EMSa operate outside of someone’s awareness
and that the YSQ-L3 is based on self-report anflisgiight. Therefore, it cannot be assumed
with certainty that all schemas were detected gy ghestionnaire. It is likely that a client’s
awareness of certain schemas differed betweenotirenieasurements. For example, if clients
were less aware of a schema the scores were cambglower which might gave the wrong

impression of improvement.

Recommendations for future research and implicatioa for therapy

Based on observations in the research settinglitigations and results, there are several
recommendations for future research. Regarding féoe that forgotten, lost or postponed

measurements might have distorted the resultsréasmmended that researchers apply a strict
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data collection schedule. An overview should bate® that shows when clients have to fill in
the next measurement. This list needs to be updaatetihuously. Furthermore, collected scores
should be immediately transferred to the statistdata set in order to avoid data loss.
Concerning the missing follow up measurements itesommended to put more effort into
contacting former clients personally. This increafige chance of participation and gives the
opportunity to discover reasons for refusal. Whtis it can be investigated whether only specific
clients respond to the follow up measurement. RbBggrthe research design it is of importance
to include a control group that receives anotheattment (for example transference-focused
therapy) in order to support that ST indeed hastipeseffects on EMSs and symptoms. A
comparison between the experimental and contralgenables researchers to investigate the
added value of techniques unique to ST. A thirchpof interest is the underrepresented number
of men. Future research in clinical settings shantdude approximately the same number of
women and men in order to study gender differenegmrding the effectiveness of ST.
Furthermore, it is possible to investigate whetbdrema and symptom change differs between
men and women. Regarding the instruments, procedarelentify schemas with more certainty
are needed. Based on Welburn et al. (2002) itdasmenended to apply self-report (YSQ-L3) as
well as non-self-report measures (projective tests). Regarding the fact that EMSs can also
operate outside of awareness, methods based omntitmascious can add a great deal to the
detection of schemas. In the current study, thievioup period was limited to 6 months post-
treatment. Considering the fact that EMSs and sgmgcores after treatment show a tendency
to increase it is advised to extend the follow @pigr. Even though the increase in scores was
not statistically significant it should be verifiéal the future whether treatment effects last even
longer than 6 months.

Regarding the results there are several pointstefast for future research. In this study,
relationships between changes in schemas and symptave been found. Therefore, future
studies should further elaborate the possible ntiediaor moderating role of EMSs.
Furthermore, it should be verified whether repetitieads to similar results. The fact that no
significant decrease in the schema “emotional ¢apdn” was found might not only be related
to the therapeutic methods, but also the formutatd the YSQ-L3 items representing that
schema. Therefore, future studies should take secltbok at that schema and investigate

whether changes in techniques or adjustments irfattmeulation of the items (for example in
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present tense) might lead to different results.dr#igg the fact that studies focusing on ST are
mainly of a quantitative nature it is interestingdo qualitative research in this field as wellisTh
opens the possibility to study other factors whidight influence the outcomes such as
interpersonal problems, experience of therapistitlirelationship, benefits from therapy or
family issues. A combination of qualitative and qtitative research has the potential to enrich
existing knowledge on the effectiveness of ST inical group settings.

The outcomes of the recent study are also of aelew for the use of ST in therapeutic
settings. As well as other research that has beeducted in clinical group settings, the current
study also shows positive outcomes in a group abnbe comparison to individual ST, groups
can offer extra opportunities to invalidate and eapth certain core beliefs, experiences and
feelings (through social support, sense of belapgiole play etc.). Therefore, the use of ST in a
group format could contribute to a great deal te successful treatment of PDs and related
EMSs and symptoms. Regarding the fact that larfjects were found during the second half of
treatment, it is recommended to take a closer lnottkwhich techniques are applied during that
time period. By applying these methods earlietherapy EMSs and symptoms might improve
more during the first half of treatment as well. iksother studies, ST did not have sufficient
effects on the schema “emotional deprivation”. Besi the concerns about the items
representing that schema attention should be paid tontent as well. The schema includes the
expectation that emotional needs such as love & wdl never be fulfilled by others. These
beliefs are often related to relationships in tlastpwhich asks for more attention to these
unsatisfying experiences. Intensive use of expgaktechniques (imagery or role play) might
be necessary to give negative experiences anotbaning, develop healthy reactions and to
facilitate the awareness that relationships inftitére do not have to be emotionally unfulfilling.
Furthermore, “limited re-parenting” should facitéathe experience that own needs are important
and that there is interest and understanding. Nleslesss, more research is needed to find out
which technique might be the most effective. Isshas seem to be more difficult to treat such as
abandonment, undeveloped self, limits and selff@aree should be addressed as early as
possible to increase the success at the end ofiee& With respect to the relationship between
EMSs and symptoms it seems that changes in botpamigvely related to each other. Several
symptoms seem to overlap with beliefs related tecic EMSs. For example, in this study

changes in worthlessness (DEP) are positive relat@th changes in the EMS
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defectiveness/shame. This schema represents balieffisas “I count for naught” and low self-

esteem, too. This indicates that techniques usaavalidate EMSs can be effective as well to
relieve related symptoms. Whether decreases innsheand symptoms indeed co-occur or
mutually reinforce each other, needs to be furéteborated.

In Sum, ST in this clinical group setting showsrising results regarding the decrease
of EMSs and symptoms of psychological distress. ®w that these positive outcomes are
maintained until 6 months after treatment invakdatritics such as Thimm (2010) assuming that
EMSs are stable over time. Over the course of fyeseveral schemas and symptoms show
improvements mainly during the second half of tresit. This indicates that they are more
difficult to change, which speaks for the addedigadf long treatment periods. Besides that, it is
recommended to adjust the present treatment bygusiore intensive interventions on the
schema “emotional deprivation” as well as on schearad symptoms that are more resistant to
change. Regarding the EMS “emotional deprivatidn ialso recommended that future studies
take a closer look at the items representing tbhhema in order to investigate whether their
formulation influenced the results. Furthermordeimentions aimed at schema change seem to
be important as well for decreasing psychologidatress. On account of this study it can be
concluded that ST in this clinical group samplensed¢o be effective in decreasing EMSs and

psychological distress.
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Appendix A. Score categories of the Young Schema @stionnaire Long Form

Third Version

EMS

Score category

EMS

Score category

1.Emotional deprivation 0-18 low 10.Subjugation 0-20 low
19-27 average 21-30 average
28-36 high 31-45 high
37-54 very high 46-60 very high
2.Abandonment 0-34 low 11.Self-sacrifice 0-34 low
35-52 average 35-52 average
53-68 high 53-68 high
69-102 very high 69-102 very high
3.Mistrust/abuse 0-34 low 12.Approval seeking 0-28 low
35-52 average 29-42 average
53-68 high 43-56 high
69-102 very high 57-84 very high
4.Social isolation 0-20 low 13.Entitlement 0-22 low
21-30 average 23-33 average
31-45 high 34-44 high
46-60 very high 45-66 very high
5.Defectiveness 0-30 low 14.Insufficient self-control 0-30 low
31-45 average 31-45 average
46-60 high 46-60 high
61-90 very high 61-90 very high
6.Failure 0-18 low 15.Emotional inhibition ~ 0-18 low
19-27 average 19-27 average
28-36 high 28-36 high
37-54 very high 37-54 very high
7.Dependence 0-30 low 16.Unrelenting standards 0-32 low
31-45 average 33-48 average
46-60 high 49-64 high
61-90 very high 65-96 very high
8.Vulnerability 0-24 low 17.Negativity/pessimism 0-22 low
25-36 average 23-33 average
37-48 high 34-44 high
49-72 very high 45-66 very high
9.Enmeshment 0-22 low 18.Punitiveness 0-28 low
23-33 average 29-42 average
34-44 high 43-56 high

45-66 very high

57-84 very high

Notes Score categories of the Young Schema Questiahaing Form Third Version (YSQ-
L3), EMS= Early maladaptive schema.
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