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Foreword

I am very pleased to have been invited to write the foreword for this
groundbreaking resource, which will allow clinicians to integrate Individual
and Group Schema Therapy (GST) sessions into complete treatment pro-
grams that can be delivered over a range of patient populations, treatment
lengths, and levels of care.

Since I first heard about the extremely positive results of the authors’
randomized controlled trial of GST for patients with borderline personality
disorder (BPD) in 2008, I have been very excited about the potential of the
group model to make Schema Therapy more available and affordable for
patients. Given the worsening climate for mental health reimbursement in
this era of managed care in the United States and elsewhere in the world,
Group Schema Therapy has the potential to deliver the powerful treatment
strategies of the schema approach in a more cost-effective manner than has
been possible with individual schema therapy - with equivalent or perhaps
superior results. I am especially excited about the large-scale clinical trial
that is under way at 14 sites in six different countries. Arnoud Arntz and
Joan Farrell serve as the co-principal investigators of the study, testing the
efficacy and cost-effectiveness of the Group Schema Therapy model for BPD
patients combined with two different numbers of individual sessions.

This book, with the collaboration of Neele Reiss, the psychologist and
schema therapist who pioneered GST in Germany, extends the integrated
Individual and Group Schema Therapy program for use with a wide range of
patient groups — personality disorder, complex trauma, chronic difficulties,
those who have failed in other treatments, and those who need a higher level
of care. It includes the novel concept of giving patients a “bank account” of
individual ST sessions to draw on, as they need to; this concept was devel-
oped for the BPD multisite trial. Since the publication of the first book on
GST (Farrell & Shaw, 2012), there have been many initiatives internationally
to apply the GST model to other diagnostic groups of patients. Like individual
ST, GST is trans-diagnostic — in the sense that the focus of interventions is
the mode profile of the patient rather than specific symptoms. Thus, GST,
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like ST, should be effective for disorders other than BPD. Of course, any
application needs empirical validation and I am happy to say that prelimi-
nary findings are promising. This integrated program has been tested in
inpatient and day hospital settings for BPD (Reiss et al., 2013a) and mixed
Cluster B and C disorders (Muste, 2012; Fuhrhans, 2012). Its use in forensic
settings is being evaluated in the UK. A randomized controlled trial com-
paring ST to cognitive-behavioral therapy (CBT) for avoidant PD and social
phobia and an experimental case series for dissociative disorders are under
way in the Netherlands.

The integration of Group and Individual Schema Therapy presented
here feels entirely consistent with my own individual model, in terms of the
conceptual model, therapeutic alliance, and treatment interventions. The
GST model encourages group members to become like a healthy family in
which they can “re-family” each other, under the watchful guidance of two
highly skilled therapist-parents. The sense of belonging and acceptance
provided by this group analogue of a loving family seems to catalyze
both the limited reparenting and emotion-focused components of ST.
Furthermore, by utilizing two co-therapists for each group, GST has found
a way to free up one therapist to move fluidly around the group, often
working with one or two members at a time, creating novel experiential
exercises to bring about change. At the same time, the second therapist
serves as the “stable base” for the rest of the group, maintains an ongoing
emotional connection with each member, monitors the reactions of all
members, explains what is happening to educate them about what is taking
place, and intervenes to shift the direction of the group to focus on the
needs of other group members. I am also impressed that GST goes well
beyond the traditional CBT/DBT (dialectical behavioral therapy) group
format, in which members are taught skills in a seminar-like setting; and
beyond non-CBT groups, in which the therapist does individual work with
one member while the rest of the group primarily watches. In GST, the
techniques used in Individual Schema Therapy, like imagery change work
and mode role-plays, have been adapted to engage all of the members in
unique exercises that make use of the power of group interaction and
support. These group therapeutic factors, combined with the broad range
of integrative techniques that are already part of ST, may account for the
large treatment effects in the controlled outcome study I mentioned earlier,
as well as in preliminary data from other ongoing studies of GST.

The authors describe a systematic approach to ST treatment, while
retaining the flexibility that I have always valued so highly in developing
Individual Schema Therapy. The treatment suggestions are specific and
well organized, while avoiding the temptation to write a therapeutic
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“cookbook” for therapists to follow in a rote manner. The authors have
preserved the core elements of ST by developing “limited reparenting”
intervention strategies for each mode that arises, seizing “experiential
moments” to do emotion-focused work that brings about change at a deep
level. Like individual ST, their group model blends experiential, cognitive,
interpersonal, and behavioral work. The program presented here divides
ST interventions into four main components: Schema Therapy Education,
Mode Awareness, Mode Management, and Experiential Mode Work.
There are sessions of each component that target the main schema modes
one at a time. The individual and group sessions are coordinated by mode.
The individual ST sessions give therapists the option of a cognitive,
experiential, or behavioral pattern-breaking intervention. The authors
provide specific therapist script examples that allow access for the
beginner using ST, yet have the essential flexibility of ST so that they can
be adapted to meet an individual patient’s mode and need. The
combination of structure and flexibility in this manual make it accessible
to practitioners at all levels of experience with ST. The book is written at
a level that should appeal to a very broad range of mental health profes-
sionals, including psychologists, social workers, psychiatrists, counselors,
and psychiatric nurses, as well as interns and residents.

The experience that the authors have gained over 30 years of training
therapists throughout the world, and of leading GST groups with a broad
range of clinical populations, is evident throughout the volume. This book
is the first published treatment manual for integrating Individual and
Group Schema Therapy, and succeeds in providing the most essential
information that clinicians will need in order to develop and implement
such programs. The program sessions can be delivered in intensive form for
higher levels of care, such as inpatient and day therapy, or spread over a year
of outpatient treatment. The program could begin with more sessions per
week, then taper in intensity and be moved to outpatient care. The
user-friendly format of the book includes patient examples, descriptions of
group and individual sessions, and examples of therapist scripts to explain
core ST concepts in language easily understood by patients, along with
patient handouts, exercises, and assignments. This material is presented in
the manual itself as well as being available in downloadable form on the
Wiley website for use with patients.

On a more personal level, I had the opportunity to experience GST first
hand as a participant at an advanced training workshop that I invited
Joan and Ida with Neele to teach for the senior schema therapists at our
New York institute. I am even more excited about the potential of ST in a
group after this experience, and would love to conduct an ST group like this
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myself once I have learned the necessary skills. Joan Farrell is an out-
standing schema therapist who serves as the “stable base,” emotional center,
and “educator” for the group as a whole - a role I can imagine myself
learning to fill, given enough time and experience. What truly amazed me -
perhaps because her style is so different from mine and Joans — was the
remarkable group work of Ida Shaw. It is hard to convey the level of origi-
nality, creativity, and spontaneity she brings to the group experience. She is
able to blend elements of gestalt, psychodrama, role-playing, and her own
infectious style of play into an approach that perfectly fits the intensive
demands of schema mode work, cajoling patients to change in profound
ways. The group exercises in this manual will allow schema therapists to try
out some of her unique work. Neele Reiss adds the perspective of the “next
generation” of schema therapists who are intent upon practicing and empir-
ically validating ST. She collaborated on inpatient studies of the integrated
model for BPD patients (Reiss ef al., 2013a) and her current work applies
ST interventions to problems like test phobia and eating disorders.

I highly recommend this outstanding manual to all mental health pro-
fessionals working with more complex, chronic, and hard-to-treat patient
populations - especially those who are looking for an evidence-based,
cost-effective alternative to existing therapies. This book is essential reading
for professionals interested in schema therapy, BPD and other personality
disorders, group therapy, and new approaches to expanding CBT.

Jeffrey Young, PhD

Schema Therapy Institute of New York
Columbia University, Dept. of Psychiatry
March 2014
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Introduction

This manual presents an integrated Individual and Group Schema Therapy
Program that is transdiagnostic, designed to be implemented in a variety
of treatment settings and in programs of varied length. It is written for
psychotherapists in a practical manner with a clinical focus. Sample therapist
scripts, detailed session instructions, and handouts for each individual and
group session are provided.

1.1 Background

Schema Therapy (ST), developed originally for individual psychotherapy
by Young (1990; Young, Klosko, & Weishaar, 2003), is an approach to the
treatment of a wide variety of psychological disorders that integrates
cognitive, experiential, or emotion-focused and behavioral pattern-breaking
interventions. It is a comprehensive model that strategically integrates
aspects of other approaches but remains unique. A group version of ST was
developed (Farrell & Shaw, 2012; Reiss & Vogel, 2010; Muste, Weertman, &
Claassen, 2009). The effectiveness of individual (IST) and group (GST)
therapy for borderline personality disorder (BPD) has been validated
empirically (Giesen-Bloo et al., 2006; Farrell, Shaw, & Webber, 2009; Reiss,
Lieb, Arntz, Shaw, & Farrell, 2013a; Nadort et al., 2009). The model of ST is
transdiagnostic. The use of ST for avoidant personality disorder (PD), social
anxiety, eating disorders, post-traumatic stress disorder, narcissism, anti-
social PD, substance abuse, and psychopathy is being explored and evaluated
internationally. It is an approach that is rated positively by both patients and
therapists (Spinhoven, Giesen-Bloo, van Dyck, Kooiman, & Arntz, 2007).
In addition, ST has growing evidence of its cost-effectiveness for the
individual modality (IST) (Giesen-Bloo et al., 2006; Nadort et al., 2009).
However, the limited availability of specialized individual psychotherapies,

The Schema Therapy Clinician’s Guide, First Edition. Joan M. Farrell, Neele Reiss, and Ida A. Shaw.
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.



2 1 Introduction

including ST, in the current healthcare economy has prevented more
wide-scale use of IST in clinical settings. An integrated program combining
multiple GST sessions with a limited number of IST sessions in a structured
program has been evaluated, with promising results (Muste, Weertman, &
Claassen, 2009; Reiss et al., 2013a). Combining more frequent group ST
sessions with strategically planned individual sessions has the potential for
making this promising treatment more widely available in a larger number
of settings.

The concept of an integrated and structured program was originally
developed for use with severe patients in hospital settings (Reiss et al.,
2013a), but it can be implemented across a wide range of patient populations,
treatment settings, and treatment lengths. One patient population for
whom it is ideal are those with personality disorders or PD features, those
with chronic or complex psychological problems, those with multiple
trauma histories, and those for whom other treatment approaches have
failed. In general, these are patients who are treated at the higher levels of
care and whose life potential is tragically not realized in the quality of their
lives. An advantage of Schema Therapy is that it approaches treatment by
targeting maladaptive schema modes rather than specific symptoms or
disorders, thus transcending psychiatric diagnoses and impending changes
in diagnostic classification. This program can be implemented in inpatient,
day therapy, and intensive outpatient settings, as well as in general outpatient
treatment with varying session frequency. A program of intensive sessions as
the beginning of outpatient treatment may act to “jump-start” the treatment
of patients with entrenched maladaptive coping strategies that produce the
severe and sometimes life-threatening symptoms of disorders like BPD. It is
possible to use all the handouts provided throughout this book within
the context of individual ST treatment or selectively within other psycho-
therapy models. For example, the experiential interventions can augment
cognitive therapy, filling a gap in that approach to treating patients with
personality disorders and complex trauma.

The program of the manual is theoretically consistent with individual
ST (Young et al., 2003) and group ST (Farrell & Shaw, 2012). Like most
approaches to psychotherapy that go beyond skills training, ST requires
specialized training to meet adherence and competence standards. This
manual was designed to make IST, GST, and their integrated combination
accessible for a wide range of psychotherapists of multiple theoretical orien-
tations, including those working in intensive settings like inpatient and day
therapy programs. The manual provides a detailed step-by-step guide for
an ST fundamentals program that integrates IST and GST sessions.
The program includes the core components of ST: limited reparenting,



1.2 The Chapters 3

education about the ST model, mode awareness, mode management and
cognitive, experiential, and behavioral pattern-breaking change work. It can
be used across diagnostic groups. There are 12 individual sessions and 42
group sessions. Each session is described in terms of goals, therapist interven-
tions, tips on management, sample session scripts for therapists to adapt, and
corresponding information handouts, ST exercises, and therapy assignments.
The individual sessions are designed to be complementary to the group
work and the schema mode being focused on, while still allowing individual
needs to be met. How to balance individual and group focus is discussed
throughout. This level of detail will allow therapists new to Schema Therapy
to conduct sessions with confidence and to coordinate group work effec-
tively with individual work. It will also allow more experienced individual
schema therapists to begin leading ST groups effectively. The program is
not a rigid protocol, but rather a framework combining flexibility with
standardization. The structured yet flexible format serves a number of
purposes: the manual can be used as a detailed plan for implementing a
structured, integrated program of individual and group ST in higher
levels of care settings with multiple sessions per week; as a research pro-
tocol for psychotherapy outcome studies; or clinicians can select individual
or group sessions, or the combination, to work on specific schema modes.
Therapists can choose whether to implement the program as a whole, or
to select individual sessions, group sessions, or a combination of both to
suit their group and its needs.

1.2 The Chapters

Chapter 2 presents the basic concepts of the ST model originally developed
for individuals by Young (Young et al., 2003) and the adaptation for groups
developed by Farrell and Shaw (2012). The goals of ST, the therapist
approach of limited reparenting, and the core components of the model are
described in this chapter. The approach of the integrated ST program to
combining individual and group sessions is discussed. The general course
and stages of the treatment program are outlined here. Chapter 3 describes
some of the essentials of the treatment program: the patients, with inclusion
and exclusion factors; the therapists; the milieu - both the physical setting
and the multidisciplinary treatment team; the length of sessions and
treatment; and the possible schedules and format for delivering the program
in different settings. Chapter 4 presents the group sessions by component,
with sample therapist scripts and the patient materials - handouts, group
exercises, and session assignments. Chapter 5 presents the 12 individual
sessions — with specific content, sample scripts, and handouts. Chapter 6
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describes the ST training and supervision recommended for therapists.
The research that has been conducted is summarized, with a brief description
of the investigations that are in progress at the time of writing.

This book is unique in the ST literature as its goal is to provide an imple-
mentable program in its entirety. It is not focused on a particular disorder.
It is not limited to one of the modalities of treatment delivery; it covers both
individual and group ST. The reader is referred to the ST volumes in the
References for theory and focus on specific disorders.



2

The Basics of Schema Therapy

2.1 The Theoretical Model

The model presented in this manual is consistent with the theory, components
of treatment, and goals presented by Young, Klosko, and Weishaar (2003).
The Schema Therapy (ST) model is summarized here and the reader is
referred to that volume for additional elaboration of the individual ST model
and its application. ST grew out of efforts by Young et al. (2003) to treat
patients with personality disorders more effectively, and also those who either
did not respond to traditional cognitive therapy or relapsed. ST is based upon
a unifying theory and a structured and systematic approach. Because ST is an
integrative treatment, there is overlap with other psychotherapy models such
as cognitive and psychodynamic psychotherapy, object relations theory, and
Gestalt psychotherapy, but total overlap with no other model.

Figure 2.1 summarizes the model for the etiology of psychopathology
posited by ST. When the normal, healthy developmental needs of childhood
are not met, maladaptive schemas develop. Maladaptive schemas are
psychological constructs that include beliefs we have about ourselves, the
world, and other people, which result from interactions of unmet core
childhood needs, innate temperament, and early environment. ST views
this interaction in terms of a plasticity or differential susceptibility model.
Schemas are comprised of memories, bodily sensations, emotions, and cog-
nitions that originate in childhood and are elaborated through a person’s
lifetime. These schemas often have an adaptive role in childhood (e.g., in
terms of survival in an abusive situation - it engenders more hope for children
if they believe they are defective as opposed to the adult being defective). By
adulthood, maladaptive schemas are inaccurate, dysfunctional, and limiting,
although strongly held and frequently not in the person’s conscious awareness.
Young (1990; Young et al., 2003) identified 18 early maladaptive schemas

The Schema Therapy Clinician’s Guide, First Edition. Joan M. Farrell, Neele Reiss, and Ida A. Shaw.
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.
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Are not met
in childhood

. Schemas
environment

develop

When SCHEMAS are activated
Modes are triggered

Temperament

Symptoms
Disorders
Psych
problems

Maladaptive
coping modes

¢
Figure 2.1 Schema Therapy: Etiology of psychological disorders.

Table 2.1 Schemas organized by content area

Disconnection and rejection Impaired autonomy and performance
Mistrust/Abuse Dependence/Incompetence
Emotional Deprivation Vulnerability to Harm/Illness
Defectiveness/Shame Enmeshment/Undeveloped Self
Social Isolation/Alienation Abandonment/Instability
Emotional Inhibition Subjugation

Failure
Impaired limits Exaggerated expectations
Entitlement Self-Sacrifice
Insufficient Self-Control Unrelenting Standards
Other
Negativity/Pessimism Approval-Seeking/Recognition-Seeking

Punitiveness
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Table 2.2 Basic schema modes

Innate Child Modes Vulnerable Child Innate responses to unmet
Angry/Impulsive Child needs
Maladaptive Coping Avoidant Protector Overused survival
Modes Overcompensator responses to trauma or
Compliant Surrenderer unmet needs - flight,
fight, and freeze
Dysfunctional Parent Punitive Parent Selective internalization of
Modes Demanding Parent negative aspects of early
others
Healthy Modes Happy Child Underdeveloped
Healthy Adult

(EMS) in patients with personality disorders (Table 2.1). The schemas are
defined individually in the patient materials for the ST Education group
(ST-Education Sessions 1-5).

When maladaptive schemas are activated, intense states occur, described
in ST as “schema modes” A schema mode is defined as the current emo-
tional, cognitive, and behavioral state that a person is in. Dysfunctional
modes occur most frequently when multiple maladaptive schemas are
activated. Four basic categories of modes are defined (Table 2.2).

Primary or innate child modes (Vulnerable Child, Angry Child, Impulsive
Child) are said to develop when basic emotional needs in childhood (such
as safety, nurturance, or autonomy) are not adequately met. These “child
modes” are defined by intense feelings such as fear, helplessness, or rage,
and involve the innate reactions a child has. Dysfunctional Parent Modes
(Punitive Parent or Demanding Parent) comprise the second category of
modes. Dysfunctional Parent Modes reflect the selective internalization of
negative aspects of attachment figures (e.g., parents, teachers, peers, etc.)
during childhood and adolescence. Maladaptive Coping Modes, a third cat-
egory of mode, are defined by an overuse of unhealthy coping styles (fight -
overcompensation; flight — avoidance; or freeze — surrender). All have the
goal of protecting the person from experiencing pain, anxiety, or fear. These
Maladaptive Coping Modes operate outside of conscious awareness and a
goal of ST is that patients become aware of their coping styles and learn
healthier, more adaptive coping responses. Maladaptive Coping Modes
incorporate the concept of defense mechanisms, a concept previously
missing in cognitive therapy, and allow for a better understanding of
personality disorders by clinicians and patients. The overcompensating
coping style contains modes in which a person acts in opposition to the
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schema or schemas that are triggered. One example is the Bully-Attack
Mode in which the person experiencing the pain resulting from a schema
retaliates by causing pain. The avoidant coping style involves physical,
psychological, and social withdrawal and avoidance. Avoidant Modes
include the Detached Protector, a mode that ranges from a person being
“spacey, or briefly losing focus in an interaction, to severe dissociation.
This mode is very commonly present when patients enter therapy as it
operates to protect the Vulnerable Child Mode from overwhelming fear or
painful feelings. Surrender is the third coping style and it represents giving
in or giving up to the schema present. For example, if the triggering schema
is defectiveness, a surrender response would be to accept that you are defec-
tive and behave accordingly: never taking on challenges, working not to be
exposed as incompetent.

In a fourth category, Healthy and Functional Modes, the Healthy Adult
Mode and Happy Child Mode are found. The Healthy Adult Mode includes
functional thoughts and behaviors, and the skills needed to function in
adult life. The Happy Child Mode is a resource for playful and enjoyable
activities, especially in social networks. Many patients were neither allowed
nor encouraged to play, thus missing opportunities to explore their likes
and dislikes and take part in our earliest social interactions with peers. The
healthy modes tend to be severely underdeveloped in patients with person-
ality disorders or features.

Modes are often triggered by events that patients experience as highly
emotional. Modes can switch rapidly in patients suffering from severe
personality disorders, resulting in the sudden changes in behavior or
seemingly disproportionate reactions that are one source of patients’ inter-
personal difficulties and emotional and behavioral instability. Modes can
also stay rigidly entrenched, as is the case with many avoidant patients.
Common negative coping responses — aggression, hostility, manipulation,
exploitation, dominance, recognition-seeking, stimulation-seeking, impul-
sivity, substance abuse, compliance, dependence, excessive self-reliance,
compulsivity, inhibition, psychological withdrawal, social isolation, and
situational and emotional avoidance — can be understood in mode terms.

Symptoms of personality disorder can be described and understood in
terms of the operation of modes. One example is the ST conceptualization
of borderline personality disorder (BPD). Abandonment fears describe the
emotional state of the Vulnerable Child Mode. Intense anger, at times accom-
panied by uncontrolled expressions of anger, occurs in the Angry Child and
Impulsive Child Modes. The Impulsive Child Mode fuels action that is
potentially damaging as well as being one source of self-injurious behavior.
The Dysfunctional Parent Modes are another source of self-injurious
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behavior, to fulfill their dictate that the child deserves punishment or is a
failure. The parent modes can also be a source of suicide attempts as they
remove all hope and their judgments condemn the patient to misery and feel-
ings of worthlessness. The Detached Protector Coping Mode can be a cause
of self-injurious behavior, particularly cutting or burning the skin in order to
feel something. The Detached Protector Mode explains the experience of
emptiness, which can be intolerable and can lead to suicide attempts. If you
are detached from your feelings, a central part of who you are, your identity
will not be stable. Mode-flipping accounts for some of the emotional reac-
tivity seen in BPD patients and consequently their unstable relationships.

Other personality disorders and psychological problems can just as
easily be described in mode terms, providing user-friendly, understand-
able language for patients and the foci for psychotherapeutic intervention
for therapists. Mode language focuses more on the role of learning and less
on psychopathology, giving patients hope regarding change.

2.2 Goals and Stages of Schema Therapy

Young et al. (2003) summarizes the primary goals of treatment as helping
patients change dysfunctional life patterns and get their core needs met in
an adaptive manner outside of therapy, by changing schemas and modes.
The goals of ST reach beyond teaching behavioral skills to include the
fundamental work of personality change. This change is conceptualized
as involving decreasing the intensity of maladaptive schemas that trigger
under- or over-modulated emotion and action states referred to as modes.
The triggering of these intense states is seen as interfering with patients’ use
of adaptive coping or interpersonal skills that would allow them to realize
their potential and improve their quality of life. In terms of each type of
mode, the goals can be elaborated as:

To develop the Healthy Adult Mode so that the patient is able to:

1. Care for the Vulnerable Child Mode. Healthy adult competence
is accessible when fear, sadness, or loneliness, which reflect
unmet childhood needs, is triggered.

2. Reassure and replace the Maladaptive Coping Modes. For example,
be able to experience emotions when they arise, connect with others,
and express your needs. Coping choices that meet the person’s need
and the reality of the adult situation he/she is in are made, rather
than defaulting to Maladaptive Coping Modes like avoidance.
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3. Replace the behavior of the Angry/Impulsive Child Mode with
appropriate and effective ways to express emotions and needs;
e.g., the ability to express needs in an assertive adult manner and
anger in a healthy way.

4. Overthrow and banish the Punitive Parent. Get rid of the harsh
internalized critic, replacing it with the ability to: motivate oneself
in a healthy positive manner; accept one’s mistakes and, when
needed, make retribution for them. Moderate the Demanding
Parent Mode to have realistic expectations and standards.

We add a fifth goal:

5. Free the Happy Child Mode so that the patient can explore the envi-
ronment to learn about what gives him/her joy in life and can play.

ST approaches these goals in stages. The stages and the goals of each stage
can be summarized as:

1. Bonding and emotional regulation:
* healing the Vulnerable Child;
* bypassing the Maladaptive Coping Modes;
* affect regulation and coping skills.
2. Schema mode change:
* combating the Punitive Parent and Demanding Parent Modes;
* rechanneling the Angry and Impulsive Child;
* setting limits;
* handling crises.
3. Autonomy:
* individuation: following natural inclinations;
* developing healthy relationships;
* gradual termination with the option of contact.

2.3 Limited Reparenting

Limited reparenting is both a therapist style and an active ingredient or
component of mode-change work. Limited reparenting is defined as: acting
as a good parent would in meeting child mode needs within the bounds of
an appropriate therapy relationship. This means providing protection,
validation, and comfort for the Vulnerable Child Mode; the opportunity to
vent and be heard for the Angry Child; and empathic confrontation and
limit setting for the Impulsive Child Mode. Limited reparenting is one of
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the core components of ST and a hypothesized active ingredient. Limited
reparenting is often referred to as the “heart of ST”

The behaviors of the schema therapist can be summed up as “doing what
a good parent would” Early in treatment, strong parenting is needed as
patients are frequently in child modes and have an underdeveloped Healthy
Adult Mode. Later on, there is more Healthy Adult presence and the thera-
pist’s role changes to being the “parent” of adolescents and then eventually of
adults. In this later phase, patients still need the therapist to maintain con-
nection, but are able to do some parenting of themselves and each other. The
language, sophistication, and use of specific ST techniques must be adapted
to the developmental level, comorbid disorders, and psychological health of
the group members (i.e., some techniques and terminology that may be
helpful with BPD patients may not be acceptable to narcissistic personality
disorder patients, etc.). When working with the Vulnerable Child Mode, we
sound like parents talking to a young, frightened child. When confronted
with Maladaptive Coping Modes we can become almost as firm as a drill
sergeant (while at the same time not losing touch with letting the patient
know that we empathize with the feelings and needs underneath the mode).

The goal of limited reparenting is to establish an active, supportive, and
genuine relationship with the patient that provides a safe environment
for the patient to be vulnerable and to express emotions and needs. The
therapist’s provision of limited reparenting within the psychotherapy rela-
tionship allows the patient to fill in critical early gaps in emotional learning
via secure attachment and accurate mirroring that lead to experiencing
feeling valued and worthy, often for the first time. Initially, the therapist
tries to compensate for the deficits in the patient’s emotional needs being
met within the limits of appropriate professional boundaries. Some of the
unmet childhood needs include: safety, consistency, validation, appropriate
boundaries, and healthy limits. Over time, the experience of the therapy
relationship fosters patients learning to care for their own needs in an effec-
tive manner and eventually to attain autonomy and healthy interpersonal
functioning. This approach to needs is in sharp contrast to most other
models, which focus too early on patients meeting their own needs.
ST assesses the strength of patients’ Healthy Adult Mode and attempts to fill
gaps in early emotional learning about needs through an initial phase in
which therapists meet needs directly, providing new positive experiences
directly. The new experiences, interactions, and implicit attitudes that make
up the process of meeting core emotional needs become the building blocks
for the Healthy Adult Mode. Table 2.3 describes the relationship among the
mode a patient is in, the unmet childhood need involved, and the therapist
intervention required.
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Some adaptations of limited reparenting are necessary when conducting
group ST. These include the need to focus on and balance the collective
need of the group as a parent would for a group of siblings. Group reparent-
ing may be a closer approximation to patients’ developmental experience,
unless they were only children. This closer match with the early environment
has the potential to provide additional, or strengthening of, schema healing
experiences. In group, needs are met by both the therapist and the group.
GST offers additional opportunities for emotional learning and socialization
from these interactions with “sibling” group members and from the experi-
ence of belonging to a group “family” Two of the first and primary tasks
of the schema therapist, whether working in IST or GST, are establishing
connection and safety. In both modalities this comes from the therapist
communicating validation, acceptance, liking, that you care and they
matter, that you are trustworthy, reliable, and consistent. In the group it
is also a therapist task to facilitate connections between and among
patients, facilitating their bonding with each other and helping them
develop a sense of belonging in the group. Belonging comes initially
from discovering that they share the experience of some common prob-
lems and feelings, along with the common childhood experience of some
unmet childhood needs. Over time, belonging can expand as they share
emotional experiences in the group and develop shared memories. In
intensive settings with multiple weekly group meetings, we emphasize
the aspects of the group that are like a family. These “re-family” effects
intensify the limited reparenting of ST.

The forms of attachment in each modality - bonding in IST and
belonging in GST - both require safety. Safety and trust require consistency,
openness, and reliability. In the group, establishing firm ground rules
regarding the way patients treat each other, physical boundaries, respect,
and commitment, and enforcing them, is crucial. Therapists need to tell
patients in the group that they will keep them safe, and behavior must be
consistent with this promise. This means managing conflict and stopping
negative attacks, including those that are mode driven (e.g., Bully-Attack
Mode behavior). It is important to manage conflict in early sessions until
the group has the strength to deal with it in a healthy manner and resolve
differences or misunderstandings. The group is an excellent place for
patients to learn conflict resolution and relationship management with
therapist guidance. It is also a task of the therapist to structure sessions.
In both modalities this means keeping in mind the goal of the mode being
worked with and minimizing distractions. In the group, distraction is
defined as something said or a topic brought up that has little to do
with where the rest of the group is, but does not constitute a mode reaction.
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As a “good parent,” the group schema therapist enforces limits for the good
of all, and attempts to treat all patients as equal and in a manner perceived
as fair.

The model for GST is also integrative. It combines aspects of the other
forms of group therapy strategically and always with direction from the
therapist(s) as “good parents” Table 2.4 summarizes the main models of
group therapy and their integration into GST.

In GST sessions it is important to use the group therapeutic factors -
universality, belonging, altruism, existential factors, corrective recapitula-
tion of the family, vicarious learning, in-vivo learning, expanded information
sources — in the service of ST goals and techniques. A summary instruc-
tion regarding therapist tasks could be: “Do Group Schema Therapy, not
just Individual Schema Therapy in a group.” Ideally, the switch from
individual to group ST requires both using the potential of the group for
any individual work and making the individual work that occurs relevant
for all. The group therapists must be able to focus the group for work with
a specific individual and then broaden the focus to include all group
members. This requires making some personal contact with other members
while the major focus is on an individual. This can be done primarily by the
second therapist, but also by the therapist leading the work or by a solo
therapist. The two-therapist model developed for GST is described further
in Chapter 4 and thoroughly in Farrell and Shaw (2012).

A group presents therapists with both opportunities and challenges not
present in IST. This chapter first gives an overview of group therapist behav-
iors that are necessary to develop and maintain the therapeutic frame
needed to conduct ST in a group. Integral to the GST model is the therapist
focus on using the tremendous value of the group by facilitating its
therapeutic factors. The frame of GST is established by the ground rules
(see Welcome Group Handout 1: GST Ground Rules, in Section 3.6).
Therapists must model a strong, consistent, affirming, and supportive
presence for each patient and the strength to reparent the group. Part of the
foundation of ST is secure attachment, and achieving the reliable connec-
tion this requires in a group is best done by two therapists. The ideal number
of therapists is a function of the developmental level of the group members.
With BPD patients, we are dealing with people stuck at childhood develop-
mental levels with early emotional learning deficits (e.g., lack of secure
attachment, deficits in emotional awareness). With forensic patients, two
therapists are needed to maintain safety and the ground rules as well as
empathically confronting and setting limits on the overcompensating
modes that frequently occur in this group. Two therapists for avoidant
patients help keep anyone from “falling through the cracks” and getting lost



(panuruo))

*S[[DS 1940
paznuiotad st yrom [enjuatradxy
“paourefeq st s[eod
pue spaau sjusned e o) uonuane
- Juoned o[ppruu, e Uey) oyjey
"sopour pIyd ur papraoxd
aIe 2dUBpPINS puE UOTIEINPIOYIAS]
‘Tenynuu ST s1aquIaW Juowre pry
"SUOTIIPUOD
[BIUSWNIISUT J9AO pazntiorid
st ssa201d dnoig 03 uonuany
“YIoM a3 ut urof pue
JIOM [eNPIAIPUT UT PTe SISQUISA
‘sToquiowt Suowre
SINI[EUOWIWIOD 3} 0} Mdkq
payuIp sfem[e 1nq ‘sjeoS pue
SPI9U [BNPIAIPUL UO SUOP ST YIOA

JJuaned
S[PpIW,, ) UO SN0
“dnoi3 a1} opIno
"UOISSIS A} 2INIONIIS
STIDYs Suryoeay,
uoTyewIofuT SUTYORI],

‘TeoS 1oy ur
jstuoSejoid pre s1oquIDI
"UOISS3s A} 2INJONIIG
‘suon)ipuod dnoid
[BIUSWNISUT 13)SO,]
1stuogejoxd
a3 110ddns pue uo snoog

(ssaufqr

umo uo 312dxd)
jusurromodury
SIS pue aSpaymoty

"S[eo3 pue spaau
[eNPIAIPUT UO YIOA

(adg 4erxue
uorssaxdap “3-9)
:SI9PIOSTp o1j10ads
107 AdeI0T)

dnoi3 pazirenuey

Adezoy
Surajos-ws[qoig
BURIPOYIASJ
Adexayy aanrudo)
Je1san

dnoio oryadg
-I9pI0SI(] IO

[euonesnpaoydLsq

dnoin
PIIUILIQ-UOSIdJ

*SIOqUIAT -owy ue je “PaIISIp I JOIJUOD
S109I1p pue Sped] A[oAnoe UOT}ORINUI 118)S Ued [V pue suonjows Y3y sdnoi3 1ojunoougy
pue dnoi3 jo jxed st 3stderay, 31 9pmn3 jou sa0p nq ‘sorureudp dnois3 sdnoi3
*(s10108] 2AT1RIND dnoid) adueyd UOT)ORIDIUT SAJR[NUITIS Sursn s101ART2q ondeueoydAsg dnoio ssado1g
Jo 921nos e se sorureudp dnoid sasn dnoidjoopising  onewnqoid oueyy  sdnoid reuosiadiayuy 10 UoTdRINU]
LSD U1 [apou yova Jo as)) a0 1stdvaay, sjpon) sajduvxg 19POIN
Adexay) dnoisd jo sjopoN T d1qelL



TPMYEI AS[IM 12152410
"yoogyiom juaypd yam [pnuvui Juauiivaly dags-Aq-dajs v uapiosip Aypuosiad aurjiapioq sof Adviay ], vuiayds dnoin *(Z107) T ‘MBYS X °[ T[oIIR] 204108

‘Gunyuaredar ur
uorjedonred sroquiour
dnoig seinoouy

“[oA9] Teyuawrdofosap Touuew aanydepe
sdnoi3 Suryorewr Ue Ul J9W Spasu
quored poo3 ese 1oy 2100 Surjad smoqre ‘suou yim defraao
syuared pooS *$I0}0®J JAIIRIND pue suzoyed o1y (z102 [£103 {)IM 2211} J[e
se (s)istdvaayy ayy Aq pagoairp pue ssaooxd dnoid [euonounysAp ur ‘Meys g [[o1Te] Jo spoadse saurquio))
Apo13a1v.43s 24v Aay3 “TOAIMOY S9SSOUTRY JeT[) JoUUe sagueyd SMofTe ey} {6007 T2qQQIM Adexayy,
18D Jo s1oadse ar1e 9A0Qe 31} JO [y e ur dnosd o) Jonpuo)  d3ueypd spour ewAYOS ‘Meys TPIIR]) 1SD ewrdYdS dnoin
LSD U1 [apoud yov3 fo as)) ajo4 3stdvaay, S|poD) sajduvxy 1PPON

(ponunuo)) %' dqel,
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in the group. If only one therapist is possible in a setting, it will be helpful to
increase the amount of structure (e.g., homework review, working together
on assignments, more use of written exercises). If a choice must be made as
to which of the group components to use two therapists in, we suggest the
Experiential Mode Work sessions.

We define two different therapist roles that are either assumed alternately
by the group therapists, or, in the situation where one is more experienced
in ST or group, the two roles may be divided based upon difficulty level.
They are:

1. the therapist who leads the work;

2. the therapist who maintains connection with all patients and monitors
the needs of the group members not immediately involved in the work
of the moment.

Connection is maintained by therapist 2 in part by making eye contact in a
directed manner around the group. The eye contact, when returned, can be
followed by a nod or little smile, some nonverbal acknowledgment. Even
when patients do not make eye contact, they report that they are aware of
being checked on and that this is reassuring. Therapist 2 may also move to
sit closer to a patient in distress without stopping the work that therapist
1 is leading. Therapist 2 may give the patient in distress a piece of soothing
fleece, a shawl, or another comfort object kept in the group room. The ther-
apist in role 2 is every bit as important as role 1. Therapist role 2 includes
stopping the action at times if individual focus has gone on too long and the
rest of the group is detaching or the tension level in the group needs to be
reduced. The therapist 2 intervention may be as simple as stopping every-
thing and saying to therapist 1: “We need to stop for a moment and check in
with the rest of the group. Everyone just take a nice, deep breath and shake
out your shoulders” This is followed by a brief check-in and regrouping
before going back to the work or changing direction somewhat to better
meet the needs of more of the group. The “dance” of the two group thera-
pists is described extensively in Farrell and Shaw (2012) and demonstrated
in a DVD series of Farrell and Shaw leading a group of patients with BPD
(played by schema therapists) (Zarbock, Rahn, Farrell, & Shaw, 2011). As a
beginning co-therapist team it is helpful to plan ahead of time who will take
what role in terms of material to present, leading an exercise, and so forth.
Over time, it becomes second nature for one therapist to move to role 2
when the other is in role 1. Therapists must keep in mind that a goal of GST
is that every patient have some defined role in experiential exercises; no one
is left just watching. It may be the role of an assigned observer who has a
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specific monitoring task, or if someone is in some distress the task for them
may be taking care of themselves by taking a seat out of the action wrapped
in a shawl, but no one is left out.

2.4 The Components of Schema Therapy

One of the unique aspects of ST is its strategic integration of experiential,
cognitive, and behavioral pattern-breaking interventions to accomplish the
goals of the model. We speculate that the large treatment-effect sizes that
ST demonstrates for BPD patients are due, in part, to this integrative
approach which facilitates deeper-level and long-lasting personality change
(Giesen-Bloo et al., 2006; Farrell, Shaw, & Webber, 2009). ST is the only truly
integrative approach to personality disorder treatment. Other approaches
are weighted toward cognitive, behavioral, or experiential interventions to
the neglect of the other components. Inclusion of all three components is
necessary to maintain the integrity of the ST model.



3

The Integrated Schema Therapy
Treatment Program

The integrated Individual and Group ST program described here was
designed to meet the needs of a range of treatment settings and lengths.
In intensive settings, such as inpatient and day hospitals and intensive
outpatient settings (IOPs), group and individual sessions are commonly
combined. Having a structured ST program with coordinated contents
and materials for both modalities makes the best use of these settings and
facilitates therapy progress. Uncontrolled pilot trials on an all-BPD inpatient
units demonstrated significant treatment effects for intensive ST programs,
which combined the individual and the group modality (Reiss, Lieb, Arntz,
Shaw, & Farrell, 2013a). Whether Group Schema Therapy (GST) delivered
in a massed format in inpatient or in day therapy, or over a year in traditional
outpatient psychotherapy, is more effective in terms of clinical outcome and
cost-effectiveness is a research question yet to be determined. As with most
treatment, the answer is likely to be determined in large part by the patients
being treated.

The individual and group formats can be seen as having a reciprocal
relationship. Educating the group members on the topic of early maladaptive
schemas and schema modes takes place primarily in the group setting.
Individual therapy provides the therapist and patient an opportunity to
expound on these topics and how they relate to the person’s individual process.
This deeper understanding can then serve to move the group process forward.
As individual group members become familiar with how the modes operate in
their own experience they are then able to bring this understanding to their
peers. This sharing is often more powerful than the examples the therapists
can provide.

Table 3.1 presents the integrated ST program by session.

The Schema Therapy Clinician’s Guide, First Edition. Joan M. Farrell, Neele Reiss, and Ida A. Shaw.
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.
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26 3 The Integrated Schema Therapy Treatment Program

It is important to support the value of both modalities and all compo-
nents of the program. Some patients will prefer individual sessions and
others group sessions. In this program the majority of treatment hours
involve group sessions, but it is the strategic combination of treatment
modalities and the inclusion of all core ST components that work together
to accomplish the goals of the treatment program. All members of the
treatment team must consistently support this view. Patients may begin
the program having had negative experiences in some other groups
and with the idea that individual therapy is “better” Yet, when the whole
array of possible new experiences during group treatment and the tre-
mendous benefits that are possible in that modality are explained to
patients effectively, they tend to understand the importance of using both
modalities. This information can be given to patients during their
assessment for the ST program when they are informed about the
program and its requirements.

3.1 The Patients: Who Are Good Candidates?

As previously stated, ST can be implemented with a wide range of patient
populations, including the most challenging. For this program:

* Inclusion criteria are: patients with personality disorders or features,
complex trauma, or chronic problems that have not responded to other
treatments and who are motivated to participate in GST and able to
commit to the length of treatment.

* Exclusion criteria are: patients with lifetime Axis I psychotic diagnoses
(it is important to not exclude based upon the transient psychotic episodes
of severe BPD, which are sometimes misdiagnosed), ADHD meeting
childhood criteria with symptoms uncontrolled by pharmacotherapy,
inability to speak or read the language the group will be conducted in,
or an IQ below 80.

We use this IQ cut-off based on our experience of patients below this level
becoming frustrated by difficulties in keeping up with the group material.
These difficulties often are perceived as unacceptable differences and
consequently they activate defectiveness and failure schemas in such a
manner that it is difficult to help those patients. A homogeneous group
with lower-IQ patients is a possibility that has not yet been evaluated.
When we began all-BPD patient groups in 1989, many of our colleagues
questioned our judgment. Over 20 years later, we have the data to support
our innovation.
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3.2 The Group Schema Therapy Sessions

The Group Schema Therapy model of the program is consistent theoreti-
cally with the model and theory of ST as developed by Young (Farrell,
Young, & Shaw, 2011). The goals and therapist approach are the same
and ST interventions are adapted to delivery in a group. GST is thor-
oughly presented in the treatment manual by Farrell and Shaw (2012).
The group sessions of this treatment program are described individually
in Chapter 4. Detailed therapist notes sections including sample scripts for
sessions are provided, as well as patient materials (handouts, exercises,
and therapy assignments) for each session. The manual is set up to
accommodate the reader by placing handouts and therapy assignments
following their description in the text. The patient handouts and assign-
ments are also provided for your use in downloadable form on the
companion web site at www.wiley.com/go/farrell.

GST follows the stages of IST described in Section 2.2, but these stages
are affected by the naturally occurring stages of therapy groups. These are:
bonding and cohesiveness; conflict; establishing norms and the working
group (Yalom & Leszcz, 2005). In GST, therapists actively encourage the
positive aspects of each stage. The group therapist must be active in facili-
tating the bonding and working stages of the group and set limits on, and
re-channel, conflict. Limit setting and empathic confrontation ensure that
the inevitable conflict that arises leads to healing and growth. The autonomy
stage in ST takes place as the Healthy Adult Mode develops and becomes
stronger. The working group stage is facilitated by patients having some
access to the Healthy Adult Mode. Early in this stage, therapists often must
lead, or lend patients some of their Healthy Adult Mode. Later on, it is
important for therapists to step back and allow patients to try out their
Healthy Adult skills. Obviously, individual groups will plot their own
course through these stages. In addition, the stages are not linear. Groups
return to the bonding or conflict stages at times, particularly in response
to challenging events in the group or difficult life events.

The group itself is an important source of interpersonal learning, offering
many opportunities for modeling and vicarious learning. Our patients
frequently tell us that it took watching an Angry Child Mode tantrum in a
peer for them to truly understand the effect of that behavior on others and
to be motivated to change. The ST group functions as a supportive family
and is often the first time a patient has experienced this. The experience
of acceptance in the group has tremendous therapeutic value at the emotional
level for the Vulnerable Child Mode. Group is a place to practice forming
and maintaining healthier relationships, explore boundaries, develop
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communication skills, and learn how to negotiate and resolve conflict
when needs are at odds. Because the impairment of personality disorders has
such a large interpersonal component, one might argue that a setting rich in
interpersonal interactions is especially well suited to providing the required
corrective emotional experiences.

For the purpose of matching the needs of intensive programs for multiple
weekly group sessions with therapists having different training and strengths,
we have developed four types of ST group session. Each focuses primarily on
one or two of the ST components and, when combined, they cover the basic
experiential, cognitive, and behavioral ST interventions. The four sets of
group sessions are: Education about the ST model, Mode Awareness, Mode
Management, and Experiential Mode Work. What follows is a brief descrip-
tion of the group sessions and the ST components covered in them.

3.2.1 The “Welcome” session

We start group treatment with a session, as the name indicates, in which the
goal is to make patients feel welcome and convey that they are important
members of our group. All therapists of the treatment team attend this
session so that they can be introduced and give patients the opportunity
to ask questions. We orient patients to the program and its ground rules
(Welcome Group Handout 1: GST Ground Rules (WEL 1)) and discuss
what to expect in group sessions. We do an introduction to imagery exercise,
the first safety exercise (Welcome Group Handout 2: The Bubble-Safety
Technique (WEL 2)), and an experiential exercise that facilitates connection
(see Section 4.2 and Therapist Instructions - Welcome Group: The Group
Identity Bracelet (WEL-TT).

3.2.2 Schema Therapy Education sessions

Schema Therapy begins with education about the Schema Therapy model
and how it is used to explain psychological problems and their treatment.
This provides a shared user-friendly language in which the therapists and
patients can communicate. Providing this information is empowering
and facilitates collaboration. There are five ST Education sessions, each
50-60 minutes long. Schema Therapy Education patient handouts are
provided, labeled ST-ED1 to ST-ED5.

3.2.3 Mode Awareness sessions

This component has the goal of patients understanding their mode experiences
and being able to identify the trigger situations, the modes, and the underlying
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need. Describing the different components of modes, such as cognitive or
physiological components, can help patients become aware of the mode
they are in. Connecting the current situation to childhood memories
allows them to understand the roots of their schemas and modes. Only
after patients are aware of the mode they are currently in can they make a
conscious decision whether or not to stay in this mode or to access and use
Healthy Adult Mode skills. There are 12 Mode Awareness sessions, each
50-60 minutes long. Mode Awareness patient handouts by mode are labeled
MA-1 to MA-12. Therapist instructions for each session can be found
in Section 4.4.

3.24 Mode Management sessions

Awareness is the first necessary, but not sufficient, step in the process of
mode change. Next comes cognitive work to evaluate with patients the
effectiveness of mode-dominated responses in getting needs met and to
form and evaluate alternate action plans, referred to as Mode Management
Plans. Cognitive, behavioral, and experiential techniques are the main
interventions employed in developing and using Mode Management Plans.
In this component, any barriers to change - beliefs or actions that maintain
maladaptive mode behavior - are identified and worked through. One
example of this work is correction of cognitive distortions that maintain
schemas and modes. The application of Mode Management Plans devel-
oped in these groups provides the needed behavioral pattern-breaking
work which ensures that therapeutic changes generalize to behavior outside
of the therapy setting. There are 12 group sessions for this component, each
90 minutes in length. Mode Management handouts by mode are provided,
labeled MM-1 to MM-12. Therapist instructions for each session can be
found in Section 4.5.

3.2.5 Experiential Mode Work sessions

Experiential Mode Work includes visual imagery, imagery rescripting, mode
dialogues, mode role-plays (an ST intervention similar to psychodrama),
and creative work to symbolize positive experiences. To change modes at
the emotional level we develop “experiential antidotes” with patients. We
are often told by patients: “I know in my head that I am not defective or
abandoned, but I feel defective and abandoned.” This statement summarizes
the need to target the emotional level of modes in order to effect deeper-
level change. Knowing that one is not defective or a failure does not elimi-
nate feeling that one is defective and a failure. Feelings like these (implicit
knowledge), with their accompanying shame, self-hatred, and fears of
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rejection, are what keep patients miserable, unhappy, and functioning
below their abilities even when they have learned cognitive and behavioral
skills. Imagery rescripting and experiences of belonging and acceptance
in a group that serves as an analogue of the primary family combine to
provide multiple corrective emotional learning experiences. Creative
and symbolizing work in the Experiential Work Mode sessions includes
using art or written material that can facilitate recall and the emotional
re-experiencing of schema-contradicting events. Experiential Mode
Work handouts by mode are provided labeled EMW-1 to EMW-12.
Therapist Instructions for these sessions can be found with them in the
text of Section 4.6.

3.3 The Individual Schema Therapy (IST) Sessions

The 12 individual sessions of the program, like Young’s IST, integrate and
include cognitive, experiential, and behavioral pattern-breaking sessions
over their course. The ratio of 12 individual sessions to 42 group sessions
reflects both the particular effectiveness of the group ST modality in impact-
ing maladaptive modes and the relative availability of the two modalities in
the current mental healthcare systems of most countries. This is particularly
true in inpatient, day therapy, and intensive outpatient settings. In the
integrated program, individual sessions are used to take the work done in
group further in terms of individual application. This means assisting
patients in understanding their specific symptoms and psychological prob-
lems in ST terms, working on their versions of the maladaptive, dysfunc-
tional, and healthy modes, and developing an ST case conceptualization
to use as a plan for their treatment. Some patients with severe trauma
histories feel a need to share more of those experiences than is possible
in GST. Although the ST approach to trauma is not to encourage re-expe-
riencing, but rather to rewrite endings of traumatic experiences using
imagery rescripting, there are times when patients have never shared their
abuse and feel a need to start there. Some patients will feel more comfortable
doing imagery rescripting in individual sessions and sometimes there will
not have been time in group to get to everyone. Individual sessions can
ensure that all patients are able to do some rescripting work. They also pro-
vide an opportunity to get help in understanding education material or
applying it to oneself or to go over assignments in more detail than is pos-
sible in group. Some group assignments are referred to individual sessions
for further discussion. Individual sessions can also be used to ensure that
patients understand the group work, are able to apply it to themselves, and
are doing the group assignments in between sessions. An example of the two
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modalities working together occurs with the goal of building the Healthy
Adult Mode. We first learn about ourselves from the reactions of others and
the labels they apply to us. The group is a good place to receive healthy
feedback and to have early misinformation corrected. Feedback and new
positive labels from peers can be powerfully challenging to maladaptive
schemas like defectiveness/shame and failure. This feedback and related
group corrective emotional experiences can be further processed and
anchored into a more positive sense of identity in individual sessions. Patient
handouts and assignments by mode are described in Chapter 5 and provided
in reproduceable form on the web site www.wiley.com/go/farrell. They are
labeled IST followed by a mode abbreviation and session number.
There are two main approaches to the use of the 12 individual sessions:

1. Spacing the individual sessions across the period of treatment, whether
it be 12 weeks or 12 months. The sessions can be spaced evenly over
the period of treatment or they can be more frequent at the beginning
of the period and then less frequent as time goes on and patients engage
firmly in the group “family”

2. Giving patients a “bank account” of 12 sessions and allowing them
to decide when they make withdrawals from their accounts. These
withdrawals can be made in 15-50-minute segments.

Table 3.2 presents the goals, foci, and patient materials for each component
of ST treatment.

3.4 Options for the Delivery of the
Treatment Program

A number of time frames are in use for both IST and GST. The original
randomized controlled trial (Farrell, Shaw, & Webber, 2009) evaluated the
effectiveness of 30 sessions of 90-minute weekly groups over a period of
eight months when added to 20 months of individual psychotherapy that
was not ST. Thus, the total treatment length was close to two years, with
eight months of that period including ST. The clinical trial of individual
ST evaluated three years of twice-weekly, and then weekly, individual
sessions. Pilot studies from inpatient settings evaluated programs of
approximately 120 hours of group and 12-18 hours of individual ST over
three months. The treatment effect sizes were high in all of these lengths
and formats. These studies are described in Chapter 6. The full program
described in this manual consists of 42 sessions of GST (54hours) and
12 hours of IST. The 90-minute group sessions can have a 10-minute break
if needed to ensure that all remain alert.
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Table 3.2 Treatment components, goals and focus, patient materials list

Component Goals and focus
The Welcome Group Experience being welcomed and valued.
1 session, Meet the therapists (treatment team in

50-60 minutes

Schema Therapy Education
(ST-ED)

5 sessions,

50-60 minutes

Mode Awareness Group
(MA)

12 sessions,

50-60 minutes

Mode Management Group
(MM)

12 sessions,

90 minutes

Experiential Mode
Work Group

(EMW)

12 sessions,

90 minutes

some settings).

First connections with their group of peers
and the therapists.

Understand the program ground rules.

Understand what to expect to experience
in early group sessions.

Understand ST basic concepts and model.

Learn the ST language.

Understand the role of unmet core childhood
needs and modes in their psychological
problems.

Understand the goals of the program.

Understand their experience of the Innate
Child, Maladaptive Coping, Dysfunctional
Parent, and Healthy Modes.

Be able to identify the presence of these modes.

Identify the triggers of modes and the needs
underlying the modes.

Monitor their daily mode activity.

Develop cognitive, behavioral, and experiential
strategies and techniques to manage modes and
healthy action to meet the underlying needs.

Formulate Mode Management Plans and
practice their use. Sessions 1-6 focus
on more immediate, short-term mode
management and 7-12 on long-term mode
management.

The experiential mode-change work of ST.

Imagery, including imagery rescripting, mode
role-plays, therapist-led corrective emotional
experiences.

The experience of belonging and acceptance
in a close analogue to the family.

Expansion of limited reparenting to relationships
with other group members.

Most of the EMW sessions do not have
assignments. They do have extended therapist
instructions and sample scripts.
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Table 3.2 (Continued)

Component Goals and focus

Individual Schema ST Conceptualization, Treatment Goals form and
Therapy (IST) Mode-Problem-Treatment Plan Summary are

12 sessions complete in individual sessions.

50-60 minutes Focus on limited reparenting, safety, bonding.

Individual ST conceptualization.

More experiential, cognitive and behavioral mode
change work of ST.

More detailed work on how material from group
sessions applies to the individual.

Additional imagery rescripting of trauma or
mode issues.

Patient’s ability to share and connect in the group.

Discussion of missed sessions or disruptive to
group behavior.

Crises that are not group related, for example,
finances, housing.

Most of the individual sessions with experiential
exercises do not use handouts.

The program can be delivered in a wide variety of formats to meet the
structure of intensive inpatient treatment, day therapy programs, intensive
outpatient programs, or general outpatient programs, with one or two
sessions a week. Table 3.3 shows what some of these options would look like.

Although the effectiveness of using components of the full program
alone or the individual sessions independent of the group sessions has not
been evaluated, these are also options. In an early pilot we attempted to
provide group sessions without any individual sessions for patients with
BPD in an outpatient community mental health center. This was not found
to be adequate to meet patient needs and consequently we added “bank
accounts” of individual sessions that patients could draw from over a
defined time period. If this seems like a lot of treatment, one has only to
look at the epidemiological data on mental health services when patients
are not given planned treatment (Comtois et al., 2003). One must also keep
in mind that ST is an approach with the goal of recovery, not just symptom
control. GST, with its growing evidence base, has the potential to be
cost-effective and widely available. This would help to solve the problem of
the demand for BPD treatment exceeding the supply of evidence-based
options, particularly in public mental health settings.
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Opverall, we think that using the full 42 group sessions and 12 individual
sessions of the program is optimal, but realize that it may not be possible
for all settings. Some inpatient settings may have only four or six weeks
and in that case the first six weeks of this program could be implemented.
We want to stress, however, that the four components of mode change
presented here, combined with limited reparenting, are the minimum
necessary components to meet adherence criteria for a program to be
described as ST.

3.5 Structural Aspects of the Group Sessions

We suggest eight patients as the ideal group size with two therapists. Ten
to twelve is possible with very experienced group therapists. With one
therapist it is better to have six patients. This being said, we have been
in situations with twelve patients and one therapist. The developmental
level of the group, the strength of patients’ Healthy Adult Mode, and
the composition of the group make more difference than number alone.
Again, the practical demands of clinical settings often determine
number. In our pilot studies (Reiss et al., 2013a), owing to a budget cut
we had the opportunity to compare our treatment effect size for groups
of 11 BPD inpatients with one versus two group therapists. Although
improvement was still significant and matched the result of other
approaches to BPD treatment, it was much lower than our result with a
two-therapist pair.

Most general healthcare settings, in contrast to research settings, are
not able to run totally closed groups in which all group members begin and
end a 12-week program at the same time. For that reason, this manual is
arranged with the option of two program admission points, six weeks apart,
which can be used to stagger admissions. To facilitate these planned
additions of new patients, the program has two cycles of six weeks. Groups
may be open or closed depending upon your setting and whether you are
conducting a research study or clinical practice. When conducting a trial,
we have closed groups. In clinical practice, groups are usually open. There
are pros and cons to each approach and we can only speculate about
differential effectiveness since we have no comparative studies to guide us.
One advantage of a closed group is that all patients are learning the material
at the same time and have a longer period of time in the same group, hope-
fully facilitating cohesiveness. A 12-week closed group can more easily
build upon itself. Sometimes newer patients felt “left out” when group
experiences from the preceding six weeks were shared, or compared them-
selves negatively to the senior members and had defectiveness schemas
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activated. Staggered admissions also require some use of group time to
answer questions from new patients that senior patients already under-
stand. However, we have also observed treatment benefits in open groups
when the patients admitted at time 1, who after six weeks are familiar
with the program, are given the task of being “big sister or brother” or
“mentor” to the newly admitted patients. The “senior” patients have
opportunities for experiences of competence that can contribute to
positive changes in schemas of defectiveness and failure. Many patients
have told us that being a mentor was the first time they experienced
feeling that they had value or were competent. The newly admitted
patients can have the healing experience for their Vulnerable Child
Mode of a supportive older sibling and having their need for acceptance
and connection met.

Planned additions to ongoing open groups are suggested. When adding
patients, it is preferable to add at least two at a time to give newcomers a
“buddy” for support in the entry process. In the event of early drop-out, it is
possible to add replacement patients within the first four weeks of the group’s
existence. It can be difficult in inpatient settings to admit eight patients at the
same time. One solution is to add four at a time, so you have equal numbers
of new and senior patients.

3.6 Assessment and Orientation

As part of their assessment for the program, patients have one or two
individual meetings with a member of the treatment team. In these meet-
ings they are evaluated for inclusion using the criteria for the particular
program and setting. They will have completed the short Schema Mode
Inventory (SMIL; Lobbestael, van Vreeswijk, Spinhoven, Schouten, &
Arntz, 2010; Reiss et al., 2012) and are asked to bring the SMI to this
meeting(s). These inventories help define ST treatment goals and are
used as outcome measures for the program. We also test motivation and
the ability to commit to the treatment period in terms of psychological
and practical issues. We want to make sure that they do not anticipate a
move out of the area or a change of job or lifestyle (marriage, birth of a
child) that would interrupt their participation. Unforeseen events occur
in life, but we have found it important to inquire about those that can
be anticipated. We make clear the seriousness of the commitment they
are making to the group and that we are making to them, and describe
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the negative effects on a group when people leave prematurely. About 80%
of the patients we screen decide to join a group. In the first outpatient
study we did, we had zero drop-outs over the 14 months of the study
(Farrell et al., 2009). In inpatient pilots of the integrated program there
was over 90% retention (Reiss et al., 2013a).

As part of preparing patients for ST treatment we briefly go over
their SMI results and discuss why the program, including the group
component, is being recommended for them. We need to have enough
information about them to be able to describe what we think the bene-
fits of group will be for them specifically. We want to have the opportu-
nity to give them the information they need to make an informed
commitment to the group based upon this information. We inquire
about any previous experience with therapy groups, good or bad, and
describe what the Schema Therapy group is like and why it is likely to be
a different experience. Many patients, particularly those with BPD, can
give a number of examples of negative group experiences they have had
in other group therapies. We want to instill hope about GST, so we
describe how it has helped people with similar problems, the promising
results of ongoing research, and our own experiences. We sometimes
give them the press release about ST outcome research which is avail-
able on the International Society Schema Therapy web site (www.
isstonline.com/). We validate their concerns, discuss any fears they
have, and try to give reassurance. We describe some of the struggles
that patients often have early in a group owing to Maladaptive Coping
and Dysfunctional Parent Modes and let them know that we will work
with those issues in the group. Warning them about these feelings
and that they pass over time helps them to understand their meaning
if they occur. It also decreases the likelihood that they will overreact
to normal early struggles by leaving the program, particularly the
group component. We discuss their hopes about the group and tell
them about the high approval rating we have from other patients and
the very large positive effects from research. We go over the unique
advantages of group treatment and invite discussion to accomplish
“buy-in” If we are videotaping sessions, we explain the purposes (i.e.,
research, training, therapist review, their review) and obtain written
consent. This session functions as an anticipatory socialization for
ST treatment.

What follows is an example of the way we address common issues like
early discomfort and avoidance.
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Sample Therapist Script

Group therapy is different from individual and there are some initial
adjustments that the whole group needs to make. We need to get to
know each other, figure out how we are going to work with each other,
and deal with the uncomfortable feelings we all may have during this
process. If your early experiences with groups, for example, family,
school, or neighborhood, have been difficult, you could have the
impulse, if the group at first feels difficult, too, to leave it. This kind of
avoidance as a way to cope with uncomfortable emotions is actually
one of the maladaptive coping responses that we will be working on in
the group because it keeps you stuck. So, if you have that reaction and
bring it up in the group, we can talk about it and find healthy ways
for you to feel more comfortable. What we just described is one of the
important opportunities that a group offers. With time and the help
of the therapists, people come to feel that they have understanding,
emotional support, and a sense of belonging that they want and never
had before. It is this kind of belonging that can fill some of the empti-
ness that you may experience. So, the group can become a kind of
healthy family in which the child parts of you, which did not have
their normal, healthy needs met growing up, can have these needs
for validation, acceptance, liking, and so forth met and the

little child in you can heal.

We explain that it takes about six sessions to begin to feel comfortable in any
group and we stress the importance of not making a decision to leave during
that period. We describe the attendance requirements of the program here
also. Outpatients are required to call a designated person if they are unable
to attend a session. If they do not call in, they will be called. This calling is
handled primarily by the group members. The roles of being the person who
takes calls and who calls members who miss a session are rotated monthly
among the patients.

If a group member is not following the attendance guidelines, it should
be discussed with him/her in the group (or if the problem is non-atten-
dance, it may be discussed without him/her). The group is given input
into how this is handled. Empathic confrontation first, followed by limit
setting if necessary, is recommended. Of course, all of these responses need
to consider the reason for absences. A member who is hospitalized, ill, or
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taking care of a sick relative or friend, for example, should receive a dif-
ferent response than a member who says “I forgot,” “I didn’t feel like
coming,” or “I went to a movie instead.” The first set of reasons is accept-
able, although the issues of self-sacrifice, healthy boundaries, and the
need to care for oneself could be explored in the example of caring for
others. In the case of the patient who “forgets,” it could be due to over-
whelming stress and, at first, the group could offer to help with reminder
calls. “Not wanting to come” needs to be explored and “going to a movie
instead” empathically confronted. A technique that can be used to com-
municate to an absent member that he/she is important to the group, and
that his/her absence affects the group, is to have everyone write a very
brief note communicating this information. These notes are placed on
the absent member’s chair when he/she returns. Whether due to healthy
remorse over an absence (e.g., the case of the patient who wanted to sleep
in that day) or reassurance for an avoidant patient, this strategy does
decrease absences.

Outpatients are informed that if they miss 2-3 sessions in a row and
they are not reachable by phone or responding, a letter is sent empha-
sizing the need to contact. All group members sign this letter along with
the therapists. If there is no response to this contact, a letter will be sent
telling them that they are no longer in the program and they will need to
reapply if they want treatment in the future. Inpatients are told that they
are expected to attend all sessions unless they are physically ill and excused
from a session. If they miss 2-3 sessions in a row, the same process of
discussion and recommitment is employed. In this case they may meet
with the treatment team to discuss their attendance problem. They can
also be dropped from the program for lack of compliance. In some set-
tings this means that they would remain hospitalized but be transferred
to another treatment program in the hospital.

We give patients a copy of the group ground rules in the first orientation
session, suggesting that they read them over and come back to the final
session with any questions. The ground rules are referred to in the
Welcome group as well. We tell patients that these are the guidelines for
safety and an effective working group that we have worked out over the
years with our patients. We tell them that they have worked for most
groups, but if there is something in them unrelated to safety that their
particular group wants to change, we are happy to discuss it. An example
of our ground rules follows and is available in the patient material as
Welcome Group Handout 1: GST Ground Rules (WEL 1).
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Welcome Group Handout 1:
GST Ground Rules

The goals of the group sessions include:

* providing you with a new way to understand the psychological
problems you have and how you can recover from them;

* how to make changes in your life to function better, be happier
and more fulfilled;

* helping you to increase your feeling of emotional stability, your
comfort level, and your ability to tolerate distress without acting
in ways that are harmful to you.

These are ambitious goals that will take time and a good deal of
effort on your part. This program will help you learn about and
understand your feelings, needs, and thoughts; the impact of
childhood experiences on the present; and provide you with healthy
coping skills to try out in the safe and supportive environment of
the group.

The ground rules for the group are not meant to be a lot of red
tape, but to help make the group a safe and supportive environ-
ment for everyone. They were developed over years with consul-
tation from many groups of patients like you. We have ground
rules so that everyone will know what to expect and what is
expected of them, members and therapists. If problems with them
come up, they can be discussed at any time in the group. If there is
something that does not fit for this group, we will discuss how to
change it as long as safety is not compromised. We want them to
work for this group.

1. Attendance

Members are expected to attend all sessions and be on time. Groups
over the years decided that if people are more than 10 minutes late
without an emergency reason or something outside of their control
(for example, delayed in traffic due to an accident or construction),
they cannot join while the group is in progress. They will need to wait
until after the break to join. Only holidays, planned vacations, emer-
gencies, or unforeseen conflicts are considered sufficient reason to
miss a group session. If an emergency arises, please call in to inform
us so that the group does not worry about your safety.
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2. Your Responsibility as a Group Member

Part of your responsibility as a group member is to try. The exer-
cises have been developed to help you learn about your emotions
and modes and come to feel that you have some control over them.
Members are expected to try to take care of themselves in the
session. This means that if the group is doing an exercise that you
feel you cannot do yet, you will take responsibility not to do it.
There will usually be an assignment suggested to go along with
most sessions. These assignments are set up to help you apply
things learned in the group to your life situations outside the
group. Part of “trying” is that members are expected to try their
best to do the group and individual assignments and, if for some
reason you are not able to, to let us know what interfered so that we
can help you with it.

3. Respect for Other Members

Members are expected to respect other members physical and
emotional space. This means that no one will touch another
member without permission and if a member does not want
to answer any question, this will be respected. Yelling at others,
calling them names, throwing things, and threatening physical
harm are obvious examples of unacceptable disrespect that will not
be allowed. On the emotional level, this means only asking ques-
tions of another member that you yourself would be willing to
answer and accepting a response of “I don't feel comfortable
answering that question right now”” It is also important to be gentle
with others when they are in the Vulnerable Child Mode. We realize
that you may be struggling with controlling anger and verbal out-
bursts, so the therapists will help you get these behaviors under
control if they happen in the group. You will not be “kicked out” for
having symptoms. You will be asked, however, to take a time out in
the group’s safe area or outside the group room in order to get a
problem behavior under control.

4. The Role of the Group Therapists

All members need to know that the therapists will maintain safety
and set limits. At times, this will mean reminding you of the ground
rules and asking you to stop a behavior that breaks them. In that
way the therapist and patient roles in group are different. The
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group therapists in Schema Therapy have the role of acting like
good parents. This means different things depending on the mode
that a group member is in. If you are in the Vulnerable Child Mode
(VCM), a “Good Parent” will find out what you need and, within
the limits of the therapy relationship, try to meet the need or help
you get the need met. For example, a person in VCM will often
express feeling scared or hurt. The therapists can provide protec-
tion, reassurance, comfort, or soothing. If you are in the Angry or
Impulsive Child Modes, which we see as innate child reactions to
needs not being met, a “Good Parent” or therapist will set limits — as
that is one need in that mode. The Angry Child also needs to be
heard, sometimes to vent angry feelings. Venting is different from
attacking others. Sometimes venting can be too disruptive to take
place in the group. In that case, one of the therapists may leave with
a patient for a short time and return after venting has been accom-
plished. An Impulsive Child may need to be stopped from taking
actions that will damage him/her or their relationships. Coping
Modes can also be triggered in group. If a member is using avoidant
coping — missing group, leaving group when upset, spacing out, or
not paying attention, the therapists will confront this by pointing it
out in an empathetic way. The same is true of the Surrender Mode.
The therapists will point this out and help the person examine
whether that action really meets their needs in adult life. The
Overcompensating Modes like Bully-Attack are the modes that
therapists need to respond to with the firmest limits. These modes
cannot go without challenge as they can damage the group environ-
ment and are the modes that get people in the most trouble out in
the world. They can even lead to jail sentences, losing all friends or
family by “burning your bridges” When the therapists are acting as
“Good Parents,” patients can have a number of different reactions,
some based upon their relationships with their real parents in
childhood. Sometimes the therapists will hook schemas or modes
leading to old unhealthy coping behavior. When this happens, it
provides important opportunities for the patient to learn about
what triggers them and how to access their Healthy Adult Mode to
express their need.

5. Confidentiality

Confidentiality is expected of all members for the privacy and safety
of all concerned. Whatever comes up in the group that is of a
personal nature about another member cannot be repeated outside
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the group except with your individual psychotherapist. Please do
not fill a peer in on what happened in a group that he/she missed.
The therapists have that responsibility when it is needed. The actual
exercises and skills learned in the group may be shared with others.

6. Medication/Leaving the Group

(O Please try not to take sedating PRN medications before the group.
Please do not leave the group except for real emergencies. Take care of
toileting before the group so that you can stay for the hour. If you do
have to leave, let the group know what is going on with as little dis-
ruption as possible. People leaving has a disruptive effect on the
group. People often fear that a person is leaving because of something
they said. It can feel disrespectful if people leave for non-emergency
reasons.

7. Your Commitment to the Group

You are asked to consider seriously your commitment to the Schema
Therapy program. Group therapy can be frustrating at times and you
may have strong feelings or reactions to other members. You are one
of only eight people accepted in this program at any given time. This
integration program has limited availability. We are asking you for a
major commitment to stay in the group and we are making a big
investment in you in terms of time and resources. You may have had

O to wait quite a while for a space in this program. Know that others are
waiting for their turn. We ask you to take the responsibility to use this
opportunity to get the specialized treatment that is being offered to
you. You are here because those who referred you believe that you can
be significantly helped here and the Schema Therapy program team
agrees. We feel certain that this program can be of benefit to you if
you complete it.

(These written rules are given to patients.)

3.7 The Milieu of the Treatment Program
3.7.1 Multidisciplinary teams in intensive settings

To help patients feel safe in an inpatient or day care setting, where many
people of different professions work together and some staff work shifts or
have substitute coverage, it is helpful to have a photo book with pictures of
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each treatment team member and a short description (i.e., “My name is ...
Iworkasa...;” along with other pieces of information that would ordinarily
be shared with patients).

Treatment teams usually have members from different professions and
educational backgrounds which can lead to different and sometimes
conflicting ideas about how to interact with and approach patients. This
can at times cause conflict, but can also provide patients with opportunities
to try out their new skills with different people with different backgrounds
and practice resolving conflict in a healthy way. However, when imple-
menting an ST with a treatment team, it is essential that the ST approach of
limited reparenting be adhered to. It would, for example, be very difficult
for patients to understand why one therapist of the treatment team gives
them a soothing object when they are in a Vulnerable Child Mode and
another one gives them a behavior analysis and sends them to their room to
complete it. Without training in ST, some staff members misunderstand
limited reparenting, thinking that it is “spoiling” patients, being too lax, and
so forth. It is important that the psychotherapists clarify that limited repar-
enting must match the mode the patient is in at the time. If in Vulnerable
Child Mode, soothing, protection, reassurance, validation, and so on are
needed, but Angry or Impulsive Child Mode requires firm guidance and
limit setting. Consistency is a childhood need which many of our patients
did not experience and it is an important requirement in a therapeutic
environment. Slight variations in therapists’ behaviors and between thera-
pists are to be expected, but all treatment team members must have the
same general goals (see Section 2.2) and follow the ST treatment model.

It is critical for all members of the treatment team involved in the program
to have read this manual. In inpatient settings, aspects of the limited reparent-
ing environment may seem like a paradigm shift to some members of the
multidisciplinary staff. Understanding the reasons for these changes facili-
tates consistency from all team members. We have attempted to describe very
completely the ST content for each session of this program, including sample
therapist scripts. Other helpful ST literature includes: Young, Klosko, and
Weishaar (2003), Farrell and Shaw (2012), and Arntz and Jacob (2012). Of
course, ST supervision is extremely helpful the first time therapists are
implementing the program. We describe in Chapter 6 the training and
supervision in ST that we recommend for therapists.

We explain to patients the individual and group therapists’ availability
outside of sessions and regular office hours. We suggest that you follow the
general policy of your practice or clinical setting for availability, as long
as you give patients in outpatient settings numbers to access emergency ser-
vices. In inpatient settings there will be staff members present around the
clock, but treatment team members are likely to have limited availability.



3.7 The Milieu of the Treatment Program 45

Often patients, especially those with BPD, are unhappy about having limited
access to you. We express concern about their well-being and make sure that
they know how to access emergency resources. We also explain the reality of
our limitations and the need for a balanced life. Our position on availability
is informed by the Nadort et al. study (2009), which compared effectiveness
of ST with therapist telephone availability versus a plan like the one described
here. The study found no significant differences between the two condi-
tions. We also establish safety plans for patients with life-threatening crises
early in treatment. This begins to give them some responsibility for identi-
tying their potential safety issues within various mode experiences. For the
Vulnerable Child Mode in patients we use transitional objects, voice record-
ings, notes, and so on to help them feel our presence at times of difficulty
and when there will be a gap in sessions for holidays.

3.7.2  The physical environment

Environmental variables can affect treatment and we should attend to them.
One important environmental variable to look at for therapists working with
the ST model is the décor of the room in which therapy is conducted. Patients
should feel welcome and comfortable in the therapy room. To create a limited
reparenting atmosphere, warm, indirect light and comfortable chairs are
suggested. While this is often provided for in private practice, therapists
working in inpatient or day care settings often have to give special attention
to making the therapy rooms look non-institutional. For ST groups it is
crucial to have a room big enough to allow for movement, which is often
required for the experiential exercises. Ideally, there are two therapists for
each group. In groups, chairs can be arranged in a circle, with the therapists
ideally sitting across from one another. This helps therapists notice each
other’s signals more easily. Keep in mind, though, that when a patient is in
distress or an experiential exercise requires it, therapists switch chairs and it
may not always be possible to sit exactly across. It is more important to
meet the patients’ need than formal requirements like sitting across from
one another. If you are a single therapist in a group, switch your position
regularly, so that different patients are able to sit next to you.

Patients are encouraged to bring to therapy things that make them feel safe.
To give them an idea of what these things could be, therapy rooms should be
equipped with pillows, blankets, stuffed animals, pictures, posters, books, and
other items that could be used for soothing and a sense of security. Feeling
comfortable will help patients overcome their Maladaptive Coping Modes. In
inpatient or day care settings it is helpful to let patients decorate their personal
rooms and therapy rooms with posters, creative work, and personal items. If
creative or occupational therapists are part of the treatment team, this can be
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Table 3.4 Schema therapist tool kit

All Purpose Angry/Impulsive Child

« Whiteboard or flip chart « Towels for tug-of-war

o Paper « face cloths to tie up and pitch at objects

o Pens, pencils « Clay, play-doh

o Construction paper o Stress balls

o Magazines - collages o Larger balls to bounce against walls

« Paints, brushes « Tennis racket to hit a mattress or couch

« Tape recorder and tapes « Balloons to blow up and pop

« Ring binders for handouts « Bubble wrap to stomp on

o Index cards  Phone books to tear up (in the USA these
o Stress balls tend to be a few inches thick, but a smaller
« Clay, play-doh one would do)

« Ball of yarn
« Paint color sample strips

Vulnerable Child Happy Child

« Blankets « Crayons, colored pencils
o Shawls « Coloring books

« Stuffed animals o Puzzles

o Kleenex « Puppets

o Children’s books « Playing cards

» Music - soothing » Games

« Beads, stringing for bracelets ~ « Balloons
 Happy music to dance to

The suggestions by mode are meant to provide ideas, not to limit using any tool for any

mode. This is one of the places to be creative!

an opportunity for them to work with patients. It is very helpful to give patients
folders to use for organizing their therapy materials. They enjoy having the
opportunity to design folders individually and they appreciate access to creative
materials for this purpose. Working with patients in this manner is another
opportunity for therapists to form connections. In inpatient or day treatment
units, staff members have innumerable opportunities to interact with patients
and connect to them on different levels. Activities such as baking or organizing
a barbecue together, playing a game, or watching a movie together can be
therapeutic activities. The total influence of all the daily interactions, shared
activities, and treatment components is often more than the sum of its parts.

A variety of materials are needed for the milieu and the experiential
component of ST. Table 3.4 gives a list of the things we like to have available.
The purpose of some of the items will be clearer after Chapters 4 and 5,
which include descriptions of the experiential interventions.
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The Group Schema Therapy
Sessions

The ST program takes one mode at a time, whether this means one mode per
week in inpatient programs or a mode every four weeks in weekly outpatient
programs. The general sequence in which we focus on the modes is:

1. Maladaptive Coping Modes (MCM)

Dysfunctional Parent (DyPM), Punitive Parent (PPM), and Demand-
ing Parent (DePM) Modes

Vulnerable Child Mode (VCM)

Angry and/or Impulsive Child Modes (ACM, ICM)

Happy Child Mode (HCM)

Healthy Adult Mode (HAM)

N

SANR Al

This cycle is repeated twice. In mode categories with more than one major
variant (i.e., the MCMs, DyPMs), the therapy materials are designed so that you
can choose the mode most prevalent in your patient group. This can be done by
spending some session time on each variant or changing the variant in the
second cycle. For the VCM it is the main feeling tone that varies —for example,
sad, fearful, lonely, abused, and/or a combination are common. Again, the make-
up of your group determines your VCM focus. We have combined the ACM and
the ICM to provide some work on both. For each mode the component sessions
have a suggested order: Mode Awareness (MA), Mode Management (MM),
Experiential Mode Work (EMW). Awareness is necessary to move on to Mode
Management or Experiential Mode Work. Table 4.1 lists each of the therapy
assignments and handouts according to the group in which they should be
used. It also provides the page numbers for where they can be found.

There is an important caveat in using a manual and structured program for
ST. Although we specify the main mode, goal, and plan for each session,
the mode or modes that patients are currently in must also be considered.

The Schema Therapy Clinician’s Guide, First Edition. Joan M. Farrell, Neele Reiss, and Ida A. Shaw.
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.
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Table 4.1 List of group handouts, exercises, and assignments by session, mode,
and location
Assignments,
Group Handouts Title Page #
The Welcome Handout WEL 1 Group Ground Rules 40
Group Handout WEL2  The Bubble-Safety Technique 68
(WE)
1 session,
50-60 minutes
Schema Therapy Handout ST-ED 1  What Is a Schema? 71
Education Handout ST-ED 2 Identify Your Mode 78
Group Experiences I
(ST-ED) Handout ST-ED 3  Identify Your Mode 83
5 sessions, Experiences II
50-60 minutes Handout ST-ED 4  Schema Therapy 89
Handout ST-ED 5  Identifying Modes 92
Mode Awareness Assignment MA ~ Awareness of My Maladaptive 97
Group 1-MCM1 Coping Mode
(MA) Assignment MA  Awareness of My Punitive 99
12 sessions, 2a-DyPM1 Parent Mode
50-60 minutes  Assignment MA Awareness of My 101
2b-DyPM1 Demanding Parent Mode
Assignment MA Awareness of My 103
3-VCM1 Vulnerable Child Mode
Assignment MA Awareness of My Angry 105
4-ACM1 Child Mode
Assignment MA Awareness of My Happy 107
5-HCM1 Child Mode
Assignment MA  Accessing My Healthy 112
6&12-HAM1&2 Adult Mode
Assignment MA Connecting with 115
7-MCM2 My Healthy Adult from
My Coping Mode
Assignment MA  Letting My Healthy 117
8a-DyPM2 Adult Mode Banish
My Punitive
Parent Mode
Assignment MA  Letting My Healthy Adult 119
8b-DyPM2 Convert My Demanding

Parent to Reasonable Standards
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Table 4.1 (Continued)
Assignments,
Group Handouts Title Page #
Assignment MA Enlisting My Healthy 121
9-VCM2 Adult to Care for My
Vulnerable Child
Assignment MA Enlisting My Healthy Adult to 123
10-ACM2 Listen to the Needs of My
Angry Child
Assignment MA Letting My Healthy 125
11-HCM2 Adult Mode Learn About
My Identity by Listening
to My Happy Child
Mode
Mode Assignment MM Reducing the Power of the 131
Management 1-MCM1 Maladaptive Coping
Group Modes
(MM) Assignment MM Fighting Your Punitive 147
12 sessions, 2-DyPM1 and Demanding Parent
90 minutes Modes
Assignment MM Caring for Your Vulnerable 153
3-VCM1 Child Mode’s Feelings of
Sadness and Anxiety
Assignment MM Managing Your Angry 159
4-ACM1 Child Mode
Assignment MM Developing Your Happy 164
5-HCM1 Child Mode
Assignment MM Strengthening Your Healthy 168
6-HAM1 Adult Mode
Assignment MM Reducing the Power of 141
7-MCM2 the Maladaptive Coping
Modes - Long-Term
Strategies
Assignment MM Long-Term Strategies to 172
8-DyPM2 Fight Your Dysfunctional
Parent Modes
Assignment MM Long-Term Strategies to Meet 177
9-VCM2 the Needs of Your Vulnerable

Child Mode

(Continued)
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Table 4.1 (Continued)
Assignments,
Group Handouts Title Page #
Assignment MM Long-Term Strategies to 182
10-ACM2 Manage Your Angry
Child Mode
Assignment MM Long-Term Strategies to 185
11-HCM2 Strengthen Your Happy
Child Mode
Assignment MM Long-Term Strategies 188
12-HAM2 to Strengthen Your
Healthy Adult Mode
Experiential Exercise EMW- Experiential Focusing 197
Mode Work 1-MCM1 Exercise
Group Assignment 1 Scripts for the Schema 198
(EMW) EMW 1&7 Modes
12 sessions, MCM 1&2
90 minutes Assignment 2 Safe-Place Image Practice 209
EMW 1&7
MCM 1&2
Handout EMW Punishment and 215
2-DyPM1 Reinforcement:
How Do We Learn?
Exercise EMW Fighting the Punitive 221
2-DyPM1 and Demanding Parent
Modes: Things a
“Good Parent” Would
Say to a Loved Child
Assignment EMW  Practice: Recalling the 224
2&8-DyPM 1&2 Good Parent Script
Assignment EMW  Practice: Imagery for the 236
3&9-VCM 1&2 Vulnerable Child Mode
Assignment EMW  Anger-Release Practice 245
4&10-ACM 1&2
Assignment EMW  Imagery Practice for the 251
5-HCM 1 Happy Child Mode
Assignment EMW  Developing Your Healthy 257
6&12-HCM 1&2 Adult Mode
Assignment EMW  Letting Your Happy 254
11-HCM2 Child Play
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For example, it is the week of the ACM and you realize when you start the
Mode Management group session that most of your patients are in their VCM.
Do you ignore that and go ahead with your plan? In ST the answer is “no,” not
before you address the needs of those patients in some way. This can be done
by acknowledging what you see and asking about the needs present. The
answer is likely to be some version of fear or pain. So you use something
soothing like the “safety-bubble” exercise or other soothing, protective strategy
before going on with the plan for ACM. Before moving on, check out how
successful the intervention was and then move on to the ACM work. In the
worst case you may spend much of the session with the VCM and shorten the
work on the ACM in that session. The ACM is a response to unmet needs, so
addressing the VCM need should also diffuse the ACM. The VCM is a deeper
level of experience than the ACM, so in a way you are taking advantage of the
opportunity to get to the core level of mode-change work. If there is essential
ACM work left undone, there will most likely be future opportunities to
address it over the course of treatment when you find the group in ACM. ST
is strategic work, so we are not suggesting that we go with whatever comes up
in a session in the manner of process or psychodynamic groups. Addressing
the mode present is an example of staying with the goals of ST while adjusting
your specific plan for the session. On the other hand, if you continue with your
plan and ignore the modes present, particularly the VCM, you are likely to hit
resistance. You will also have violated a core principle of limited reparenting as
you will not have responded to the need present and are likely to be experi-
enced by patients as invalidating. The kind of flexibility described here is an
aspect of ST that requires a higher level of skill from therapists than teaching
skills groups. However, it is also this flexibility that makes ST so effective
(Farrell, Shaw, & Webber, 2009) and results in high patient and therapist satis-
faction with it (Reiss et al., 2013b; Spinhoven et al., 2007).

Practitioners new to ST can follow the recommended session order closely
and use the corresponding patient materials described here. Experienced
schema therapists may want to use the material by mode. Cognitive
therapists can try out the experiential exercises provided and experiential
therapists can make use of the cognitive and behavioral techniques also
provided in the manual. Group therapists with no ST training can explore
the ST conceptual model and try out the group exercises. We have attempted
to assemble the sample therapist scripts and patient materials for maximum
flexibility of use. All of the patient material in this manual has been tested
in numerous patient groups and modified and refined based upon their
response and post-group discussions. We suggest that patients be given
loose-leaf binders in which they can assemble the material selected for
them into a workbook.
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4.1 General Therapist Tips for Group
Schema Therapy

General Therapist Tips for GST

General Therapist Tips

1.

Foundation tips

Be warm, genuine, accepting, and present. Be yourself and trust
your intuition.

Ask yourself what a good parent would do. Act like a “good parent”;
help patients identify their needs, try to meet them, and help them
get needs met.

Convey liking.

Acknowledge patients by name.

Validate patients’ emotional experience.

Be like a symphony conductor

In charge in terms of maintaining safety and the ST frame.
Timing is important to a conducting a group - think of a symphony
conductor who recognizes each member and pulls the best from
all into a collaborative product.

Quick to intervene to stop escalation — a member “out of tune”
Nonverbally, gently gesture others to wait, to not interrupt the flow.
Provide structure, particularly early on.

Competent: know what to do or when to ask for additional outside
help.

Be creative and intuitive.

Weave the group together for a cohesive whole.

Parenting style of the therapist

Democratic within the limits of clinical judgment of what is safe
and within the group ground rules.

Collaborative: ask for input from co-leader or group members
(e.g., “OK, what do we want to decide about this?” [situation of a
member 10 minutes late, but with good reason]).

Patience to allow affective process or give patient time to consider
an answer.

Use a supportive, cheerleading, interactive therapist style for the
group as a whole.
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Attend to overall distress level and, if needed, use distress reduction
exercise.

Allow use of space and time out to regulate distress, e.g., pacing.
Allow enough time for group members to answer questions, but
not so much that it increases distress.

Use examples from previous sessions to illustrate concepts. Use
patient examples if you have permission.

Get patients to verbalize what is different now and what they are
doing differently to produce a better outcome.

Reflect accurate reality testing in response to distorted perceptions,
but do not question their feelings.

Communicate acceptance and valuing of their person and
question whether dysfunctional behavior actually meets their
needs. Try to separate person and behavior.

Pull for their strengths and acknowledge their accomplishments
and contributions to the group.

Build the family by facilitating cohesiveness

Weave little bits of personal information about members into
didactic material so that they feel engaged and that you are inter-
ested in them. Weave a summary - e.g., “So Paula and Kristie
both tend to default to a frozen DP, while for Kristalyn, Scott,
Kyle, and Kathleen it is often the Angry Protector Mode and for
Kelly and Rebecca Avoidant Protector is their usual coping style.
Do I have it right?”

Pull them in via examples from their experience that have been
shared with the group, or if you aware of an example from
individual sessions, ask their permission to share it. This should
be done in a discreet manner that lets them know what you are
referring to, but does not reveal too much unless you have per-
mission. For example: “Sue, would it be alright for you or I to
share a little bit with the group about your experience related to
what Jane has shared?”

Draw them in with related questions: “Have any of the rest of you
felt that?”

Recall their heads nodding to a question and comment on it then
or later — e.g., “Paula, I recall that you were nodding when we
talked about how worthless the PP can make a child feel, and so
were you, Kathleen - so you two have experienced that?” Followed
by a number of variations.
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Therapist overall style

Have a goal, but be flexible about your plan for the session. Use
“opportunity work”” Seize experiential moments.

Stay active and prompt discussion — medium length (even short)
silence usually leads to more Maladaptive Coping Modes due to
anxiety or feelings of abandonment. However, do not lecture for a
long period. If your group is not responding to your efforts, stop
and address the process with something like a mode check. This
can be as simple as “I am sensing a lot of detachment as I present
this issue; what is going on for people?”

Prompt discussion; don’t let empty silences go on. Always have
something to go to as a topic, question, or exercise.

Attend intensely - stay connected, eye contact, nods.

Use nonverbal behavior: e.g., lean forward, make inclusive gestures
like open arms.

Invite rather than push. Shape their involvement: e.g., allow
patients to “pass” in the beginning.

Convey interest: “Could you tell us a little more about what that
was like for you?”

Avoid labeling their feelings — help them discover their own emotion
labels.

Use selective self-disclosure of mode experiences. This makes us
seem human and usually leads to more willingness on the patient’s
part to be vulnerable.

Balance attention to each member. Be as fair a parent as you can.

Keep basic ST interventions in mind

Always be aware of the modes and address underlying needs.

Be supportive and accepting of the VC.

Allow the AC to vent and feel heard.

Set limits with ICM.

Empathically confront coping modes. If Bully-Attack or Angry
Protector Mode occurs, set immediate limits on negative effects
on others.

Limit the Dysfunctional Parent Modes and identify them as “not”
the patient, rather the internalized negative aspects of early
caregivers.

Source: Farrell and Shaw (2012)
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One Therapist Focuses on the Group as a Whole
While the Other Leads a Section of Work

1. If someone appears very distressed, go over and make contact by
saying reassuring things like: “You are safe, you are OK, listen to the
words, etc”

2. When we are processing the content, monitor the group when
someone else is leading by making meaningful eye contact,
nods, etc.

3. If you want to take the lead with someone, use the “touch the
nose” signal. Otherwise it is difficult to know whether you will
jump in. With this kind of group we need to not let silence go to
the point that a patient jumps in and pulls the group away from
the focus we have. This then acts as avoidance when we are trying
to focus on difficult content. It is easier to prevent this loss of
focus or avoidance than to bring it back, so the pace of interven-
tion cannot be too slow. This group of patients does not respond
well to silence that is too long.

4. On the other hand, remember not to jump in too quickly after
your partner has just said something that a patient needs to think
about. Remember not to “jump on the bandwagon” of the
individual work another is doing, as it will leave the rest of the
group unattended to. Only jump in if you think your partner’s
schemas are hooked or they are misunderstood or blundering.

Dealing with Conflicting Needs

As “parents” to a large family, we must consider all of the “children.” It
is important to clarify the boundaries for expression of anger in the
group so that everyone will be safe and no one is hurt. Safety needs to
be available for the other group members when anger is being
expressed. Depending upon your group and the size of your group
room, venting may need to take place with one of the therapists in a
separate room. Identify for the group, either before or after, what the
anger is about, to prevent fears that it is personal. Of course, it may
reflect a conflict between members and, if so, it needs some mediation
and resolution in the group. Sometimes this is not possible and the
mediation may occur with the therapists and then be reported to the
group. Empathic confrontation may need to take place privately, since
individuals can feel exposed and vulnerable in the group. Other times,
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ifa disruptive behavior has occurred repeatedly in the group, empathic
confrontation needs to take place there. We find it helpful to “set the
stage” before beginning an empathic confrontation, then allow space
for other members to get involved as long as it remains empathic and
constructive. A therapist would need to intervene if what starts as
empathic confrontation turns into “ganging up on” a patient. The
group can give a member feedback about how they are affected by an
Angry Child tantrum in group. Therapists can use selective self-
disclosure to give feedback also as to the effects on them. Therapist
feedback may take the form of “We love you, but feel hurt and angry
about these repeated verbal attacks” A brief discussion of intent and
effect and actor-observer differences in attribution can be useful
groundwork to provide for giving such feedback. In working in group
with personality disorder patients it is important at the cognitive level
for them to understand the difference between intent and effect and
that they are still responsible for the action they take. We coach the
practice of more constructive, modulated expressions of anger, for
example, milder expressions of anger for small irritants.

The therapists can emphasize that nothing can occur in the group
that they cannot help with in some way. As a last resort, there could be
a situation in which one therapist works with the individual patient and
the other therapist responds to the needs of the rest of the group until a
point is reached where all can resume the group’s interaction.

Learning to Share Your Story in Short Segments or by Mode

In group sessions, the sharing of difficult childhood experiences is
done in brief segments. In this way, over time, patients’ “stories” are
shared. This group-focused approach to sharing information is in
contrast to individual psychotherapy where a block of time is dedi-
cated to one individual. It is also different from the person-centered
group model in which the same is done. On some occasions, one
member may strongly want to share more of his/her story. If the
story is not too detailed regarding abuse and it can be used to make
the important basic point that “children are never to blame for abuse,”
we might let it go on briefly. We try to pay attention to slowing
patients down if they are disclosing too much in early sessions to
prevent them from feeling too embarrassed to come back or for the
group to feel overwhelmed. The way we limit people’s disclosure is to
point out that we don't go into detail about painful or traumatic
experiences because we don’'t want them to re-experience it. We
explain that what is important in healing is to have the ending of the
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experience changed so that what should have happened (i.e., a good
parent there to protect them) will happen in imagery rescripting.
Patients are usually relieved as they have often been told that they
must tell it all and are typically afraid of feeling overwhelmed in
doing so or of overwhelming others.

Shape Group Participation

Some patients (e.g., avoidant ones) may be reluctant at first to share
content verbally, but they may nod (often only a very little bit, so be
observant) in response to something, or if you ask everyone who has
experienced fears around abandonment to raise their hand. Refer to
any of these indications when discussing the material to make it as
interactive as possible. Try to remember the specifics for each patient
as this both conveys interest and helps them feel included in the
group. Point out both commonalities in their experience and
individual differences, as you want to model that both similarities and
differences exist among group members.

De-Escalating High Emotion

We want the ST group to be a place where it is safe to express emotion.
However, in the process of the group, at times it may be necessary to
briefly de-escalate the intensity or prevent a conflict from getting
intense. We simply stop the action and suggest that: “Everyone take a
deep breath and let’s do a quick check-in to make sure we all feel safe
before continuing” This does not have to communicate to patients
who are venting that they have to stop, rather it gives others the oppor-
tunity to move or do what they need to, in order to protect themselves.
The message is that we will find a way for everyone in the group to get
what they need even when those things are different. This message is a
central, important one to give to our patients. It is also acceptable as
therapists to stop the action so that we can take a deep breath and have
a moment to think or to manage a mode of our own.

Dealing with Intense Memories, Flashbacks, and Dissociation

1. Help the patient who is experiencing the intense emotion, memory,
re-experiencing, or flashback to return to his/her safe-place image
(SPI) and “Everyone can go back to your SPI, know that you are here
with (name the therapists present) and all of your group, there are
no unsafe people here, you are surrounded by safe people, and no one
from the past can hurt you” This helps with reality orientation, as
one would do individually to help a patient come out of a flashback
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experience. Add anything else you think will facilitate being in
today’s reality with your specific group members.

2. Go into the experience in the role of “Good Parent” to stop
whoever is threatening or hurting him/her. You can have the
group members come into the image to stand around him/her
protectively and you could say that they are providing witnesses
and additional protection for the Vulnerable Child Mode.

3. We work with patients who dissociate to recognize early cues
and use sensory and tactile interventions to prevent dissociation.
For some patients, sitting across from one of the therapists or a
particular peer and keeping eye contact helps them stay present.
Some patients will want to sit next to therapists for this purpose
and the connecting fleece pieces can also be used to establish a
concrete connection. Staying connected can prevent dissocia-
tion. If a patient does dissociate and is not actively in distress, we
might put one of the therapist-kit shawls around him/her and, if
needed, explain to the group that he/she is safe. In a group where
only one or two patients experience this, we would explain it as a
version of Avoidant Protector at a point when the dissociated
patient was back in connection with the group. (See Farrell &
Shaw, 2012 for additional discussion of dissociation.)

Limited Reparenting for the Vulnerable Child Mode

In sessions where we access the Vulnerable Child Mode, therapists
need to pay particular attention to using a warm, caring tone of voice
and to provide comfort, including hugs if requested or if permission
has been given. Physical contact is a sensitive area, but one that is
important to patients in the VCM. The bottom line is that there
should be no confusion about the contact being anything but sup-
portive and not erotic or sexual. Interacting with patients in the VCM,
our contact should be that of a good parent only. This means no more
than the light hug we might give a close colleague (in some cultures),
pat on the back or shoulder (not the knee or thigh), taking a hand for
a brief period. What form the caring contact takes depends upon the
norms of your culture, the ethical code of your setting, and your
personal comfort. Affection appropriate to limited reparenting can
always be done in imagery as well. Gender difference is also a
consideration.

Therapy Assignments

We use assignments in a flexible way. Completing them is not the only
acceptable response, particularly in early sessions. For example, it counts
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if you “thought about it” or became aware of a barrier to completing the
assignment (e.g., the topic triggered the Detached Protector Mode or
another mode). This approach to assignments is very important as a way
to encourage avoidant patients and any with failure and defectiveness/
shame schemas to take the risk of trying. If not attempting assignments
is a repeated issue, it can be discussed in a general way without singling
anyone out. Discussing it in a supportive manner in the group is helpful
as peers may have ideas from their experience about what the difficulty
is and what some solutions might be. The experience of receiving help
from the therapists and the group when they are having a problem is an
effective antidote for the mistrust/abuse schema and Dysfunctional
Parent Modes. This is an example of using the process and experiences
that are possible in a group as well as the content.

Elaboration of the tasks of the group therapists and coordination of the two
therapists as a team in GST can be found in Farrell and Shaw (2012).

4.2 The Welcome Group Session

The purpose of this group is as the title says — to welcome patients to the ST
program. This group acts as an orientation to the program and to remind
patients of some of the topics that were reviewed briefly with them during the
assessment stage. We also think of it as an opportunity for an encouraging
“pep talk” about the program and an opportunity to instill some hope.

Beginning the session

Hello. We want to give you a warm welcome to the ST group part of
the treatment program. We are glad to see all of you here and happy
that you have committed to be part of our program and this group.
You don’t know us or each other well yet, but over time all of the ther-
apists are committed to the group being a safe place for all of you -
like a healthy family environment - to work in. We look forward to
working with all of you. I am (give your name) and in a few minutes
we will all be introduced to each other in an exercise that we like to
use to start the program. This first group session is all about making
you feel welcome here, so we will be talking about what you can
expect and we will answer any questions you may have. The way we
establish safety and respect here is outlined in the ground rules that
you were given when you were accepted for the program. We will go
into them a little later because first we are going to do a short
exercise to help us connect.
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Group Exercise 1: The Group Connection Exercise

We are going to do an exercise now with this ball of yarn. First
I am going to wrap it twice around my hand so that I have a firm
connection and then I am going to throw it to one of you. When
I do, I will say my name and my role in the program. The other
therapist(s — plural as needed) will all do the same thing. I would
like each of you to tell us your name and where you are from.
Wrap the yarn around your hand, not too tightly, and when you
are ready to throw the ball, make eye contact with the person you
are throwing to and let it go. That will help their chance of
catching it. The last person who will be thrown to is T2.

Patients and therapists toss the ball of yarn back and forth, each
person connecting to the yarn by wrapping it around their hand so
that a web of connections is constructed within the group circle. After
all are connected once with the yarn, we have them make another
connection around the circle from person to person. Then we
comment on the added connections. [Make sure that you have a large
enough ball to include everyone with the two connections.]

Now we are going to make a second connection. Wrap the yarn
around your hand again and then pass it to the person on your
right and say your name one more time. When it gets to T2, he/
she will throw it across to me. [After this is accomplished]
Be aware of all the connections we have right now, feel the strength
of them (the therapists playfully tug their various connections,
making eye contact with group members and smiling). [In the
rare occurrence of the yarn breaking — quickly tie a knot to
bring the ends together and say “Fortunately, even if a connec-
tion breaks briefly here it can be restored”] Take a snapshot of
our connection matrix in your minds eye that you can later bring
to mind to remember your place in the group. Look at all the con-
nections and see how we are all linked together. Every one of you
is important to the group. You matter and are needed to

make our group strong and whole.

The next part of the exercise starts with the therapist and asks what
each person wants one of their connections to represent or contribute
to the group. T2 [whichever of the two therapists for that group who
has not been leading so far] pulls on one of the strings attaching her
to the group and says:
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I want this string to represent trust. (Then he/she looks to the
right-hand patient.) What do you want your connection to the
group to represent? (This is repeated until all have had a turn.
After that, the therapist again points to the connections.) Let’s
feel the strength of our connections again (playful tugging).
I want you to pay close attention to what happens if I do this
(T1 lets go of the yarn). Could you feel it? What if one more lets
go? How was that, what did it do to our connection? (Leave time
for some responses.) That is what happens when one of us is not
here — a connection is lost. [After brief discussion] Let’s restore
our connection now. How does it feel when we do that? [Despite
patients having just met each other, they usually respond to the
connection being dropped. If no one verbalizes this, the thera-
pist can model a reaction of some loss or difference in energy or
even temperature — less warm.] We aren’t going to keep this in
place all the time, but when we want to really feel our connection
reinforced we can bring it out. For now, let’s lay it down on the
floor in front of us. We do have some ways to keep your
awareness of our connection in the group.

Therapist Tip

This is usually a positive exercise for patients. If a problem arises,
try to deal with it in terms of the ST model. For example, if
someone feels uncomfortable with the connection, don't force it,
rather support them connecting at whatever level they can. That
may mean sitting in the group with the connecting yarn attached
to their chair, not their body, or if they do not feel safe connecting
with the group as a whole, but have therapists or patients they
feel safe with, let them use a piece of yarn to connect with that
person. Be creative, as all you are trying to accomplish is the
beginning of connection.

The middle of the session

We emphasize connection since work on secure attachment is an important
concept in ST and bonding is where treatment begins. At this point we want
to give patients a tangible object that symbolizes their membership in the
group. A number of different variations have been tried and we list them here
for you to choose from, or develop your own for your setting and group.
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Variation 1: Give each patient a piece of the yarn to take with them to
represent the group connection. Be sure to cut it from the same ball of
yarn that was used, but not the portion that actually connected the
patients and therapists. We learned the hard way when we cut the yarn
we had used and patients felt that we had cut their connections.
Psychotherapists in the Netherlands modified this to have patients tie
the yarn around their wrists like a bracelet. They told their patients
about the custom in Asia of having a string from the temple and wearing
it as a bracelet until it fell off. That group liked the idea and added that
when it wore off they would do the exercise again to have a new piece
and renew the connection. These patients expressed shock at the next
session when they saw that their therapists were still wearing the group
string-bracelets. They were surprised that the group meant enough to
the therapists for them to keep the strings on. This suggests that the
bracelet exercise can also strengthen or deepen the group’s feelings of
connection with the therapists.

Variation 2: Give each patient a glass bead that represents the group to place
on the string and have the person sitting next to you in the circle tie the
bracelet with the bead onto your wrist. We call this one the “bead of mem-
bership” and it is very popular with male and female patients. We have
people whom we met with years later who still had their beads made into
a key chain or on the string in their purse. (See Therapist Instructions -
Welcome Group: The Group Identity Bracelet (WEL-TI).) This variation
can be followed up with additional beads for various other group experi-
ences or events. For example, a bead to represent your safe place, to
remember your little vulnerable child, etc.

Variation 3: We have worked with art therapists who had their groups paint
the connecting web: making drawings, taking photos, or moving the web
literally into paint and then moving it onto a huge piece of paper to have
a quite literal representation.

Therapist Instructions —Welcome Group:
The Group Identity Bracelet

(O A “Progressive Transitional Object”

Inexpensive, but varied in shape, color, size, beads are given to
patients at the following times and any other event that you want to
mark or anchor in memory:
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A bead at the beginning to represent membership in the group.
A bead that represents their safe place.

“Good Parent” beads from the therapists.

A bead for having the strength to break through their DP (one
of the beads that will come to represent their Healthy Adult
mode).

5. A bead to remember to be gentle with their Vulnerable Child.

6. A bead for the Happy Child. This can be connected to a group
memory of play.

7. A bead to represent awareness of various Healthy Adult
strengths or accomplishments. For cohesiveness, do this for
each group member so that no one feels left out. To keep it
genuine, the bead can represent a strength or ability that the
group member is working to strengthen or claim.

8. Beads can be given for various other experiences — the group
reaching the positive working stage, handling a conflict well as
a group, etc.

9. A bead to mark different stages of growth — either for the
individual and/or as a group.

10. A bead can be given before a holiday or vacation for reassurance
O and as a sort of transitional object.

11. All patients and therapists can exchange beads at review points —
for example, when the case conceptualization has been
completed.

=

Information about how GST works and what is required

of the group members

We next discuss how the group works, what to expect, and what is required
of the members of the group. We refer to the information they were given
in the assessment sessions for the program (Section 3.6). The section below
lists the main points that we want to make. Depending upon your group
and setting, you may add or subtract so that the information matches.

Introduction to imagery

Imagery in a variety of forms is an important part of experiential work in ST.
Thus, the ability to do imagery is an important capacity to facilitate in patients.
The ability to use safety images sets the stage for patients to be able to suspend
their use of Maladaptive Coping Modes in group sessions. Healthier
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Sample Therapist Script: About Group
Schema Therapy

We tell them how critical their role is to the group’s success and that
they are all important to us and to the group. We tell them that we
care about all of them and want them to be part of the group “family”

We tell them what patients with the same problems have said
about the group experience; that they have a sense of belonging,
feeling understood and accepted, and “there are people like me”
for the first time. We add that these positive feelings may take
time to develop and that initial negative reactions may be a
result of protective coping modes.

We describe the ST concept of limited reparenting and the role
of the therapists in keeping everyone safe, setting limits when
needed, and preventing any verbal attacks or aggression.

We remind them of the ground rules in a supportive manner
and tell them that we will support them being able to follow
them for the sake of a positive group environment.

We stress the importance of their commitment to, and
respect for, the group and other members (e.g., confidenti-
ality, being on time, not interrupting, no name calling, good
communication basics).

We describe the therapists’ role in the group: that we are sometimes
like the conductor of an orchestra and at others like a referee. We
tell them that our goal is to respond in the way a good parent would
for a loved child when they are in child modes; that we will play
different roles in response to the different modes they are in. When
they are in the VCM we will be validating and supportive, for the
ACM we will hear them and let them vent, but help them channel
their anger in a nondestructive way and separate angry feelings
from actions taken.

Ground rules are listed in Section 3.6 and the patient handout is
Welcome Group Handout 1: GST Ground Rules (WEL 1).

An example of some of the statements we make in this session:
We want this group to be an important support, like a healthy family
can be - but that will take some time and work from all of us. You
may find yourself having reactions to other people in the group,
including the therapists. We are asking you to stay open to getting
beyond first impressions, to actually getting to know your fellow
group members and letting us know you. The process of
forming a group can be anxiety-producing at times.
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“replacement” coping strategies must be developed before we can expect our
patients to abandon the only way of coping they know. After all, these were the
survival strategies that worked to keep them alive in childhood and they are
still experienced as protecting them from overwhelming, frightening, painful
feelings that occur when the child modes are triggered in the present. Safety
imagery is one of the replacement coping strategies for patients to use to be
able to stay present when strong emotion is triggered rather than going with a
Maladaptive Coping Mode like the Detached Protector. When teaching
imagery to patients, they frequently claim a total inability to visualize and talk
about their “failures” in mindfulness groups. So, we begin with a vivid story
that seems to appeal to the child in all of us — a visit to an ice cream store with
the opportunity to pick out whatever you want in whatever form and amount.

Sample Therapist Script: The Visit
to the Ice Cream Store

I want to tell you a story and I would like
you to just close your eyes (or look down),
and be aware of any feelings you have as
you listen. Today in my mail I received a
card from my favorite ice cream store that
said I had won the Ice Cream Giveaway
Contest. It said that I could bring 10 people
with me and we could have absolutely
anything that we wanted to eat. So I am
inviting all of you. So we get to the store
and the owner greets us enthusiastically
and tells me to start, to go ahead and help
myself. So first I choose my cone - I take a waffle cone dipped in chocolate
and then rolled in cashews. I put first a scoop of chocolate in the bottom,
then a scoop of caramel, then some vanilla bean. I see some chopped-up
Kit-Kat bars, so I add those, and some fluffy marshmallow topping, so I
add that. It is enormous by now, but still I add a ladle of hot fudge and
top it with whipped cream and chopped cashews. Now it is your turn, so
choose whatever you would like and put it together just like you want to.
[Wait about a minute or two.] OK, did everyone have time to choose
their ice cream? [Wait for nods yes.] Open your eyes and come back to
the group. [Then turn to the patient next to you and ask:] What did you
choose? [After a quick go-around to share this information, T1
declares:] You have just done imagery. Wow, all of you could do it! That
is wonderful! We knew you could do it! [and is very positive

about their ability].
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We have rarely had a patient not spontaneously explain what they chose.
When we have, it has either been an anorexic patient and the solution was
for her to take an expresso from the store instead, or a few patients who said
they did not deserve to be included. The answer to that is that the therapist
thinks so or she would not have invited him/her. If there is still resistance,
we tell them that we think they are deserving and we will keep it in a cooler
for them until they feel that way too. The point is that we roll with any
negative responses and do not get stuck or try to convince the patients of
something that they do not feel.

Therapist Tip

The story should be told dramatically with great enthusiasm.
Patients tend to get caught up in the story despite themselves. The
word enthusiasm is important to note. As a group therapist, when
we can be open and genuine in sharing our Happy Child Mode
delight and playfulness in an exercise we lead, it is easier for patients
to get caught up in the emotion as well. It is as if we have called
their Happy Child part out to play and the “game” seems like fun.
Being able and willing to invest our own emotion in our interactions
as a therapist is crucial for effective GST. Just as schema therapists
have many differences in personality, temperament, and schema
profile, there are many different ways to engage with patients. We
three authors have distinct differences in style. Patients respond to
us at different times and for different needs. What is critical is that
you be genuine and true to yourself. Of course, you must also be
aware of times when your schemas and modes are triggered. That
is discussed in Chapter 6 on supervision.

After demonstrating to the group that they are able to do imagery, we
move on to the first safety image. We chose this one because it is
unlikely to be connected with any other schema-triggering situations
and it is one that joins the group together in safety and the safe place is
the actual group. Later on, we help patients develop personal safe-place
images.
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Group Exercise 2: The Group Safety-Bubble

The first safety image that we present to patients is a simple image we
have found to work with a wide variety of patients. This is an imagery
exercise in which we put a huge “magical safety-bubble” around the
whole group. This fits with the developmental approach of ST which
suggests that safety and protection initially need to come from the
therapists.

Sample Therapist Script

Either close your eyes or look down and take a few deep,
slow breaths and just feel any tension leave your body and
mind. Imagine that we are surrounded by a huge trans-
parent bubble large enough for all of us to fit inside comfort-
ably and filling up the group space. It is a beautiful bubble
with all of the colors of the rainbow. You notice that it even
has a wonderful fragrance to it. It is a magic bubble that can
protects us from anything outside of it. No unhealthy parent
voices or critics can get through its walls. It is unbreakable -
no one can get in, but you can walk in and out of it if you
need to or take it with you as you move. Bring into the
bubble any comfort objects that you like. You can take into
the bubble anything you want that will be soothing to you
and help you feel strong and safe. No one can bring anything
in that could be used for harm. The bubble symbolizes the
safe cocoon we have here in the space of the group. T2 and I
will not let you be harmed here. We will protect you and
“have your back.” All of you are valuable to us and we want
you to know that here you are safe. Just take in the warmth,
safety, and connections of the bubble. Stay focused on these
feelings for a few minutes and keep your breathing deep and
slow. When we come back to having our eyes open, let the
bubble stay protectively around us. If you feel the need for
your own bubble, imagine that you have a smaller one that
is just around you. It is even one that you will be able to
take home with you. We will all connect with it again

before you leave today.
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Welcome Group Handout 2:
The Bubble-Safety Technique

Uses of the Bubble Technique Outside of
Group

Bubble technique 1

Imagine a bubble large enough for you to fit inside. Imagine it
in any color you like and as beautiful as you want to make it. It
is a magic bubble because you can walk in and out of it without
breaking it. You can take into the bubble anything you want
that will be soothing to you and help you feel strong and safe.
You may let other people in or you may choose to be by your-
self. One thing you may not take in is anything harmful to you
or unhealthy. When you are in your bubble, you won’t need
those things because you feel so safe and relaxed there.

After you are able to imagine your bubble and have gone into
it with whatever you want, imagine the bubble floating away to
wherever you want it to go. You may want to close your eyes and
maybe even listen to peaceful music as you float away in your
safe bubble. No unhealthy parent voices or critics can get
through the magic bubble. You may stay in your bubble for as
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long as you want to or need to. It is best to stay there until you
think you can come out and be safe. After you come out of your
bubble, relax for a few minutes before you do anything else.

Bubble technique 2

For this technique, imagine a bubble, but this time do not put
yourself or your belongings into it. Instead, put anything that
is bothering you into the bubble. For example, you may want
to put into it the voices that bother you or you may want to put
O in your urge to harm yourself. The point is to put negative
things into it. Once you have put in everything you want to get
rid of, seal up the bubble and send it away. Close your eyes and
imagine the bubble floating high and far away from you until
you can no longer see it. When you feel safe from the negative
things, open your eyes and slowly resume your day.

Practice both of these techniques every day and write in
your journal about your experiences with using this imagery
technique.

© 2000, Shaw

Therapist Tip

When it comes to imagery or other experiential exercises,
patients may object to participating, saying it is “silly” or even
“bullshit” and refusing to try it. We avoid ending up in a battle
over this. We may say: “I am so glad that you spoke up to tell me
you felt it is silly. That took courage. Good for you. I can see how
you would think it sounds silly before trying it. Let’s see if you feel
that same way after you try it. We have found it to help many
people” More often than not, they then try it.

Another complaint is “I cannot possibly use a bubble” So, come
up with something that will be appealing: “OK, what about a
brand new car, a Hummer, with all the safety measures available?”
It could be a fortress or whatever you can think of or the patient
offers. It is important not to ignore their objections but to work
with them and be flexible. We “choose our battles” and usually
limit them to situations that are dangerous for them or others.
Arguing with them usually triggers their Angry Child Mode or a
Maladaptive Coping Mode that will make it even more difficult to
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reach them. Another alternative is to suggest an individual safety-
bubble - same image, but a separate bubble of their own. It can
have some kind of connection to the group and the person in the
individual bubble is welcome to come in when they want to.

On rare occasions we will have a patient who will not try
anything. Here is an example of what we say: “OK, I will respect
that today, but I will ask you on another day to respect me and try
the exercise. Is that a deal?” or the approach of “Good that you
are taking care of yourself. Would a pillow or blanket help you feel
safe enough while we try the exercise?”

Usually they take the soothing object and you can incorporate
that and them into the imagery. For example, “So we are all in this
protective bubble together and we can see Jean over there with the
comfort blanket wrapped around her, looking peaceful and calm?
You can pull her into the bubble in gradual steps. For example,
have her come closer in imagery and reach out to take her hand
from the safety bubble or whatever creative thought that comes to
you. If you keep trying, stop at two ideas and let her safely be in the
room. She may not be able to join at first and as long as that is
acknowledged, it does not have to be such a big deal.

4.3 Five Schema Therapy Education (STE) Sessions

At the beginning of ST treatment, patients need to learn about the core con-
cepts of Schema Therapy, such as schemas and modes and how to understand
their presenting problems in ST terms. The materials of the ST Education
group give patients and therapists the needed exercises and handouts to
accomplish this. The materials are designed for use in group sessions and for
therapy assignments. Generally the ST Education group is the one that begins
treatment. We suggest not starting the other component sessions until after
the second session of the ST Education group has taken place. After that, work
on the MCMs in other groups can begin. In intensive treatment settings, it is
advisable to have one hour of ST Education group daily during the first week
of treatment. In outpatient settings and possibly only one group per week, we
would also suggest starting with the ST Education sessions, before moving on
to the other components. Approaching the program in this way allows patients
to begin to feel safe and not be overwhelmed by a treatment model new to
them. ST language is user-friendly for patients and within a short time they
will understand and use the terms. Individuals and patients also come up with
their own names for modes and this is encouraged. The Detached Protector
Mode may become the “Space Cadet” and the PPM - the “Punisher,” etc.
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In Session 1 of ST Education patients learn what schemas and modes
are and how they develop. Patients must understand that schemas are
pervasive and trait-like structures that form our specific ways of seeing,
feeling, and experiencing the world, ourselves, and other people. Schemas
have a number of components, such as cognitive, emotional, and even
physiological components. Schemas help us to structure our world, but
when they are dysfunctional they make it difficult for us to adapt to
changes in our environment. Furthermore, patients need to understand
that dysfunctional schemas develop when normal childhood needs are
not fulfilled. On the handout Schema Therapy Education Session 1:
What Is a Schema? (ST-ED 1) core childhood needs are identified and
patients are encouraged to talk about how these needs were or were not
fulfilled in their childhoods. This can be very emotional for some patients
who suddenly feel the impact of not having had their needs fulfilled.
Since there is only limited time available in group, it is always possible to
refer patients back to the IST sessions, if they feel they want to know
more about childhood needs and work on their individual unfulfilled
childhood needs.

Usually there is not enough time in session 1 to go through all 15
schemas. All the schemas are listed in the last part of the materials of
session 1. It can be suggested that patients read about the schemas as a
therapy assignment. If patients have very specific questions about their
own schemas, refer them to IST.

Schema Therapy Education Session 1:
What Is a Schema?

A Schema Is a Pattern

It develops during childhood and adolescence and is activated again
and again during your life. Since a schema gets more rigid over time,
our reactions become less flexible. One result of this is that our

O schema-based reactions don't really fit the requirements of many
present situations.

There Are Adaptive and Maladaptive Schemas
A maladaptive schema:

* is self-injurious;
* is rooted in something that has been done to us (e.g., criticism,
neglect, invalidation, abuse, overdone protection);
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IL.

What are normal childhood “needs”?

Research on child development is in
agreement that there are five core needs
O that all children have:

1.
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dominates our life so that we experience repetitions of these
harmful situations (e.g., we might stay in an unhealthy romantic
relationship);

makes us react in a manner that is self-defeating and usually
inflexible in situations that are similar to those that harmed us in
our childhood development;

makes it difficult for us to successfully meet the demands of
some important situations in our adult life.

In Schema Therapy these are referred to as Early Maladaptive
(O Schemas or EMS.

How Do Schemas Develop?

Schemas (EMS) develop from the interaction of
temperament and unmet childhood needs

Temperament is inherited. It is our own specific way of reacting
to the world. It is a “hard-wired” neurobiological aspect of us
that we are born with. As children, we cannot control our
temperament. Research suggests that people with psychiatric
disorders have a more sensitive and reactive temperament.
Unmet needs refers to how well my early caretakers and
environment met my basic, normal
childhood needs.

secure attachment (safety, stability,
nurturance, acceptance; includes
the sense of belonging);

autonomy, competence, and a sense
of identity (being allowed to do age-
appropriate tasks on your own, and
being given accurate feedback about
yourself);
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freedom (to express your own feelings and needs);

spontaneity and play (self-expression and the ability to enjoy
life);

realistic limits (to learn age-appropriate self control).

Too little or too much fulfillment of needs leads to the development of
maladaptive schemas!

How maladaptive schemas develop and affect us now

1.

6.

If you have the schema Abandonment, then ...

.. as a child you did not get the need for safety, security, or pre-
dictability met by your early caretakers.

.. as an adult, when this schema is triggered you can have the
feeling that you are unsafe, all alone, with no one to give you
the safety, emotional support, connection, strength, or pro-
tection you desperately need and little way to provide it for
yourself.

If I have the schema Defectiveness, thenI ...

... have the feeling that I am flawed, worthless, bad, incapable, or
useless in important aspects of my life.

If T have the schema Mistrust/Abuse, thenT ...

... have the expectation that others will lie to me, cheat, hurt or
abuse me, manipulate, shame, or use me.

If T have the schema Emotional Deprivation, thenT ...

... have the expectation that my need for emotional support,
attention, understanding, empathy, and help will never be
fulfilled sufficiently by other people.

If I have the schema Undisciplined, then I ...

... have difficulty with self-control; for example, I express my
feelings and impulses in an extreme manner.

or I have a low
frustration tolerance
in trying to reach
my own goals; for
example, I don't like
making a sustained
effort.

If T have the schema

Isolation, thenT ...
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... have the feeling of being isolated from the rest of the world
or that I am different from other people or that I am not
part of a group, that I don’t belong.

If I have the schema Dependency/Incompetence, then I ...

... am convinced that without large amounts of support from
others I won't be able to manage daily life.

If T have the schema Vulnerability to Illness/Harm, then I ...

. constantly fear catastrophes that I cannot prevent from
happening.

If T have the schema Enmeshment, then ...

... attach too strongly to one or more people in my life and try
to be close to them to the point that I have no social life or
interests of my own.

If I have the schema Failure, thenI ...

... am convinced that I have failed or I am going to fail in areas
where performance counts, such as sports, school, or job.

If I have the schema Grandiosity, then T ...

... am convinced that I am better than others or special or that
I have more rights than others.

If T have the schema Subjugation, then I ...

... easily give control to others because I feel that I must (for
example, out of fear of consequences).

If T have the schema Self-Sacrifice, then I ...

... try excessively in daily situations to fulfill the needs of
others at the cost of my own happiness.

If T have the schema Attention-Seeking, then ...

... try excessively to achieve the approval, praise, or attention
of others or I try to fit in at the cost of developing my own
true feelings.

If T have the schema Negativity, then I ...

... focus on the negative aspects of everything throughout my
life (e.g., the “glass is half empty” approach to life).

If T have the schema Emotional Inhibition, thenI ...

. excessively inhibit my spontaneous feelings, actions, or
communication, usually to avoid feelings of dislike or
shame, or to avoid losing control over my impulses.
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17. IfIhave the schema Unrelenting Standards, thenT ...

... am convinced that I must work constantly to try to meet
my own very high standards for behavior and achievement,
to avoid criticism from myself or others.

18. IfIhave the schema Punishment, thenT ...
. am convinced that people should be punished harshly if
they make mistakes.

v Schemas are like the “issues” or problem areas that a
person struggles with.

v/ Schemas are not active all of the time. They have to be
activated or set off by something - usually a situation you
are in or an interaction with someone.

v When our schemas are activated, intense states are
triggered that include feelings, sensations, thoughts,
actions, and sometimes memories.

v/ These states are called modes in Schema Therapy.
Modes will be the focus of most of your work in this
program.

v/ We provide this list of schemas for you to think
about and you may discuss them with your individual
therapist as part of developing your individual treatment
plan.
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Schema Modes Explained

Schema modes are the moment-to-moment emotional states and
coping responses that we all experience. Often our schema modes
are triggered by life situations that we are overly sensitive to (our
“emotional buttons”). A schema mode is triggered when schemas
are activated. Schema modes are comprised of strong emotions and/
or rigid coping styles that take over and control an individuals
functioning.

The mode we are in can change rapidly and modes can over-
lap with each other. We refer to this as “mode-flipping” and it is very
common in people with psychiatric disorders. Mode-flipping feels
scary, “crazy, overwhelming, and it is exhausting.

Modes we will focus on

1. Maladaptive Coping Modes are the survival strategies we used
in childhood to protect ourselves from the emotions that go
along with hurt, pain, neglect and abuse:

v/ Avoidant Modes
v Overcompensation Modes
V" Surrender Modes

2. Child Modes occur in response to our needs not being met:

V' Vulnerable Child Mode
v Angry/Impulsive Child Mode

3. Dysfunctional Parent Modes are the internalization of the
negative aspects of our childhood caretakers and the feel-
ings that went along with our childhood experience of them.

v/ Punitive Parent Mode
v Demanding Parent Mode

4. Healthy modes are adaptive responses to our adult environ-
ment and the ability to access creative joyful aspects of
childhood:

v/ Healthy Adult Mode
v Happy Child Mode
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Meet the Mode Family

The next two sessions, Schema Therapy Education Sessions 2 and 3, go
into more depth on the schema modes. The structure of the handouts is
similar. The goal is to understand the cognitive, emotional, physiological,
and behavioral component of each mode for each patient. Session 2 focuses
on the MCMs, Innate Child Modes and DyPMs. When we present the
DyPMs, we make it clear that the source of this negative critical internali-
zation does not have to be a parent - it can be the critical or punitive voice
of an early caregiver, a childhood bully, or an adolescent peer group. When
it is a parent, it is helpful, for some patients who may struggle with family
loyalty, that we are talking only about the selective negative aspects of a
parent, not suggesting that they are “all bad” or that they have to lose their
real parent. Session 3 describes the healthy modes, the HCM and the
HAM. It is important to clarify that everyone has a Happy Child and a
HAM, even if it is very weak or infrequently experienced. It is helpful to
give them specific examples of their Happy Child or HAM, if you have
observed them. If you have not observed any Healthy Adult behavior of
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your patient, you can always use the fact that they have come to treatment
as an example of HAM behavior. Give examples of typical thoughts,
behaviors, or feelings for each mode, including some self-disclosure of
your own mode experiences within therapeutic limits. Self-disclosure is
one of the ways in which therapists in ST demonstrate that they are “real
people,” genuine and at times vulnerable. It is important to make the point
that we all experience modes, but when modes are severe or frequent and
interfere with healthy functioning in daily life and getting one’s adult needs
met, they need treatment.

Schema Therapy Education Session 2:
Identify Your Mode Experiences I

1. Maladaptive Coping Modes

(O * Ina Coping Mode, you can keep all feelings far
away. This can be helpful in survival or abuse
situations but if used too much it leads to chronic
feelings of inner emptiness.

* Another drawback to using this mode a lot is
that when in a Coping Mode you cannot access
any feelings - painful or positive, not even in
therapy sessions!

* In a Coping Mode you may: cut off needs and feelings; detach
emotionally from people and reject their help; feel withdrawn,
spacey, distracted, disconnected, depersonalized, empty, or
bored; pursue distracting, self-soothing, or self-stimulating
activities to excess; have a cynical, aloof, or pessimistic stance to
avoid investing in people or activities.

IF I AM IN A MALADAPTIVE COPING MODE, I FEEL (FEELINGS):

Ir I AM IN A MALADAPTIVE COPING MODE, I THINK (THOUGHTS):
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TYPICAL ACTIONS THAT I TAKE IN THE MALADAPTIVE COPING MODE:

TYPICAL SITUATIONS THAT TRIGGER THE MALADAPTIVE COPING MODE:

Three versions of Maladaptive Coping Modes

The Maladaptive Coping Modes that we will look at are all ver-
sions of humans’ automatic emergency reactions when survival is
threatened: flight, fight, and freeze. They developed in childhood
to allow you to survive not having your core needs met. They are
meant for emergency situations, but you are overusing them.
Today their use keeps others at a distance, creates interpersonal
problems, keeps all feelings away, and limits your ability to deal
with the demands of your life successfully. The Coping Modes are
trying to protect the Child Modes, especially the Vulnerable Child,
from suffering more.

Avoidance - flight

* Associated with the reaction strategy: FLIGHT.

* Protects by avoiding, running away, self-soothing,
psychological withdrawal, dissociation.

» Strategies this protector uses are sleeping,
online-chats or just not showing up.

*  One of the places this protector shows up is in
achievement situations.

Overcompensation - fight

* Associated with the reaction strategy: FIGHT.
* Protects by being unfriendly, cold, or hostile towards
others, thus pushing them away to protect from
being hurt.
* Bully-Attack; if he/she feels hurt - retaliates to hurt
back.
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Can be sarcastic or cynical, sometimes uses “black humor,” pas-
sively aggressive.
Self-Aggrandizer: believes and acts as if better than others.

Surrender - freeze

Associated with the reaction strategy:
FREEZE.

This way of coping is giving in to or
accepting your schemas - e.g., surrender to
defectiveness would be accepting that you
are defective.

It is a kind of giving up.

Vulnerable Child Mode

The mode in which our needs for attachment
and safety are the strongest.

The mode that contains the schemas that
affect us the most and can trigger the Coping
Modes.

In this mode people feel some or all of the
following: lonely, isolated, sad, misunder-
stood, unsupported, defective, deprived,
overwhelmed, incompetent, doubts self, needy, helpless,
hopeless, frightened, anxious, worried, victimized, worthless,
unloved, unlovable, lost, directionless, fragile, weak, defeated,
oppressed, powerless, left out, excluded, pessimistic.

Ir I AM IN MY VULNERABLE CHILD MODE, I FEEL (FEELINGS):

Ir I AM IN MY VULNERABLE CHILD MODE, I THINK (THOUGHTS):
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TYPICAL SITUATIONS THAT TRIGGER MY VULNERABLE CHILD MODE:

3.

Ir I AM IN MY ANGRY/IMPULSIVE CHILD MODE, I FEEL (FEELINGS):

Angry/Impulsive Child Mode

In this mode people feel some or all of the
following: intensely angry, enraged, infuri-
ated, frustrated, impatient - because the
core emotional (or physical) needs of the
vulnerable child are not being met.

In the Angry Child Mode, you may vent
strong feelings that have been held back for
a long time and are not just about the
present situation you are in.

In the Impulsive Child Mode you may feel
what the Angry Child does, but also actin a
selfish or uncontrolled manner to get your
needs met and you may appear “spoiled”

Angry/Impulsive Child behavior often leads to difficulties with

other people.

Ir I AM IN MY ANGRY/IMPULSIVE CHILD MODE, I THINK (THOUGHTS):
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TYPICAL ACTIONS THAT I TAKE IN MY ANGRY/IMPULSIVE CHILD MODE:

TYPICAL SITUATIONS THAT TRIGGER MY ANGRY/IMPULSIVE CHILD MODE:

1.

Goals of Schema Therapy for These Modes
Strengthen and develop your Healthy Adult so that he/she is able to:

Reassure and replace the Maladaptive Coping Modes:

Recognize that your old coping strategy helped you to
survive childhood, but does not get your needs met
today.

Recognize the limits of this mode in your adult life.
Experience emotions as they arise, without blocking.
Connect to others, establish stable relationships.

Express your needs.

Care for and protect your Vulnerable Child:

Deal with unmet needs for safety, caring, autonomy, self-
expression, and connection.

Do what a good parent would do for a beloved child.

Be able to self-soothe.

Be able to support the Vulnerable Child when frightened or
taking on challenges.

Validate the emotions and needs of the Angry Child and
channel the action of the Impulsive Child
into healthy action:

Learn the difference between feeling
angry and acting impulsively.

Act assertively to meet the Angry
Child’s need within the limits of the
situation.

Learn healthy ways to express anger.
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Schema Therapy Education Session 3:
Identify Your Mode Experiences I1

1. Punitive/Demanding Parent Mode

In these modes you are dominated by
the messages and views of early punitive
or neglecting caretakers or authority
figures (parents, teachers, coaches, peers,
bullies, etc.) from your childhood and
adolescence.

These modes contain all of the inner
anger/hatred/rejection etc. that you
experienced as a child.

In the Punitive Parent Mode you feel
that you deserve punishment or blame
and you often act on these feelings by
being blaming, punishing, or abusive
toward yourself (e.g., self-injury).

In the Demanding Parent Mode you feel that you must be

perfect, achieve at a very high level, keep everything in order,
strive for high status, put others’ needs before your own, or be
efficient and avoid wasting time. You feel it is wrong to express
feelings or to act spontaneously.

» The difference between the two versions is that the Punitive Parent
focuses on how rules are enforced and the Demanding Parent focuses
on the standards and rules themselves, not their enforcement.
A Punitive Parent may or may not be demanding and a Demanding
Parent may or may not be punitive.

Ir I AM IN MY PUNITIVE/DEMANDING PARENT MODE, I FEEL (FEELINGS):

Ir I AM IN MY PUNITIVE/DEMANDING PARENT MODE, I THINK (THOUGHTS):
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TYPICAL ACTIONS THAT I TAKE IN THE PUNITIVE/DEMANDING PARENT MODE:

TYPICAL SITUATIONS THAT TRIGGER THE PUNITIVE/DEMANDING PARENT MODE:

2.

Healthy Adult Mode

In this mode we nurture, validate, and affirm our Vulnerable
Child part; set limits for our Angry and Impulsive Child
parts; promote and support our Happy Child part; combat
and eventually replace the Maladaptive Coping Modes;
neutralize or moderate the Maladaptive Parent parts.
Healthy Adult is the mode in which we are able to balance taking
care of our needs with our role responsibilities and tasks and be
able to enjoy life.

People with psychiatric disorders often have not had the
supportive childhood environment needed to develop their
Healthy Adult Mode. However, this can change through your
work in Schema Therapy. Healthy Adult is the part of you that is
strengthened and developed in Schema Therapy.

Ir I AM IN HEALTHY ADULT MODE, I FEEL (FEELINGS):
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Ir I AM IN HEALTHY ADULT MODE, I THINK (THOUGHTS):

TYPICAL ACTIONS THAT I TAKE IN THE HEALTHY ADULT MODE:

TYPICAL SITUATIONS THAT PULL FOR THE HEALTHY ADULT MODE:

»

Happy Child Mode

* In this mode we feel loved, contented, con-
nected, satisfied, fulfilled, protected, praised,
worthwhile, nurtured, guided, understood,
validated, self-confident, competent, appropri-
ately autonomous or self-reliant, safe, resilient,
strong, in control, adaptable, optimistic and
spontaneous.

* Our core emotional needs are currently met, if
we are in this mode.

* People with psychiatric disorders often have
not had a childhood environment that supported them being be
happy or playful. So, they often dont know what they enjoy
doing, they haven't developed any hobbies or recreational
activities for their lives. Learning more about and developing the
Happy Child Mode will give your Healthy Adult a needed sense
of play and fun.

Ir I AM IN HAPPY CHILD MODE, I FEEL (FEELINGS):
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Ir I AM IN HAPPY CHILD MODE, I THINK (THOUGHTS):

TyPICAL ACTIONS THAT I TAKE IN HAPPY CHILD MODE ARE:

O TYPICAL SITUATIONS THAT PULL FOR HAPPY CHILD MODE:

Goals of Schema Therapy for These Modes
Strengthen and develop your Healthy Adult so that he/she is able to:

1. Eliminate dysfunctional parent modes:
a) Overthrow and banish the Punitive Parent.

* Recognize the source of this mode and know it isn't
really you.

* Learn to ignore this voice rather than getting hooked
into defending yourself.

* Replace self-punishment with healthier responses like
experiencing appropriate remorse, making restitution,
taking the responsibility that is yours, working on change

O when needed.

* Recognize that reinforcing the positive works better than
punishment.

b) Convert the Demanding Parent to reasonable standards:

* Learn to accept what is “good enough?”

* Learn to give yourself breaks.

*  Work for the accomplishments that are meaningful to
you.

2. Further develop the healthy modes:
a) Develop the Healthy Adult Mode so that you can:

» Access this part of you when needed.

* Realize your potential. Recognize your strength. Accept
sincere praise.
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b) Develop the Happy Child Mode so that
you can:

Homework

A picture of my mode distribution today: draw lines to represent
the approximate size of the six modes or parts of yourself):

Form and maintain healthy relation-
ships.

Form an accurate and stable sense
of identity.

Engage in playful activities such
as games and puzzles. Be inter-
ested and get satisfaction from
hobbies.

Have outlets for creative impulses
and expressions.

Learn to be playful with others and increase laughter




88 4 The Group Schema Therapy Sessions

A healthier distribution to work toward in Schema Therapy would
look like this:

Session 4 of ST Education describes the main interventions used in ST.
ST integrates cognitive, experiential, and behavioral pattern-breaking work
and this integration is one of the unique features of the model. Patients tend
to be familiar with cognitive and behavioral interventions, so the focus here
is on the experiential interventions and the work that integrates the three.
Work with imagery, including imagery rescripting, is explained and dis-
cussed. We use an exercise that demonstrates to patients that they are able
to “do imagery” and that it is not a painful or overwhelming experience.
This is described in detail in the therapist notes for this session.

Session 5 focuses on the HCM. Learning about the modes continues,
using games as the vehicle. These are described in the therapist notes.

By the last session it is important to have developed some easiness in
talking about the modes and patients’ interest in learning about their own
modes. This helps to remove a sense of blame or being “bad” for having



4.3 Five Schema Therapy Education (STE) Sessions 89

mode experiences and provides a less psychopathology-oriented way of
viewing themselves. They begin to understand that people around them are
in various modes all the time, whether they have psychological diagnoses
or not. This approach also facilitates universality, an important therapeutic
factor that ST groups want to foster.

Schema Therapy Education Session 4:
Schema Therapy

Your schemas and modes are identified through:

* discussing your childhood experiences;
(O * questionnaires about your usual behavior
and feelings;

* imagery exercises in which modes are
activated;

* noticing when schemas or modes get
activated in contact with your therapists,
group members, or other people;

* strong emotional reactions often indi-
cate the activation of an important schema or mode - times
when your reaction seems bigger than the situation you
are in, but is understandable in the context of your life
experiences. These intense reactions may be fear, anger, or
activation of a Coping Mode and can be used as clues in
figuring out which schema was activated and which mode
triggered.

EXAMPLE:

Techniques of Schema Therapy

Schema Therapy includes cognitive, experiential, and behavioral
techniques or methods. The main techniques are described below.
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1. Cognitive techniques are methods that use our thinking
and reasoning

* Pro and Con lists: what are the advantages or benefits and disad-
vantages or costs of my present mode?

»  What cognitive distortions are operating to maintain my mode
(e.g., all-or-none thinking, catastrophizing, mind-reading)?

* Dialogues between different modes. In groups these dialogues
include therapists and peers playing the role of my mode
behaviors and in individual sessions empty-chair work is used
for me to take all my mode roles.

* Mode flashcards.

* Mode monitoring: recording times when you notice modes
occurring.

2. Experiential techniques are methods that help us to
experience our emotions

Why is that necessary?

The Vulnerable Child Mode holds the painful emotions and
memories from situations that we refer to as “roots” When in the
Vulnerable Child Mode, you may or not have a conscious memory
of the root situation. You may just be aware of scary or painful
feelings. Memories do not always come to us in the form of specific
details of a painful experience. Sometimes we only get the feeling
part of a memory and we don’t know what situation in the past it is
connected to. This happens when root experiences of basic needs
not being met or abuse or neglect occurred at a very young age.
Memory research suggests that we may not reliably store complete
accurate memories of events with details of the content until after
age 6. In addition, if the event had an intense emotion as part of it,
that can interfere with the memory content being stored also. So
don’t think that there is something wrong if you cannot easily iden-
tify roots right away. If the event was before you were talking, it will
not be stored verbally.

We are asking you to be aware of the “root” experiences of modes
so that your Healthy Adult Mode will be able to construct
psychological antidotes — soothing and comforting experiences for
your child part so that he/she can heal and you can move forward to
a healthier happier life.
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In imagery exercises you
will often end up in the
mode of the Vulnerable
Child and that is impor-
tant! That is the mode
that needs to be accessed
to heal.

Coping Modes automati-
cally try to prevent the
feeling of pain and hurt: that is helpful, in extreme or emergency
situations, but not during imagery exercises or in therapy sessions!

How do imagery exercises work?

They deliberately create as completely as possible an experience
that your therapists describe to you.

You close your eyes and let the image come to mind, try to see it
with your mind’s eye.

Use language that is present tense, first person (“Iam ..., “Isee...”).
Describe the picture in as much detail as you can, as if it is a
scene in a movie that is running before your mind’s eye.

Try to experience the pictures as if you were really there (scents,
tastes, noises).

What do the people in this “movie” think, feel, and experience?
Afterwards you can talk to your group or your individual therapist
about the experience.

We do not ask you to relive painful experiences. Our goal is to
stop in an image before anything bad happens and change
the ending to what should have happened to meet your child
part’s needs.

3. Behavioral techniques are methods to break our

old habits and develop new skills

It is unfortunately not enough to:

do the cognitive part of the work and change your thinking;
or even to do the experiential part of the work so that your
emotions change.
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The goal of Schema Therapy

*  Only by replacing your mode driven unhealthy behaviors and pat-
terns with healthy adult skills can you fully realize the positive effects
on your life from the changes that you make in psychotherapy.

Schema Therapy is unique as a treatment because it includes all of the
three necessary components to make significant positive changes in
your life. We think this is why research on Schema Therapy is demon-
strating such big positive changes in people’s psychiatric disorders
and improvements in the quality of their lives.

O

Schema Therapy Education Session 5:
Identifying Modes

1. “What’s My (Mode)?” Game

We are going to play a game to give you practice in
identifying modes. It is like the old US TV game
show where people of different occupations come in
and the panelists ask them questions to try to guess
their occupation. In our game, it will be the mode the
person is in that you will try to guess. The whole
group will be panelists who can ask the players who,
what, where, when, why. And watch the contestant
group member answer questions in a mode. They
cannot ask specific questions about the mode, but
they can ask anything else — for example, “Did you
have a lot of friends as a child,” “What is your favorite
activity; and so forth. There are cards with question
suggestions.
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2. Movie clips

Try to identify the modes that characters in the movie clips that we
show you are in. If you are not sure, feel free to guess ...

Movie clip 1

I SAW THE FOLLOWING BEHAVIORS AND PHYSICAL REACTION:

I BELIEVE THE PERSON FELT AND THOUGHT:

THE PERSON COULD BE IN THE FOLLOWING MODE:

Movie clip 2

I SAW THE FOLLOWING BEHAVIORS AND PHYSICAL REACTION:

I BELIEVE THE PERSON FELT AND THOUGHT:

THE PERSON COULD BE IN THE FOLLOWING MODE:

Movie clip 3

I SAW THE FOLLOWING BEHAVIORS AND PHYSICAL REACTION:
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I BELIEVE THE PERSON FELT AND THOUGHT:

THE PERSON COULD BE IN THE FOLLOWING MODE:

Movie clip 4

I SAW THE FOLLOWING BEHAVIORS AND PHYSICAL REACTION:

I BELIEVE THE PERSON FELT AND THOUGHT:

THE PERSON COULD BE IN THE FOLLOWING MODE:

Movie clip 5

I SAW THE FOLLOWING BEHAVIORS AND PHYSICAL REACTION:

I BELIEVE THE PERSON FELT AND THOUGHT:
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THE PERSON COULD BE IN THE FOLLOWING MODE:

4.4 The 12 Mode Awareness Sessions

After the introduction to the concept of modes in the ST Education group,
patients must learn to be aware of their own modes in daily life. Awareness
has a cognitive component (“What am I thinking?”), an emotional compo-
nent (“How am I feeling?”), a physiological component (“Can I notice any
changes in my body?”), and a behavioral component (“What action(s) do
I take?”). The goal of these sessions is to make patients aware that a mode
has been triggered before they act. The first six sessions focus on awareness
of the cognitive, emotional, and physiological components of modes, their
current trigger situations, and the past experiences the mode is linked to.
The second six sessions focus on using awareness for mode-change work.
One of the ways the Mode Awareness group teaches patients about modes
is from seeing and hearing about examples of other patients’ mode experi-
ences. For this purpose they are asked to complete Mode Awareness
Assignment 1: Awareness of My Maladaptive Coping Mode (MA 1-MCM1)
before the first session. Patients are given this handout at the end of the last
ST Education session.

These sessions facilitate awareness of the HAM, the cognitions, feelings,
and skills needed to meet the need present underneath the mode: for
example, to replace a dysfunctional mode with healthier coping behavior.
In the second cycle of Mode Awareness sessions the focus is on using aware-
ness to change mode behavior.

Sessions 1-4 of Mode Awareness each begin with the discussion of a
handout that presents examples related to the mode under focus.
Providing examples reduces patients’ fear of “getting it wrong” or “being
stupid,” facilitates more accurate understanding of assignments, and
increases the likelihood that they will be completed. The example
identifies the situation that triggered the mode, the associated thoughts,
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feelings, and physical reactions, the need underlying the mode, and the
connection of the current experience to childhood memories of similar
experiences. If patients cannot identify any associated childhood mem-
ories, we focus instead on the underlying need. Be aware that the inability
to recall childhood memories could be the result of an avoidant coping
mode or could indicate that the memory underlying the mode goes back
to a preverbal stage of development. In this case, the need underlying the
coping modes would be safety. It is important to avoid producing mem-
ories to fill the gap.

Session 1 focuses on the MCMs. To allow for the considerable differences
that are possible in patient groups, we did not specify which MCM. Patients
can simply write in their mode, referring back to the ST Education material
if needed.

Session 2 focuses on the Dysfunctional Parent Modes (Punitive
Parent Mode and Demanding Parent Mode). We provided two handouts
for this session, version a focusing on Punitive Parent Mode and version
b focusing on Demanding Parent Mode. If the patients in your group
have more difficulty with one of these two modes, focus on that mode.
When making the connection to childhood experiences, you can get an
idea of which important figures in a patient’s life a DyPM is connected
to. This is an example of the kind of information that it is important to
share with the other therapists, particularly the patient’s individual
therapist.

Session 3 focuses on the VCM. The ST concept of Vulnerable Child
varies somewhat, based upon the feelings present and the nature of the
missed childhood need that creates the vulnerability. The example on
the handout focuses on a lonely VCM, but you can substitute another
example if the primary emotion your patients experience is different, for
example an ashamed or a fearful/abandoned VCM.

Session 4 focuses on the ACM. For the ACM it is especially helpful if
patients learn to be aware of physical signals such as heat waves, hot head,
agitation, tense muscles, clenching the jaw, and so on. When a patient is in
his/her ACM it is usually difficult to think, so physical signals are particularly
helpful to use as awareness cues.

Session 5 focuses on the HCM and the handout changes a bit. Patients
with psychological difficulties often have difficulty allowing themselves
to experience the HCM. For this reason, in the handout we look at the
modes that interfere with experiencing the HCM. Negative childhood
memories may be associated with the interfering modes. In rare cases in
patient populations, positive childhood memories come to mind and
these can be shared.
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4.4 The 12 Mode Awareness Sessions 109

Therapist Notes: Mode Awareness Groups 1-6

What follows is a sample script for how we present the Mode
Awareness work to patients. This sample session is for the
Maladaptive Coping Modes. In sessions 2-5 you will be presenting
material in a similar way for each of the other main modes. You can
use the same sample script and substitute the mode your session is
on. We have also provided some therapist tips for dealing with issues
that frequently arise in these sessions.

Hello, I am glad that you are all here and I am happy to see you.

O This is the Mode Awareness group and in the sessions of this
group we will focus on increasing your awareness of when you
are in a mode; in other words — how you can monitor your
modes. But before we start, we would like you to feel your feet on
the floor, take a few deep breaths, and pull your attention to
being here in the group with us all.

You were given a worksheet to record your mode moni-
toring on three times a day.

We focus on one mode at a time. Whichever mode we are
focusing on will be the main emphasis in your three groups and
your individual session. Today we are focusing on the Mala-
daptive Coping Modes (fill in the group of focus here). So
today we will focus on situations when you were in this
mode. We will start by going over an example together.

Give them the Mode Awareness handout for the session. Here you

go over the example in detail, answering patients’ questions and

facilitating group members involvement in the discussions. What
(O follows is an example of how we present the examples.

Imagine that you are in a group session and there is a
discussion. If you are in the Maladaptive Coping Mode, you
might think: “I don’t understand what they are talking about.
Iam just too stupid. I can’t let anyone realize how stupid I am.”
You might notice that you are getting spacey and dont feel
your body anymore. Behind the “mask” of the Maladaptive
Coping Mode you might feel too vulnerable and scared and
have the need to not be overwhelmed and to feel safe.

Does anyone recognize the experience of any of these feelings,
thoughts, or physical sensations when in the Maladaptive
Coping Mode?
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Acknowledge everyone who indicates recognizing any of these feel-
ings, thoughts, or physical sensations when in the Maladaptive
Coping Mode. Head nodding should also be acknowledged in order
to shape their participation. It can take patients some time to talk in
group, so it is important to encourage their participation by rein-
forcing small steps, including nonverbal involvement.

Our current experiences can have connections to past experi-
ences that are similar. For example, the experience of being in
the group could be connected to a memory of another experi-
ence of being in a group - for example, in elementary school
being bullied by other kids. This kind of connection between
present experience and a painful memory can cause your feel-
ings and reaction in the present to be “bigger” It is as if you
are not just reacting to feelings about being in this

group now, but also to the bullying memory.

Does that make sense to you? [If someone says “no”:] Do you
know which part was not clear? [Try to clarify or ask another
group member to summarize in their words.]

Do you have any questions? [Go through all their
questions.]

Did any of you experience a Maladaptive Coping Mode on
Monday? Let'’s go through your situation.

[Do this for all days of the week. Let patients volunteer
and then rotate, asking the rest to give an example so
that everyone who wants to has a turn to speak.]

[Group ending:] Great work today, everyone. Here is the
worksheet for next week. [Give them the Mode Awareness
2 worksheet and the weekly monitoring sheet.] This is the
assignment for next week. It would be great if you could try to
monitor your Vulnerable Child Mode from today on, and try
to fill in the spaces on the worksheet. If you have questions or
need help, you can ask the nurses or your individual therapist,
if we are not available.

We were very happy to have you here.

Goodbye - have a good rest of your day.

This script, with minor adjustments for content and to fit your group
and style, can be used for Mode Awareness Assignments 2—-6.
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Sessions 6 and 12 focus on the HAM. The handout for these sessions
(Mode Awareness Assignments 6 and 12: Accessing My Healthy Adult
Mode (MA 6&12-HAM1&2)) focuses on changing mode behaviors. We try
to shift the focus now to the adaptive modes a patient has and try to increase
their awareness of the HAM behaviors in their repertoire. By the time these
sessions take place, if you are following the recommended sequence of the
groups, patients will have had some of the Mode Management and
Experiential Mode Work sessions. Those sessions will have provided them
with tools to use to change maladaptive or dysfunctional mode behavior.
First, patients are asked to decide which mode they want to work on and to
describe that mode in awareness terms. Next, they are asked to create a
situation that could trigger the chosen mode. The ST Education handouts
where patients recorded situations that trigger certain modes can be
used for reference. After a specific trigger situation is decided upon, a
“Good Parent point of view” is developed. We conceptualize “Good Parent”
as one part of HAM, a part that always has a caring attitude and a positive
view of the child modes and can understand the origin and original survival
function of our MCMs. The “Good Parent point of view” is often one that
patients have and use when dealing with others, particularly children, but
do not apply to themselves. We see identifying the presence of this attitude
toward others as an interim step toward being able to use it for themselves.
We see this “Good Parent” attitude as part of the HAM - the part that can
care for their VCM. After the Good Parent point of view is identified, a plan
of action from the Healthy Adult point of view can be developed and the
skills needed to act on the plan are identified. Positive results expected from
the plan and any potential difficulties or negative consequences can be dis-
cussed. We want patients to start planning how they will change dysfunc-
tional modes in specific situations. We encourage them to be proactive in
their planning, rather than waiting for appropriate situations to appear. The
handout for this session can also be used in IST to develop behavioral
experiments for mode change.

Sessions 7, 8, and 10 have the same focus - using awareness of HAM sKkills
to get out of problematic modes: MCMs (session 7; handout - Mode
Awareness Assignment 7: Connecting with My Healthy Adult from My
Coping Mode (MA7-MCM2)), DyPMs (session 8a for Punitive Parent Mode
and 8b for Demanding Parent Mode; handouts - Mode Awareness Assignment
8a: Letting My Healthy Adult Mode Banish My Punitive Parent Mode (M A8a-
DyPM2) and Mode Awareness Assignment 8b: Letting My Healthy Adult
Convert My Demanding Parent to Reasonable Standards (MA8b-DyPM2))
and the Angry or Impulsive Child Modes (session 10; handout - Mode
Awareness Assignment 10: Enlisting My Healthy Adult to Listen to the Needs
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of My Angry Child (MA10-ACM2)). The handout-assignment for these
sessions is similar to the one for the HAM (sessions 6 and 12). The patient is
asked for: situation, need, awareness, Healthy Adult point of view and skills,
and consequences. Again, it is up to the therapists in these sessions to choose
the specific mode to work on, based upon their patients.

Session 9 applies the HAM skills for the VCM. The handout (Mode
Awareness Assignment 9: Enlisting My Healthy Adult to Care for My
Vulnerable Child(MA 9-VCM2)) distinguishes among the different ver-
sions of the VCM as different skills work for different nuances of feelings
such as sadness, fear, loneliness, shame, and so on. It is helpful here to refer
to the Mode Management group plans that were developed.

Session 11 focuses on mode interference with the HCM and using HAM
skills to access the HCM (handout - Mode Awareness 11: Letting My
Healthy Adult Mode Learn About My Identity by Listening to My Happy
Child Mode (MA 11-HCM2)).

Session 12 is the same as Session 6.

4.5 The 12 Mode Management Sessions

The primary focus of this group is developing an individualized Mode
Management Plan (MMP). This is a plan that lists the patient’s personal set
of cognitive, behavioral, and experiential strategies to use to counter
maladaptive modes that are triggered. The MMP is prepared in flashcard or
other accessible form. Some of our inpatients made very small cards connected
by string to keep attached to their notebooks or purses so that they were con-
stantly available. MMPs engage the HAM from which patients are able to get
their needs met in an adaptive and healthy way and fulfill the necessary
functions to have a happy life. In the Mode Management component we have
included a section on experiential skills a patient could use in certain
situations. Experiential Mode Work (EMW) is a separate group, but disen-
tangling the three types of skills is difficult and somewhat arbitrary as there is
overlap. The main difference is that in the EMW sessions the focus is on
change through therapist-guided experiential interventions in the moment,
which provide corrective emotional experiences. The experiential techniques
of this component focus on the patient’s ability to use the experiences in the
EMW group, particularly imagery and recalling rescripted images.

Session 1 of Mode Management is focused on the MCMs. The goal for
coping modes in ST is not to get rid of them completely, but to be aware of
when they are triggered and to be able to make a choice about whether the
old response will get your need met in the current situation or a different
coping strategy is needed. An MCM can have a number of different coping
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4.5 The 12 Mode Management Sessions 127

Therapist Notes: Mode Awareness Groups 7-12

What follows is a sample script for how we present the second half
of the Mode Awareness work to patients. This sample session is for
the Vulnerable Child Mode, which is session 9. In the other
sessions in 7-12 you will be presenting material in a similar way
for each of the other main modes. You can use the same sample
script and substitute the mode your session is on. We have also
provided some therapist tips for dealing with issues that frequently
arise in these sessions.

Hello, I am glad that you are all here and I am happy to
see you. This is the Mode Awareness group. In the first set
of sessions when we went over one mode at a time we
focused on increasing your awareness of your experience
of each mode. In this second set of sessions we focus on
how you can enlist the aid of your Healthy Adult Mode to
meet the needs of, or manage, the maladaptive or dysfunc-
tional modes as well as strengthening the adaptive or
healthy modes.

But before we start, we would like you to feel your feet on
the floor, take a few deep breaths and pull your attention to
being here in the group with us all.

You were given a worksheet to record your situations and
your awareness of the HAM point of view and HAM skills.
In addition you were asked to record the results of using
your HAM which we will review today.

As you know by now, we focus on one mode at a time.
Whichever mode we are focusing on will be the main
emphasis in your groups and your individual session. Today
we are focusing on the Vulnerable Child Mode (fill in the
group of focus here). So today we will focus on situations
when you were in this mode. We will start by going
over an example together.

Give them the Mode Awareness handout for the session. Here you
go over the example in detail, answering patients’ questions and
facilitating group members’ involvement in the discussions. What
follows is an example of how we present the examples.
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Take a look at the worksheet now. Let’s go through the example
together. Imagine you were in your room and your friend
called and cancelled a visit. If you were in the Vulnerable
Child Mode, you might think that your friend doesn't like you
anymore, you might notice that you have a shaky feeling in
your stomach and that you start crying. You might feel
vulnerable and sad and have the need to not be left alone.

Does anyone recognize the experience of any of these
feelings, thoughts, or physical sensations when in the
Vulnerable Child Mode?

Acknowledge everyone who indicates recognizing any of these feel-
ings, thoughts, or physical sensations when in the VCM. Head
nodding should also be acknowledged, but at this point in treatment
you could ask for a verbal response also by saying something like
“Can you tell us a little about your experience?” If you have someone
new to the group, also acknowledge that.

Now let’s look at the last three columns. The first of them is the
“Healthy Adult point of view.” What ideas about how to deal
with this situation do you have from your “Healthy Adult
point of view”? Consider what you think a “good parent” would
suggest. What choices do you have? Let’s look at the ideas in
the example. The person could evaluate how this friend has
behaved in previous situations. She can think about the choices
she has - for example, she can hide in her room or soothe
herself. Do you have any other ideas about what the
person could think about or other actions to take?

Go through different ideas and alternatives they mention and evaluate
with them whether those alternatives could work and any possible
negative consequences of the actions they suggest.

The next column focuses on cognitive, behavioral, or experien-
tial Healthy Adult skills. In the example, the person could have
a hot chocolate to soothe him or herself. He/she can then call
the friend to reschedule a visit. Do you have any other

ideas about what the person could think about or do?

Go through different cognitive, behavioral, and experiential skills
they mention and evaluate with them whether these skills could work.
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Does what we are doing make sense to all of you? [If someone
says “no’:] Do you know what is not clear? [Try to clarify or
ask another group member too summarize in their words.]
Do you have any questions? [Go through all their
questions briefly.]

The last column focuses on the results of the action taken. The
person in our example was able to experience disappointment
safely and managed to calm him or herself down. The friend
said she would visit on Saturday.

Sometimes as a result of using a Healthy Adult Mode skill a
mode switch will occur. And that can mean that you have to use
more Healthy Adult skills if the switch is to an unhealthy mode
like the Punitive Parent Mode. In this example, it looks
like the person could stay in Healthy Adult Mode.

Review of their awareness monitoring

OK, now lets go over some of your experiences over the last
week. Did any of you experience a Vulnerable Child
Mode this week?

Let patients volunteer and then rotate, asking the rest to give an
example so that everyone who wants to has a turn to speak. The goal
is to elicit one example from each of them.

Therapist Tip

It can be challenging in a group to balance the amount of time
each patient uses without having your limit setting discourage
future participation and worries about “Oh dear, I might talk too
much and have the therapist tell me that” We try to set up the
situation from the start by saying things like: “I think we will
have time for one example from each of you” “I'm very inter-
ested in what you have to say, but I am going to have you hold
off for a minute until everyone has had a first turn” With the
last example it is then important to get back to that person even
if it is to say “I realize that we never got back to your example
and now we are out of time. I'm sorry that happened - there
often seems to be more for us to discuss than we have time for.
Will you bring it up next week if it fits with what we are focusing
on?” However, no matter how gently we try and how validating
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we try to be, someone will be hurt or angry on occasion. When
that happens, we look at it as an example of mode triggering
and, if appropriate to the session content, we ask what mode it
is and look at the childhood memories connected to it and
whether it is a reaction based on the past as well as the present.

Great work today, everyone. Here is the worksheet for next
week and your monitoring form. Just read over the worksheet
and we will go through it in detail in next week’s Mode
Awareness group. [Give them the next Mode Awareness
worksheet and the weekly monitoring sheet.] These are your
assignments for next week. We would like you to try to
monitor your Healthy Adult Mode dealing with your [fill in
the blank as appropriate] from today on and try to fill in the
spaces on the assignments. [In the case of modes with more
than one variation: We gave you two exercise sheets, one for
the Punitive Parent Mode and one for the Demanding Parent
Mode (or Maladaptive Coping Modes). You can alternate
the two handouts if you experience both modes, or you can
just focus on one of them if you like.] If you have questions or
need help, you can ask the nurses or other staff or your
individual therapists, if we are not available.
O We were very happy to have you here. Goodbye — have

a good rest of your day.

This script, with minor adjustments for content and to fit your
group and style, can be used for Mode Awareness sessions 7-12.

strategies. In many cases the problem is not the use of the coping strategy
itself, but the excessive use of one (i.e., sometimes we can choose to avoid a
certain confrontation, but it is not useful if we always avoid all confronta-
tions). Other coping strategies may regularly have negative effects and need
to be eliminated (i.e., taking illegal drugs). The MCMs are survival mea-
sures intended for use in extreme threatening situations (i.e., fight, flight, or
freeze). The problem our patients have is that they are using them in
everyday situations that are not actually survival threatening but feel that
way because they are linked to childhood situations when survival was at
risk because core needs were not met. We label these coping strategies
MCMs because they do not fit the current life situation and they do not
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serve effectively to get needs met. For survival situations they may be
needed and can be held in reserve for that purpose, just not for everyday
use as their effects are extreme and they can be exhausting.

Session 1 starts with a short introduction on MCMs and ST’s goal regarding
these modes. Then we employ an experiential exercise that asks patients to ima-
gineasituation in which they hear amessage from an MCM (Mode Management
Session 1: Reducing the Power of the Maladaptive Coping Modes (MM
1-MCM1)). This is done to make patients more aware of the mode. We then ask
patients what their HAM could say to their MCM in that situation. After that,
we work on behavioral and cognitive skills to use with MCMs in the short term.
By “in the short term” we mean that we focus on skills that will help a patient
immediately once he/she notices that an MCM has been activated.

Mode Management Session 1: Reducing the
Power of the Maladaptive Coping Modes

All Maladaptive Coping Modes developed to try to protect your

(O Child Modes from feeling emotional pain. This emotional pain
can be from outside (other people) or from inside (your own
Dysfunctional Parent Modes).

) =\ [ o
4
Overcompensators
A~
Avoidant Detached Bully 5 . Compliant
protector | protector attack Self-aggrandizer surrenderer

Our goal is to help you to reduce whichever variations of the
Maladaptive Coping Modes you have with the help of your Healthy
Adult Mode. We don’t want to get rid of them completely, since they
are needed from time to time in survival situations. When these
modes get too powerful, they can become automatic ways of coping

O that take control over you, and you lose the ability to use Healthy
Adult coping strategies for non-emergency situations, other people,
or even your other modes.

The bottom line is that we want you to be able to make a choice
about which coping strategy will get your need met in the
situation you are in now. We want to help you develop strategies
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to handle these old Maladaptive Coping Modes, when you feel
that one is taking over control.

Imagine a situation in which you hear a message from your
Maladaptive Coping Mode.

What can your Healthy Adult Mode say to your Maladaptive
Coping Mode?

Reducing Your Maladaptive Coping Modes:
Short-Term Behavioral and Cognitive Strategies

Make a list of things you can do and healthy thoughts, when you
notice that you’re stuck in your Maladaptive Coping Mode and it is
not getting your need met. Today we will be looking at short-term,
more immediate strategies. The next time we work on this mode
we will focus on strategies for the long term to reduce the grip of

this mode.

Reducing Reducing

Avoidant Compliant Reducing

Protector Surrender Overcompensation

Example: | My Avoidant My Compliant | My

Protector keeps | Surrenderer Overcompensator
me locked up stops me from | prevents my
in my telling my therapist from
apartment. friend how I giving me the
have an feel, when she understanding I
appointment cancels our need, when I missed
with a new dates via an important
psychotherapist | text-message, appointment with
coming up that | withverylittle | the job center, but I
I'really want to | notice. am being really
attend. sarcastic about it.
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Reducing Reducing
Avoidant Compliant Reducing
Protector Surrender Overcompensation
Short-term | I could call a I could call her | I could tell my
behavioral | former immediately therapist that I can’t
strategies co-patient who | and tell her talk about the
always that it makes reasons for missing
supports me me upset the appointment
by telling me when she does | yet, but that it’s not
that I can that. I could because I didn’t care
make it. also tell her about it. I could ask
that when she | my therapist to
cancels like remind me of
this I worry similar situations
that she might | where it helped me
not want to be | to talk about the
friends with difficulties I run
me anymore. I | into. I could also be
could ask for reminded that she
reassurance will not criticize or
and to agree reject me.
on a new date.
Your
strategies:
Example: | My Avoidant My Compliant | My
Protector Surrenderer Overcompensator
keeps me from | keeps me from | keeps me from
going to ajob | studying for admitting mistakes
interview. my final I made.
exams, after
my new
boyfriend told
me I should
study less and
spend more

time working
to earn money
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Reducing Reducing
Avoidant Compliant Reducing
Protector Surrender Overcompensation
Short- I could think I could think I could think about
term of 10 good about exactly why I made the
cognitive | reasons why it | what will be mistake and why I
strategies | would be good | tested on the acted the way I did.
for me to go exam. I could | I could realize that
and why break it down | didn’t make the
nothing into weekly mistake on purpose
O horrible can schedules with | and then think
happen to me | study time and | about how I could
there. free time so it solve the situation
doesn’t seem next time.
overwhelming.
I could think
about how to
make it clear to
my boyfriend
that studying
is important
to me.
Your
strategies:

(O Reducing the Power of Your Maladaptive Coping Modes:
Short-term Experiential Techniques

In the Experiential Schema Therapy group we tried some
techniques to get through Maladaptive Coping Modes on the
emotional or experience-based level. We will try more of them
over the course of this program. These techniques include the
experiential focusing exercise, imagery rescripting exercises,
mode dialogues, and others. Make a list of the experiential
techniques you can use when you notice that you’re stuck in one
of your Maladaptive Coping Modes and it is not getting your

need met.
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Example: My
My Avoidant Compliant
Protector Surrender
keeps me tells me to just
from telling go along with
my social the exercise
worker that I my therapist My
have started | proposes and | Overcompensator
drinking not tell her makes me look
again in the | that this really | really hostile when
evenings. scares me. I meet new people.
Short- I can access Ican imagine | I can remember
term my memory of | the first session | the Experiential
experiential | her helping me | we had Focusing Exercise
techniques last time I together when | in which I noticed
confessed that | she told my that the
I had started Compliant Overcompensator
drinking Surrenderer comes up when
again. Unlike | that shereally | people get too
my parents, wanted to be close to me too
she did not yell | there for my fast. I can also
at me, but told | Vulnerable remember how it
me that she Child and felt when I could
would try to that she walk towards
help me stop understands them - and that
again. We how important | this felt better for
poured out the | Compliant me, because I had
rest of the Surrenderer more control.
alcohol was for mein | Maybe I can get
together and the past. Ican | out of my
made a plan remember that | Overcompensator
for what I she also said by allowing myself
could do this that we can do | to control my
evening. therapy at my | physical closeness
own paceand | to new people and
that made me | give myself time
feel really safe. | to check out

whether I feel safe
with them.
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Your
strategies:

Yes, | can
remember

Short-Term Mode Management Plan for
My Maladaptive Coping Modes

In this session we worked out short-term or immediate behavioral,
cognitive, and experiential strategies and techniques that your
Healthy Adult Mode can use to deal with different types of
Maladaptive Coping Modes.

Below, make a Mode Management Plan with your preferred strat-
egies and techniques for each of the Maladaptive Coping Modes that
you experience. You can carry your plan with you as a flashcard or an
emergency plan to support the changes you are working on.

Avoidant Protector | Compliant Surrenderer | Overcompensator

Add more techniques to your plan as you identify other strategies
that work for you.
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Don't expect your Mode Management
Plan to be final today or even in a few
weeks. You can add new techniques as
you discover them through treatment.
We cannot tell you that your Mode
Management Plan will work in every
situation or 100%, because no one’s
does. What we can tell you is that it
will work better or have fewer nega-
tive  consequences than  your
Maladaptive Coping Modes. Mode
Management Plans need to match
specific kinds of situations and to
be tested and fine-tuned. At the
beginning you will probably need the
help of your therapists, the treatment
team, and your peers to add to your plan - but over time your
Healthy Adult will internalize all of these healthy coping
techniques and you will get better at accessing them and remember
to use them more often.

Therapist Notes: Mode Management Groups 1-6

What follows is a sample script for how we present the Mode
Management work to patients. This sample session is for the
Maladaptive Coping Modes. In sessions 2-6 you will be presenting
material in a similar way for each of the other main modes. You can
use the same sample script and just substitute the mode of your
session. We have also provided some therapist tips for dealing with
issues that frequently arise in these sessions.

Hello, I am glad that you are all here and I am happy to see
you. This is the Mode Management group. In the sessions of
this group we will focus on specific skills you can use when
you notice that you are stuck in a mode that doesn’t meet your
current need. But before we start, we would like you to feel
your feet on the floor, take a few deep breaths, and draw your
attention to being here in the group with us all.
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Here is the handout that we will work with today. We focus
on one mode at a time. The mode we are focusing on will be
the main emphasis in your groups and your individual session.
Each session of Mode Management focuses on a different mode
or set of modes - today it is the Maladaptive Coping Modes
(fill in the group of focus here). Now, remember there are dif-
ferent versions of Maladaptive Coping Modes (MCM) that
people can experience. The problem with all these versions is
that they take over instead of your Healthy Adult Mode (HAM)
choosing a behavior that would be effective in the situation you
are in today. So, we will work on strategies today to manage
your MCMs. To start, let’s all imagine a situation in which you
were in an MCM. Does everyone have a picture? [Wait
about 1 min.] OK, let’s look at today’s handout.

Give them the Mode Management handout for the session. Collect
what patients say. Reinforce statements by nodding or praising
participation.

Look at the first question and think about the situation you

just imagined. What could your HAM say to your MCM?
Great ideas. Let’s write them down. Anything else?

Yes, good, let’s write it down, too ....

Here you go over the example in detail, answering patients’ questions
and facilitating patients’ involvement in the discussion. What follows
is a description of how we present the examples.

Now let’s look at the next page. What we need is a list of
short-term or immediate strategies when you notice that one
of the MCM:s has taken over. Today we will look at things that
can help you immediately, when you get caught in an MCM.
Next time we work on this mode we will focus on things you
can do in the long term to reduce the frequency and strength
of the mode and be able to access your HAM.
Let’s go through the example for the Avoidant Protector:

“My Avoidant Protector keeps me locked up in my
apartment. I have an appointment with a new psychother-
apist coming up that I really want to attend”

Has anyone experienced a situation like this?
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Acknowledge everyone who indicates recognizing a situation like this
when in the Maladaptive Coping Mode. Head nodding should also be
acknowledged as it can take patients some time to talk in group, so it
is important to encourage their participation by reinforcing small
steps, including nonverbal involvement.

Alright, let’s look at a behavioral skill to get out of that
situation.

“I could call a friend who always supports me by telling me
that I can make it

That is a good idea. Has anyone tried that? How did it work?
That is really good. OK, what about other things you could do
to get out of the situation, can anyone think of
anything?

If your patients cannot think of other behavioral skills, give them
suggestions like the Pro and Con list, listening to inspirational music
while getting ready, taking your dog with you so you don’t have to
do it alone, and so forth.

Yes, those are great ideas. Lets write them all down, so you
can pick from different coping strategies the next time you are
in an MCM situation.

Let’s look at the next example.

“My Avoidant Protector keeps me from going to a job
interview”

What could help you get out of the Avoidant Protector Mode
with a cognitive skill, in this situation? The example suggests
a reality check.

“I could think of 10 good reasons why it would be good for
me to go and why nothing horrible can happen to me there””

What other things can you think of or remind yourself
of, if you are in an Avoidant Coping Mode?

If your patients cannot think of other cognitive skills, give them
suggestions like the Pro and Con list, positive self-talk, and so
forth.
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I am glad you can think of so many things. That is good work. Let’s
write them all down, so you can pick from different coping
strategies the next time you are in an MCM situation.

Do this for all mode variations on the handout. Let patients volunteer
and then rotate, asking the rest to give an example so that everyone
who wants to has a turn to speak.

Next, you go over the Mode Management Plan for each patient in
detail. What follows is an example of how we present the examples.

Now look at the last page. Here we want to develop a Mode
Management Plan for your MCMs that you can use every
day. Who has an Avoidant Coping Mode? [Acknowledge
people who are nodding. Choose one person.]

Is it OK if we start with you? [Wait for OK.] Which three tech-
niques that we talked about today do you want to write down for
your Mode Management Plan for your Avoidant Coping Mode?
[Do this for all patients who have an Avoidant Coping Mode.]
Who has a Compliant Surrenderer? [ Acknowledge people who
are nodding. Choose one person.]

Is it OK if we start with you? [Wait for OK.] Which three
techniques that we talked about today do you want to write
down for your Mode Management Plan for your Compliant
Surrenderer? [Do this for all patients who havea Surrendering
Coping Mode.]

Who has an Overcompensating Coping Mode? [ Acknowledge
people who are nodding. Choose one person.]

Is it OK if we start with you? [Wait for an answer.] Which
three techniques that we talked about today do you want to
write down for your Mode Management Plan for your Overcom-
pensating Coping Mode? [Do this for all patients who
have an Overcompensating Coping Mode.]

[Group Ending:] Great work today, everyone. So your
therapy assignment from todays group is to monitor your
Healthy Adult Mode dealing with your MCM from today
until our next meeting and try to fill in some more of the
spaces. Here is the worksheet for next week. We were very
happy to have you here.

Goodbye - have a good rest of your day.
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This script, with minor adjustments for content and to fit your
(O group and your personal style, can be used for Mode Management
sessions 2-6.

In sessions 7 to 12 we work on long-term skills to manage each of the modes.
These sessions are designed to help patients reduce the strength or frequency of
amode in the long term, but they do not necessarily help immediately. In session
7 we distinguish the three styles of coping: avoidant coping modes like Detached
Protector and Compliant Surrenderer, and overcompensating coping modes
like Bully-Attack and Self-Aggrandizer. First, example situations and a behavioral
or cognitive skill are developed for every mode, then the same thing is done with
experiential techniques for MCMs. On the last page of the handout for session 7
(Mode Management Session 7: Reducing the Power of the Maladaptive Coping
Modes - Long-Term Strategies (MM 7-MCM2)), these strategies, techniques,
and skills are organized into an MMP for each of the styles of MCM that the
patient is working on. Patients record the cognitive, behavioral, or experiential
skills that they want to try out in the coming weeks of treatment.

Mode Management Session 7: Reducing
O the Power of the Maladaptive Coping
Modes - Long-Term Strategies

Make a list of things you can do, and your thoughts, when you
notice that youre stuck in a version of the Maladaptive Coping
Modes and it is not getting your need met. Today, list only things
you can do over a longer period of time, to reduce your Maladaptive
Coping Modes more permanently. Note that this will also help you
modify your schemas.

Reducing the Reducing the
Avoidant Compliant Reducing the
Protector Surrenderer | Overcompensator

Example: | My Avoidant My Detached My Aggressive
Protector keeps Protector stops | Protector stops
me locked up in | me from telling | me from having
my apartment. | people closeto | relationships with
O me what my people who could

boundaries are. | really care about
me.




Reducing the Reducing the
Avoidant Compliant Reducing the
Protector Surrenderer Overcompensator
Long- I could gositin | Icould start I could try to
term the park for 20 by writing it intentionally start
behavioral | minutes 3 times | down, whenI | anew relationship,
pattern- a week. If I realize that for example by
breaking manage to do so | my Compliant | joining a sports
2 weeks in a row | Surrenderer club. I could try to
I could start takes over, meet some of the
~ going to a café because people from the
for 1 hr every someone club after sports to
week, and so on. | crossed my find out whether
boundaries. I'would like to be
ThenIcould | friends with them.
try to discuss | I could pay special
it with the attention to
person who the positive
crossed my characteristics
boundaries I notice in them.
that I feel
most
comfortable
with. If that
works out, I
could try to do
the same thing
with people
who feel more
difficult to
discuss it with.
Related “Abandonment” | “Emotional “Emotional
schema: Inhibition” Deprivation”
Your
strategies
Your
related

schema:
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Reducing the Reducing the
Avoidant Compliant Reducing the
Protector Surrenderer Overcompensator
Example: | My Avoidant My Compliant | My
Protector keeps Surrenderer Overcompensator
me from having | tells me that I stops me from
a job. may as well not | recognizing my
study for my weaknesses or the
midterm exam | strengths of
becauseIknow | others.
that I will fail.
Long- I could think I could I could consider
term about the remember the | the fact that
cognitive competencies I group in which | everyone has
strategies | have for a we talked weaknesses, even
particular job. I | about negative | me. When I deny
could think forecasting mine I can get
about the pros and realize into trouble
and cons of that I am because I act like
working at that | setting myself | a know-
job and other up to fail by it-all. I could
jobs. not studying. I | think about the
could remind | strengths of other
myself that not | people and not
trying is a sure | judge them so
way to fail. I negatively. I could
could remind | try to have a more
myself that 1 balanced view of
have passed myself and others.
exams and I
am not a
complete
failure. I could
start preparing
for my
midterm
exams.
Related “Unrelenting “Failure/ “Defectiveness/
schema: Standards” Incompetence” | Shame”
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Reducing the Reducing the
Avoidant Compliant Reducing the
Protector Surrenderer Overcompensator
Your
strategies:
—
Your
related
schema:
Example: My
My Compliant | Overcompensator
Surrenderer | is really mean and
keeps me from hateful to my
My Avoidant having my friends if they say
Protector keeps own feelings | something is going
me from doing and to happen and
any activity with recognizing they don't follow
other people. them. through on it.
Experi- I can recall in I can access the | If something like
ential imagery how it childhood this happens,
techni- felt to begin to memories this | before I react to
ques for feel safe in my is connected to. | my friends I can
long-term | therapy groups. ThenIcanask | give myself a
change In the imagery1 | my therapistto | couple of minutes
can re-experience | help me to access the
enjoying talking | rescript those safety-bubble I
with the others in | memories. I learned in group.

the breaks. I can
access the warm

can then access
the rescripted

Then I can do a
mode dialogue in
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strategies

feeling in my situation by my mind to check
belly that I had listening to it in with the needs
in these onmyiPod. 1 | of my different
moments I can can then try modes. Then my
train myself to slowly access Healthy Adult
access this feeling | my feelingsin | Mode can choose
three times a the present an appropriate
day, when I am and maybe action that wont
in the company | even tell the damage my
of other people people closest | friendships.
(at work, in to me how I
therapy ...). feel.

Related “Isolation” “Emotional “Entitlement”

schema: Inhibition”

Your

Your
related
schema:

We have worked out long-term behavioral, cognitive, and
experiential strategies, techniques or skills that your Healthy
Adult Mode can use to reduce the power of all the types of

Maladaptive Coping Modes.

Below, make a Mode Management Plan for each Maladaptive
Coping Mode that you experience and want to try out in the next
few weeks - it can act as a flashcard for you to refer to while you are

working on change.
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Long-Term Mode Management Plan for my
Maladaptive Coping Modes

Compliant
Avoidant Protector Surrenderer Overcompensator

Add more techniques to your plan as you try things and find out
what works best for you.

Don't expect your mode-change plan to be final today or even in a
few weeks. There are always new techniques for long-term change
to try out throughout your life. You can add new techniques as you
discover them through treatment. We cannot tell you that your
mode-change plan will work in every time or 100%, because no
one’s does. Some things are more difficult to change than others.
What we can tell you is that they will work better in the long run
than your Maladaptive Coping Modes. Mode Management Plans
need to match specific kinds of situations and to be tested and fine-
tuned. At the beginning you will probably need the help of your
therapists, the treatment team, or your peers to add things to your
plan - but over time your Healthy Adult will internalize all of these
healthy coping techniques and you will get better at accessing them
and remembering to stick to your plan.
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In an intensive setting it is helpful to give a copy of this MMP to the treatment
team so that all have access to it. In the inpatient setting it is helpful for the
patients and staff members if another copy is kept easily available on the unit.

Session 2 focuses on the DyPMs. The same steps are gone through as for
the previous modes. The only difference is that this time we ask patients
what their HAM can say to their DyPM (Mode Management Session 2:
Fighting Your Punitive and Demanding Parent Modes (MM 2-DyPM1)).

Mode Management Session 2: Fighting Your
Punitive and Demanding Parent Modes

The Punitive and Demanding Parent Modes produce pressure and
self-hatred and often trigger Maladaptive Coping Modes.

In Schema Therapy we want to strengthen your Healthy Adult
Mode, practice ways he/she can stand up to your Punitive Parent

O Mode, and find ways in which he/she can reduce the demands of

your Demanding Parent Mode to a reasonable level.

Imagine a situation in which you heard a message from your
Dysfunctional Parent Modes.

What can your Healthy Adult Mode say to your Punitive Parent
Mode?

What can your Healthy Adult mode say to your Demanding
Parent Mode?

One of the goals of Schema Therapy is to
free you from the negative impact these
Dysfunctional Parent Modes or internal critics
have on you.
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Fighting Your Punitive and Demanding Parent Modes:
Short-Term Behavioral and Cognitive Strategies

Record what you can say or do, when you notice that you are stuck
in your Punitive or Demanding Parent Mode and recognize that
this is not good for you.

Fighting your Fighting your
Punitive Parent Mode Demanding Parent Mode

Example: | It’s Monday morning and your “To do list” is full of tasks:

Your Punitive Parent Your Demanding Parent
Mode: “You won't make | Mode: “You have to finish
it! You are such a loser. everything no matter what!
You will never amount to | I don’t care how late you
anything? stay up - no breaks. There
is no excuse not to finish
everything perfectly.
Short-term | I can say loud and clear | I can make a time table and
behavioral | “Stop. You are wrong. I do one task at a time. I will
strategies | have managed many schedule in times for taking
stressful times in my life | breaks, in which I will relax.
and I can do it again. I I will also prioritize the list
won't listen to you put me | and do what is urgent today
down like this!” Then I and what can be done

can start to work on one tomorrow or even later.
task at a time.

Your

strategies:

Example: | You failed an exam:
Your Punitive Parent Your Demanding Parent
Mode: “You are too stupid | Mode: “You should have
to succeed at anything. studied much more! You
You are incapable and shouldn’t have done
worthless” anything else even for a

minute, now you must study
every minute until you can
take the makeup exam!”
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Fighting your
Punitive Parent Mode

Fighting your
Demanding Parent Mode

Short-term
cognitive
strategies

I can tell myself: “I failed
an exam. That does not
make me a failure. 1
didn’t have enough time
to prepare and I was
distracted, because my
grandma was dying. I
was also unlucky with the
questions in the exam.
These are the
circumstances that made
it difficult for me. I am
not incapable or stupid. 1
can also remember exam
situations in which I have
done really well, for
example I completed
college successfully. I
won't listen to my
Punitive Parent Mode. It
is just wrong?

I can tell myself: “I need to
study for the makeup exam,
but I need to balance study
and relaxation and get
enough sleep to be in the
best shape for the exam.

I can remind myself this was
the first exam of the
semester so there is time to
make up for it. The painful
circumstances I had will not
be there for the next exam.

Your
strategies:

Fighting Your Punitive and Demanding Parent Modes:

Short-Term Experiential Techniques

In the Experiential Mode Work group we tried techniques to fight the
Punitive and Demanding Parent Modes on the experiential or emo-
tion-focused level and we will try more over the course of your
treatment. These techniques include the punishment-reinforcement
exercise, effigy exercises, and others. Make a list of the techniques
from that group that you can use when you want to stop or turn the

volume down on your Dysfunctional Parent Modes.
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Example: Your friend tells you she can’t be there to support you
all of the time.
Your Punitive Parent Your Demanding Parent
Mode: “Nobody likes you. | Mode: “I told you, you
You are such a whiner. needed to work harder on
You are a burden to becoming healthy, if you
others. It would be better | did you wouldn’t have to
if you were dead” call her. You have to work

harder, do you
understand!”

Short-term | I can go back to the I can access the image of

experiential | imagery exercise we did in | saying “stop” to the effigy

techniques which I found out that my | of my Demanding Parent
Punitive Parent Mode has | Mode. I can remember
the voice of my first-grade | how it felt to have all the
teacher, who made me feel | others in group telling my
bad about everything I Demanding Parent Mode
did. I can also remember | effigy that she was wrong
the therapy session when | and that she needed to
we talked about how I shut up. I can access my
don’t want to treat myself | HAM and find out what
the same way that teacher | a reasonable number of
treated me. I can access times to call my friend
the strength I felt in that | would be — maybe three
moment and tell my times a week and not
Punitive Parent Mode to | every day.
“shut up”

Your

techniques:

“ »
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Short-Term Mode Management Plan to Fight My
Punitive and Demanding Parent Modes

We have identified short-term behavioral, cognitive, and experiential
strategies, techniques, and skills that your Healthy Adult Mode can use
to fight the Punitive and Demanding Parent Mode.

Below, make a Mode Management Plan with your preferred strat-
egies and techniques for each of the parent modes you experience.
Keep this plan with you as a flashcard or an emergency plan while
you are working on change.

Punitive Parent Mode Demanding Parent Mode

Add more techniques to your plan as you try things and find out
what works best for you.

Don't expect your Mode Management Plan to be final today or
even in a few weeks. You can add new techniques as you discover
them through this program. We cannot tell you that your Mode
Management Plan will work in every situation or 100%, because no
one’s does. What we can tell you is that it will work better in the
long run than listening to your Dysfunctional Parent Modes. Mode
Management Plans need to be designed to match specific kinds of
situations and to be tested and fine-tuned. At the beginning you
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will probably need the help of
your therapists, the treatment
team, and your peers to add
things to your plan - but over
time your Healthy Adult will
internalize all of these healthy
coping techniques and you will
get better at accessing them and
remembering to use them.

Session 3 focuses on the VCM. Again a short introduction to the VCM
is given, distinguishing the sad and the anxious child versions. The experi-
ential exercise of this session asks patients to imagine a VCM situation.
Some patients are likely to choose a sad and others an anxious VCM
situation. We ask patients to tell us what their Vulnerable Child needed to
hear in the situation (Mode Management Session 3: Caring for Your
Vulnerable Child Mode’s Feelings of Sadness and Anxiety (MM 3-VCM1)).
They record their answers on the exercise form. After that, we work on
short-term or immediate behavioral and cognitive techniques to meet the
needs of the VCM. We continue to distinguish between the sad and anxious
VCMs as they require somewhat different antidotes. Again, an example is
presented and the patients’ personal situations and antidotes are collected.
The same thing is done for experiential skills. On the last page, each patient
records their mode management plan for the VCM.

Session 4 focuses on the ACM. For this mode it is important to be
aware that skills need to fit two goals. A patient in the ACM needs to vent
the anger in a non-damaging way, and to learn social competencies or
interpersonal skills to be able to better fulfill their needs. The session
follows the same procedure. We ask what the ACM needs to hear to feel
attended to and heard (Mode Management Session 4: Managing Your
Angry Child Mode (MM 4-ACM1)). We also validate their feeling in the
form of “I can understand, given your childhood experiences, why this
makes you furious (or you feel this intense about it)” or simply “Damn,
that would be aggravating” It is important to point out that cognitive
skills for the ACM are limited. When patients are in ACM their access to
cognitive resources is restricted until their adrenaline level has reduced.
In contrast, experiential skills can work extremely well for the ACM.
Examples of experiential skills include: imagining bursting balloons,
playing tug-of-war with the therapist.
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Mode Management Session 3: Caring
for Your Vulnerable Child Mode’s Feelings
of Sadness and Anxiety

When you experience the Vulnerable Child Mode (VCM) your
predominant feeling is likely to be sad, anxious, or a combination of
the two. When the VCM is sad, he/she may also feel lonely or hope-
less and other feelings related to sadness. When the VCM is
anxious, he/she may also feel fearful or scared and other feelings
related to anxiety. It is also possible for the VCM to feel a combi-
nation of both sad and anxious feelings. One feeling that combines
these two is “abandoned” In addition, sometimes when you are
in the VCM you may just be aware of emotional pain and not
have words for it. This is common when people are in a very young
version of the VCM.

We look at the feelings involved to help figure out what the
VCM’s need is. Children who are sad or anxious need a good-
parent adult to comfort and reassure them. Many people with
psychological problems did not have adults in their childhood
who could comfort and reassure them when they felt sad or
anxious. So they never learned how to cope with those feelings.
Often they have only learned that it is not OK to be sad or to
be scared. Therefore they do not know what to do when in
the VCM.

For sadness in your VCM, it is important to tell him/her that it is
OK to be sad at times. This can be expressed by saying “It is OK to
be sad. If that same thing had happened to me, I would be sad too.
I can really understand that you feel sad and lonely right now”
A good parent would console a sad child with words and actions: a
hug, a shawl to wrap up in, rocking, hot cocoa, and so forth. These
are all things that your Healthy Adult Mode (HAM) can learn to do.
They may feel alien at first, but they will give the VCM what he/she
needs.

For anxiety in your VCM, it is important to give him/her safety
and protection. You can do that, for example, by saying “I am here
for you. I will protect you. I will keep anything bad from happening
to you” In some situations it will also be helpful to provide your
VCM with guidance help the VC deal with the fear in an adaptive
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way. For example, showing the VC that the thing it fears is not
dangerous or eliminating the danger.

In both cases, when you have suppressed the VCM feelings for a
long time, feeling them will also bring up some dependency. In ST
it is a natural part of the healing process that your therapists act as
good parents for your VCM. This provides your VCM the learning
experience with a healthy role model that he/she did not have in
childhood. Over time you will develop the Good Parent side of
your HAM and be able to meet the needs of your VCM yourself.
This process takes time and openness on your part to allowing the
therapists’ good parenting in and then developing your own Good
Parent.

Imagine a situation in which you were in the VCM and
felt sad.

What has your VCM heard from your therapists that felt com-
forting? What could the Good Parent part of your HAM say to
your VCM to comfort him/her?

Imagine a situation in which you were in the VCM and felt anxious
or scared.

What has your VCM heard from your therapists that made you
feel safe? What could the Good Parent part of your HAM say to your
VCM to help him/her feel safe?

It is our goal that your HAM is strengthened to become able to
recognize the VCM’s needs and be able to comfort and reassure his/
her sadness or anxiety.
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Caring for Your Vulnerable Child Mode: Short-Term Behavioral

and Cognitive Strategies

Today we will be looking at short-term strategies to use when you are

in the Vulnerable Child Mode and feeling sad or anxious.

Next time we work on this mode in the Mode Management group

we will focus on long-term strategies.

Comforting sadnessin

Reducing anxiety in

feel abandoned. Maybe
my roommate will tell
me that she also feels sad
when somebody cancels
a date. She might suggest
that we have a nice
evening in our room. If
she doesn’t make that
suggestion, I could ask
her if she would like to
do something with me
this evening, for example
watch a movie or cook
together.

the Vulnerable Child the Vulnerable Child
Example: I am in the VCM feeling | I am in the VCM feeling
sad because my friend anxious because I fear
has just told me that she | that I will not be able to
will not come to visit me | find an outpatient
this evening. therapist all by myself so
I will be abandoned
after discharge.
Short-term I could tell my roommate | I could ask the nursing
behavioral what happened. I could | staff to support me in
strategies tell her that this makes | making the phone calls
me really sad and that I | to find an outpatient

therapist. Together we
could plan what I could
say to leave an
appropriate message on
the therapist’s voicemail.
I could also ask one of
my friends to take me to
the therapist’s office for
the first few
appointments.

Your strategies:
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Comforting sadnessin
the Vulnerable Child

Reducing anxiety in
the Vulnerable Child

Example:

I am in the VCM feeling
sad, unloved, and lonely
because nobody has
called me all week long.

I am in the VCM feeling
anxious because I fear
that my roommate won’t
like me anymore, if I ask
her to do her share of the
cleaning.

Short-term
cognitive
strategies

I could think about
calling someone, or if no
one is available I could
send an email. I could
then recall some of the
comforting things my
therapist said to me and
the plan we made for me
to watch my favorite
movie or listen to my
favorite music when I
was feeling like this.

I could consider what
the odds are that my
roommate will react in
exactly that way. I could
also consider what the
worst thing that could
happen to me would be
if she did stop liking me.

Your strategies:

Caring for Your Vulnerable Child Mode: Short-Term
Experiential Techniques

In the Experiential Mode Work group we tried some techniques
to comfort and reassure the Vulnerable Child and we will try more
of them over the course of your treatment. These techniques
include connecting with others, imagery rescripting exercises,
mode dialogues, and so forth. Make a list of experiential techniques
to use when your Vulnerable Child Mode needs comfort or

reassurance.
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Example:

My Vulnerable Child feels
sad and unloved because
the person I love doesn’t
want to be with me.

My Vulnerable Child is
afraid of babysitting for
my friends little
daughter.

Short-term
experiential
techniques

I can access the sad and
lonely feelings I have in
my belly and then recall
what was said to my
VCM yesterday in the
imagery exercise in
group. I can recall things
like “I will be there for
you”

I could do a mode
dialogue with my HAM,
reassuring my VCM by
reminding her that “My
friend says her daughter
has always liked it when
I visited. You made
spaghetti for today. Kids
like that. I know you can
do a good job babysitting
for your friend’s
daughter and you don’t
have to be perfect”

Your
techniques:

Short-Term Mode Management Plan
for My Vulnerable Child Mode

We have worked out behavioral, cognitive, and experiential
techniques or strategies that your Healthy Adult Mode can use to
deal with sad and anxious feelings in your Vulnerable Child Mode.

Below, make a Mode Management Plan with your preferred
strategies and techniques that you can keep with you as a flashcard

or an emergency plan while you are working on change.
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For comforting sadness

For reducing anxiety

O what works best for you.

Add more techniques to your plan as you try things and find out

O Mode Management Plan will work

Don’t expect your Mode
Management Plan to be
final today or even in a few
weeks. You can add new
techniques as you discover
them through treatment.
We cannot tell you that your
in every situation or 100%,

because no one’s does. What we can tell you is that it will work
better in the long run than your unhealthy Coping Modes or
Parent Modes dealing with your Vulnerable Child Mode. Mode

Management Plans need to match
and to be tested and fine-tuned.

specific kinds of situations
At the beginning you will

probably need the help of your therapists, the treatment team,
and your peers to add things to your plan - but step-by-step
your Healthy Adult will internalize all of these healthy coping
techniques and you will get better at accessing them and

remembering to use them.
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Mode Management Session 4: Managing Your
Angry Child Mode

Anger is the primary feeling of the Angry Child
Mode. When you are in this mode, you may
feel angry, enraged, frustrated, annoyed ... but
you can also just be very impulsive without
being aware of any anger. If this is the case, we
call it the Impulsive Child Mode rather than
Angry Child Mode.

Some people with psychological problems
have never had a healthy adult model who
showed them how a child who is angry should
be responded to and helped to express their anger safely. Often they
just got the message that it is “not OK” to be angry. So, they never
learned how to deal with their Angry Child Mode.

It is important that the Angry Child Mode is allowed to show
anger and can say what makes him/her angry. Usually it is not just
one thing but many, and even a large backlog. To make sure that all
of this can be expressed it is necessary to allow enough time for
venting. From your Healthy Adult Mode it is important to listen to
the Angry Child Mode, hear the underlying need, take it seriously,
and remember all of it.

In doing that, you can show the Angry Child that it is totally
OK and normal to get angry, even at those who are close to you.
You can convey this with validating statements like “I can really
understand how angry you are about this.” Or “Damn! I would be
angry about that too” After venting and validation it is important
to look at what the needs of the Angry Child are and what the
options are for getting them filled. It is also important to look at
how he/she can deal with anger in the future to be able to express
it effectively and safely - without damaging self, others, or their
relationships. Some people have suppressed their Angry Child
Mode for such a long time that it takes time to even discover their
feelings of anger. Others are afraid of their anger and think that
they have no control when in Angry Child Mode. That is why it is
important in the beginning of doing this work to have a model
from the therapist of how a good parent would respond to and
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help the Angry Child. Over time you can internalize this healthy
way of dealing with the Angry Child part of you into your Healthy
Adult Mode.
Imagine a situation in which you are in your Angry Child Mode.
What does your Angry Child Mode need to hear so that he/she
feels heard and attended to? How can you say this from your Healthy
Adult Mode?

A goal of Schema Therapy is that your
Healthy Adult Mode be able to help your
Angry Child Mode vent his/her anger in a
non-damaging way and over time channel
that anger into healthy assertive skills that
the Healthy Adult Mode can use to clarify
your personal boundaries, express your
needs, and reach your goals.

Managing Your Angry Child Mode:
Short-Term Behavioral and Cognitive
Strategies

Make a list of the self-talk and actions you can use when you feel
stuck in the Angry Child Mode and are not getting your need
met. For now, we will look at things that can help you immedi-
ately. Next time we work on this mode we will focus on things
you can do long term to reduce the intensity of this mode. One
warning: when the Angry Child Mode is very intense, cognitive
skills are not very effective. At those times we are flooded with
adrenaline and clear thinking is difficult! Don’t forget that part
of managing the ACM is identifying the unmet need that is trig-
gering your anger. Often you must do that later when you are
less angry.
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Managing Your Angry Child Mode

Example:

I am in the Angry Child Mode because my
friend cancelled our date, because she prefers
doing something with her boyfriend. I want to
yell at my friend and tell her never to contact
me again!

Short-term
behavioral strategies

I could take my boxing gloves and hit the
boxing bag until I have physically vented my
anger and feel less tense. Then I could send an
email to my friend in which I tell her that it
makes me really angry when she cancels dates
on short notice, because she prefers to see her
boyfriend. I feel like I always come last and
am not important to her. I want her to plan
better in the future so that she can see her
boyfriend and have time for our friendship.

I could write that in the email also.

Your strategies:

)

Example: I am in the Angry Child Mode because my
mother told her friends that I failed my
driver’s license exam.

Short-term After venting my anger, I analyze what

cognitive boundaries my mother has stepped over by

strategies her behavior and what action I want to take.

I can plan what I need to say to her about
this and what skills I might need to do that
in an assertive and not aggressive way.

Your strategies:
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Managing Your Angry Child Mode: Short-Term
Experiential Techniques

In the Experiential Mode Work group we tried some experi-
ential techniques to manage your Angry Child Mode and
we will try others over the course of the program. These tech-
niques include connecting to others, imagery rescripting, mode
dialogues, and mode role-play exercises, among others. Make a
list of the experiential techniques you can use to reduce the
intensity of your Angry Child Mode and avoid taking reckless
action.

Example: My Angry Child Mode wants to hit
my boss for invalidating me in front
of others.

Short-term experiential I can feel my muscles getting really

techniques tense. I can imagine a balloon in

which I put all my anger and let it
go. Today I have to imagine a
couple of balloons flying in the air
until I feel relieved. Then I can
remember being in group and

the therapist asked me what I
needed — and then respected what I
asked for. Maybe I need to say that
I want to be treated with respect in
this situation, too.

Your techniques:

Fly anger-
balloons, fly




Short-Term Mode Management Plan for
My Angry Child Mode

We have worked on behavioral, cognitive, and experiential techniques
or skills that your Healthy Adult Mode can use to manage the Angry
Child Mode. Below, make a Mode Management Plan with your
preferred strategies and techniques. Keep this plan with you like a flash-
card or an emergency plan while you are working on change.

Angry Child Mode

Add more techniques to your plan as you try things and find out
what works best for you.

Don't expect your Mode Management Plan to be
final today or even in a few weeks. You can add new
techniques as you discover them through this
program. We cannot tell you that your Mode
Management Plan will work in every situation or
100%, because no one’s does. What we can tell you
is that it will work better in the long run than your
Maladaptive Coping Modes or Dysfunctional
Parent Modes are in dealing with your Angry Child
and your underlying needs. Mode Management
Plans need to be designed to match specific kinds of situations and
to be tested and fine-tuned. At the beginning you will probably need
the help of your therapists, the treatment team, and your peers to
add things to your plan - but over time your Healthy Adult will
internalize all of these healthy coping techniques and you will get
better at accessing them and remembering to use them.
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Session 5 focuses on the HCM and the goal is to develop a short-term plan
either to access that mode or to stay in it. This session follows the same procedure,
adding a short discussion about what their HCM enjoys (Mode Management
Session 5: Developing Your Happy Child Mode (MM 5-HCM1)). If there is
interference with enjoyment, we determine how their HAM can intervene. In
doing this, refer to the Mode Awareness group where modes that interfere with
the HCM were identified. In the Mode Management Plan for the HCM it is
important to identify positive activities that might trigger a patients HCM.

Mode Management Session 5: Developing
Your Happy Child Mode

When you are in Happy Child Mode, you feel loved,
content, connected to others, met in your core
emotional needs, fulfilled, protected, praised,

(O worthy, provided for, led, understood, appreciated,
safe, optimistic, and spontaneous.

Most people with a psychiatric disorder did not
have an environment in their childhood that
encouraged and supported them in being happy or
playful. That is why they often don’t know what
they enjoy doing and they have not developed
hobbies or leisure activities for their lives.

It is important that the Happy Child Mode can
express his/her happiness and do things that make him/
her happy. It is important to give your Happy Child
Mode the possibility to express creative impulses or
expressions. As a Healthy Adult it is useful to be open to
a wide range of possibilities for joy and pleasure for the
Happy Child. It is also important to be able to connect
with the Happy Child in you and pay attention to
information from him/her about what is wanted.

Some people have suppressed
their Happy Child Mode for such a
long time that it takes work in
therapy to access feelings of joy
and happiness. For this reason,
schema therapists call your Happy
Child out to play and explore, and help you
learn more about the Happy Child Mode and
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develop a sense of play and fun. Later on, your Healthy Adult Mode
can learn to do this for you.
What does your Happy Child Mode enjoy?

What does your Happy Child need to hear from your Healthy Adult
Mode so that he/she is able to come out to play and enjoy life?

It is a goal of Schema Therapy to encourage your Healthy Adult
Mode to help your Happy Child Mode develop a sense of play and
fun and to plan time for hobbies and leisure.

Strengthening the Happy Child Mode: Short-Term
Behavioral and Cognitive Strategies

Make a list of things you can think and do to develop your Happy
Child Mode. Today we will look at short-term strategies that can
help you get into your Happy Child Mode. Next time we work
on this mode we will focus on things you can do in the long term
to work on developing this mode. Because in this mode you
feel good!

Developing Your Happy Child Mode

Example: I am in Happy Child Mode when I spend time
with friends and play beach volleyball.
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Developing Your Happy Child Mode

Short-term I could spontaneously call my friend after
behavioral strategies | work and ask her if she has time to go to my
favorite coffee place and chat. If she doesn’t
have time I could walk over to the beach
volleyball field and see if anyone’s around.
Maybe I can find a game to join.

Your strategies:

O Example: I am in Happy Child Mode when I can
remember happy moments.

Short-term I could think about the things we did in
cognitive strategies | summer and how I felt about the activities.

Your strategies:

Strengthening Your Happy Child Mode:
Short-Term Experiential Techniques

In the Experiential Schema Therapy group we tried some
techniques to strengthen the Happy Child Mode on the emotional

(O orexperience-based level and we will try more of them through the
course of your treatment. These techniques included connecting to
others, games and play, and other fun things. Make a list of experi-
ential techniques to use when you want to access your Happy Child
Mode and call him/her out to play.

Example: I am in Happy Child Mode when I eat cookies &
cream flavored ice cream.

Short-term | I can do an imagery exercise like we did in group. I can
experiential | imagine walking into an ice cream store and ordering a
techniques | gigantic ice cream in a chocolate-dipped waffle cone.
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I can order cookies & cream flavored ice cream - I can
order three big scoops. Then I can put M & Ms on top of
my ice cream and some chocolate sauce. I can smell the ice
cream and feel the cold when I hold the cone in my hand.
I can dip a spoon into my ice cream and put a spoonful in
my mouth - I can taste the cookie & cream flavor, the rich
chocolate, the crunch of the Me»Ms ... yummy.

Your
strategies:

Short-Term Mode Management Plan for
My Happy Child Mode

We have worked on behavioral, cognitive, and experiential techniques
or skills that your Healthy Adult Mode can use to access and encourage
your Happy Child Mode to come out and play.

Below, make a Mode Management Plan with your preferred
techniques to carry with you as a flashcard reminder while you are
working on change.

Happy Child Mode

Add more techniques to your plan as you try things and find out
what works best for you.
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Don’t expect your Mode Management Plan to
be final today or even in a few weeks. You can
add new techniques as you discover them
through treatment. We cannot tell you that
your Mode Management Plan will work in
every situation or 100%, because no one’s does.
What we can tell you is that it will work better
and make you happier in the long run than

(O your Maladaptive Coping Modes or
Dysfunctional Parent Modes in dealing with
your Happy Child Mode. Mode Management
Plans need to match specific kinds of situa-
tions and to be tested and fine-tuned. At the beginning you will
probably need the help of your therapists, the treatment team, and
your peers to add things to your plan - but over time your Healthy
Adult will internalize all of these healthy coping techniques and
eventually they will become automatic.

Session 6 focuses on the HAM and the same format is followed. This
time we are looking at the triggering of healthy behaviors (Mode
Management Session 6: Strengthening Your Healthy Adult Mode (MM
6-HAM1). There is no MMP needed for the HAM.

Mode Management Session 6: Strengthening
Your Healthy Adult Mode

When you are in this mode, you support and validate your
Vulnerable Child Mode, you set limits for your Angry and Impulsive
Child Mode, you support and develop your Happy Child Mode, and

(O you fight your Maladaptive Coping Modes and Dysfunctional
Parent Modes, replacing them with healthy coping strategies and
reasonable standards.

In the Healthy Adult Mode we are able to balance needs and
responsibilities so that we can enjoy life but also have fulfilling work.
From the Healthy Adult Mode we take on adult functions like work,
parenting, and other duties and pursue pleasurable activities like
sexuality, intellectual and cultural interests, our health, and sports.
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One part of our Healthy Adult Mode is the
Good Parent. The “Good Parent” is the healthy
part of what we have taken in or internalized
from important people in our life, including our
psychotherapists and fellow group members.

A childhood environment where love,
support, encouragement, validation, and consis-
tency are provided and experienced promotes
the development of a strong Healthy Adult
Mode. Most people with a psychiatric disorder
did not have such a childhood environment, but
the good news is that this can be corrected in the
environment of Schema Therapy.

In Individual and Group Schema Therapy
you can have corrective emotional learning
experiences with the support and validation of
therapists and peers. These will allow you to
connect with and develop your Healthy Adult Mode. Whatever
your chronological age, it is not too late to do this and reap the
benefits.

What can your Healthy Adult Mode say to:

1.  Your Maladaptive Coping Modes

O 2. Your Vulnerable Child Mode

3. Your Angry/Impulsive Child Mode
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4. Your Punitive Parent Mode

5.  Your Demanding Parent Mode

6. Your Happy Child Mode

O

Developing and strengthening your Healthy Adult Mode is an
important goal of Schema Therapy.

Strengthening Your Healthy Adult Mode:
Short-Term Behavioral and Cognitive Strategies

List things you can think or do to strengthen your Healthy Adult
Mode.

In this mode your thinking is clear and you can access your healthy
coping strategies without interference from old Maladaptive Coping
Modes or Dysfunctional Parent Modes.

Strengthening the Healthy Adult Mode

O Example: I am in my Healthy Adult Mode when I manage to
set a limit without feeling guilty about it.

Short-term I could say “No, I can't help you right now, but I will

behavioral try to get back to you later when I feel better” when
pattern- I am aware that I have no resources left to help my
strengthening | girlfriend, because I have a lot to deal with myself.
strategies I could allow myself to do something that is good for

me to replenish my resources.

My strategies:
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Strengthening the Healthy Adult Mode
Example: I am in my Healthy Adult Mode when I can keep
calm in a stressful situation and do not lose trust in
myself.
Short-term I could think about how many situations I have
cognitive managed well so far and give myself positive
strategies instructions like “You will do really well, it is just a
challenge, you can meet it!”
My strategies:

Strengthening Your Healthy Adult Mode:
Short-Term Experiential Techniques

In the Experiential Schema Therapy group we tried some
techniques to strengthen your Healthy Adult Mode on the
emotional or experience-based level and we will try more of them
over the course of your treatment. Since the Healthy Adult
Mode is there to manage all the other modes, these techniques
include all of the ones you heard about in your previous Schema
Therapy groups and individual sessions. Make a list here of the
experiential techniques you can use when you are in the Healthy

Adult Mode.
Example: I am in my Healthy Adult Mode
when I take care of my kids.
Short-term When I am taking care of my kids by reading a
experiential night-time story to them, I can try to collect this as
techniques a memory by paying close attention to the

experience, what it feels like, how they look, and
so on. I can recall this experience in imagery a few
times before I go to sleep and allow myself to take it
in as evidence of my caring as a mother or father.

Your techniques:
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You now know how to monitor your modes. You can use your Mode
Awareness handouts to keep track of them. We have worked out
behavioral, cognitive, and experiential strategies, techniques, and
skills that your Healthy Adult Mode can use to manage all other
modes. You have a Mode Management Plan for each mode. Make
these easily accessible, for example as flashcards, so that you can
refer to them whenever you need to. And never forget that you have
O a Healthy Adult Mode to call upon!

Sessions 7-11 focus on long-term MMPs for the rest of the modes. These
plans involve more steps over a period of time and can lead to change in the
underlying early maladaptive schemas that trigger modes. When modes
change, schemas may also be affected, so one part of the long-term handout
asks which schema might be affected by changing a mode in specific
situations. The modes in this group of sessions follow the usual sequence
and employ the same session structure. We go over examples of long-term
strategies in the session for each mode. A long-term MMP is developed for
each mode and recorded on the session handout. These plans focus on
changes that patients want to start in the following weeks. The continued
use of MMPs formulated in the treatment program outside of sessions is
one of the strategies to support generalization post-treatment.

Mode Management Session 8:
Long-Term Strategies to Fight Your
Dysfunctional Parent Modes

List strategies to use over a longer period of time to fight your
Punitive Parent and Demanding Parent Modes more completely or
permanently. Reducing the power of these Dysfunctional Parent
Modes will also help you modify your schemas.




Fighting your

Fighting your Demanding Parent
Punitive Parent Mode Mode
Example: You feel stressed Your colleagues sit

because you have an
important interview
tomorrow:

Your Punitive Parent
Mode says: “You will
never succeed. You
failed last time and
will again. You are a
loser!”

together at a table
during lunch and talk
about an author you
have never heard of.
Your Demanding
Parent Mode says: “You
need to take a part in
the conversation right
now or nobody will like
you. You must read
more, so you will also
know the authors that
people talk about. You
have to say something
clever or you will
embarrass yourself
completely”

Long-term
behavioral
pattern-breaking
strategies

I say loudly: “No!” and
I will say it again and
again, if my Punitive
Parent Mode starts up
again. I can practice
the job interview with
my therapist in a
role-play. I could

I ignore my Demanding
Parent Mode and say: “I
don’t know that author,
what did he write?” or
“Could one of you lend
me a book by him?

It really sounds
interesting.” I could

practice any difficult participate in
situations in role-plays, | conversations, even if
so that I will know I I don’t have all of the
can manage them perfect answers to all
confidently. questions.
Related schema: | “Failure” “Unrelenting
Standards”

Your strategies:

Your related
schema:




Example: Since the beginning of You have the feeling
the week you have been lately that you are not
thinking about cancelling | enough for anyone
your date for Friday. and that you are not
Your Punitive Parent Mode | interesting to others,
says: “Nobody likes you. unless you are giving
Look at you, you are so to them in some way.
boring and ugly” Your Demanding

Parent Mode says:
“You must always be
helpful and supportive
and take responsibility
for meeting other
people’s needs”

Long-term I could tell myself: “That | I could remind myself

cognitive is not true! The time of that I try to do my

strategies my terrible acne and best for my friends.
dental braces was over And what I do is
ages ago” enough. It is
I could remind myself of important for me to
various compliments I have | take time for myself
been given on my style, my | also. I could decide
eyes. I could wear the dress | who my two best
I feel prettiest in and make | friends are and focus
sure that I have a good on spending time with
night’s sleep to look rested. I | them, then take time
could remind myself that for myself and only
only my Punitive Parent after that look after
voice calls me names like other friends’ needs.
that and it is wrong.

Related “Defectiveness” “Self-Sacrifice”

schema:

Your

strategies:

— -

Your related
schema:
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Example: You feel bad because you You feel under
made a mistake. pressure because your
Your Punitive Parent best friend asked you
Mode says: “You are an to make her wedding
idiot. You need to be bougquet.
punished - no dinner for | Your Demanding
you today!” Parent Mode says:
“You had better make
at least three of them
to make sure one is
good enough. It may
take all night, but it
has to be perfect. It
must be perfect”
Experiential I can rescript my past I'will do an imagery
techniques experiences by exercise of the times
for long-term | remembering the Good when my friend told
change Parent Script my therapist | me that my bouquets
read in group and imagine | were the most
my Healthy Adult Mode beautiful she had ever
and tell myself: “Tt is OK to | seen and how happy
make mistakes. There is she looked when she
no way around them. asked me to make her
Now, let’s go and try to wedding bouquet
correct the mistake and because I was such a
then let’s have dinner. gifted florist. I felt
Punishing yourself does relieved and connected
not help you learn from with my confidence
your mistakes, it just and trust in my
makes you feel bad” abilities — the pressure
I can make myself a little | was taken off me.
box with notes from my Because it is still hard
Good Parent that for me to resist my
contradict my Punitive Demanding Parent
Parent Mode and look at | Mode, a first step
one every morning. could be to access this
feeling of relief and
confidence every day
and start asking myself
if this is a way I want
to feel like more often.
Related “Failure” “Unrelenting
schema: Standards”
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Your
strategies:

5

Your related

schema:

We have worked on behavioral, cognitive, and experiential
strategies, techniques, and skills that your Healthy Adult Mode
can use to fight your Punitive and Demanding Parent Modes.

Below, make a Mode Management Plan with your preferred
strategies and techniques for each version that you experience. Keep
it with you as a flashcard to remind you of your long-term plan
while you are working on change.

Long-Term Mode Management Plan for my
Dysfunctional Parent Modes

Demanding Parent Mode Demanding Parent Mode

Add more techniques to your plan as you try things and find out what
works best for you.
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Don't expect your Mode Management Plan
to be final today or even in a few weeks. You
can add new techniques as you discover
them through treatment. We cannot tell you
that your Mode Management Plan will work
in every situation or 100%, because no one’s
does. What we can tell you is that it will work
better in the long run than listening to
your Dysfunctional Parent Modes. Mode
Management Plans need to match specitic
kinds of situations and to be tested and fine-
tuned. At the beginning you will probably
need the help of your therapists, the
treatment team, and your peers to add things
to your plan - but over time your Healthy Adult Mode will inter-
nalize all of these healthy coping techniques and you will get better
at accessing them and remembering to use them.

Mode Management Session 9: Long-Term
Strategies to Meet the Needs of Your Vulnerable
Child Mode

Make a list of long-term strategies to work on to meet the needs
of your Vulnerable Child Mode (VCM). Choose strategies that
over time can lead to more permanent change. As modes change,
the schemas that trigger them do as well, so there is less triggering

O of modes.
Comforting the Reassuring the
Vulnerable Child Vulnerable Child
Mode’s sadness Mode’s anxiety
Example: I am often in the When I am in the
VCM feeling sad VCM feeling anxious
and abandoned I think that I can’t ask
when I feel isolated | questions when I don’t
or distant from understand something.
other people.
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Comforting the Reassuring the
Vulnerable Child Vulnerable Child
Mode’s sadness Mode’s anxiety
Long-Term I could participate | I could start by
behavioral pattern- in a social activity | asking a close friend,
breaking strategies that I enjoy and who I know is OK
where I will meet with questions, to

other people (for explain it again.
example: singina | Next, I could ask
choir, play football | someone, who I

in a club, volunteer | know has less time,

at a homeless to explain it again.
shelter). Over time | Finally I could try

I will have more asking someone, who
connections with I think is difficult to
people. talk to (e.g., people

at the job center, my
boss). I know in my
Healthy Adult
(HAM) that nothing
terrible will happen
taking those steps

and it will build my
confidence in the
HAM.
Related schema: My related schema | My related schema
could be “social could be
isolation” “defectiveness/shame”

O Your strategies:

Your related schema:
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Comforting the
Vulnerable Child
Mode’s sadness

Reassuring the
Vulnerable Child
Mode’s anxiety

Example: In the Vulnerable | In the Vulnerable
Child Mode when | Child Mode when I
Iam sad I believe | feel anxious I believe
that I am helpless. | that I cannot manage
daily life by myself.
Long-term I could make a Pro/ | I could make a list of

cognitive strategies

Con list looking at
evidence that
supports the belief
that I am helpless
and evidence that
argues against it. I
can remind myself
that everyone needs
help sometimes.

I can identify the
situations I feel
helpless in and
what help I need or
why I need help.
For important or
recurring situations
I can learn the skills
I need.

all the daily chores
that I have been able
to do at least once.

I can catch myself
when I start thinking
that I can’t do
anything. I can make
a list with all the
chores that have to be
done and then if

I need help with
particular chores

I can determine who
could assist me or
what I need to learn.

Related schema:

My related schema
could be
“‘dependence”

My related schema
could be “failure/
incompetence”

Your strategies:

Your related schema:
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Example: WhenIaminmy | When I am in my
Vulnerable Child Vulnerable Child
Mode I often feel Mode I am afraid of
lonely. talking to people.
Experiential In imagery I can I know that this
techniques for re-experience how it | probably has to do
long-term change feels to be connected | with my Punitive
to others in therapy | Parent Mode telling
groups. In my my VCM when I feel

imagery I can again
feel the warmth in
my belly I had in
those moments.

I can do imagery
work every evening
before going to
sleep and really go
into the experience
of feeling connected

anxious that I am
unwanted. I can
remember a mode
dialogue from group
when another patient
told me that she really
wanted to talk to me
because she thought

I was nice. I can
remember that as a

to others. This will | Good Parent message,
train me to be able | write it down on a
to access these flashcard and put it in
comforting front of me at work,
memories when where I have to talk to
feelings of loneliness | people. This will
or abandonment remind me that there
are strong. are people who want
to talk to me.

Related schema: My related schema | My related schema
could be could be
‘abandonment” ‘defectiveness/shame”

Your strategies:

Your related schema:
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We have identified long-term behavioral,
cognitive, and experiential strategies,
techniques, and skills that your Healthy
Adult Mode can use to meet the needs of
the Vulnerable Child Mode and help
him/her heal.

Record your Mode Management
Plan of long-term strategies to use for
feelings of sadness or anxiety in the
VCM. Try the plan out over the next
few weeks to evaluate it. Use the plan as
areminder and to refer to while you are
working on change.

181

Long-term Mode Management Plan for My Vulnerable Child Mode

For Sadness

For Anxiety

works best for you.

Add more techniques to your plan as you try things and find out what

Don't expect your mode-change plan to be final today or even in
a few weeks. There are always new techniques to try and add to
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the plan throughout your life. We can't tell you that your mode
change plan will work 100%, because no one’s does. Some things
are more difficult to change than others. What we can tell you is
that it will work better in the long run than your Maladaptive
Coping Modes or Dysfunctional Parent Modes do in meeting
the needs of your VCM. Mode-change plans need to be matched
to situations and to be tested and fine-tuned. Over time your
Healthy Adult will get better at accessing them and your Mode
Management Plan will become automatic.

Mode Management Session 10: Long-Term
Strategies to Manage Your Angry Child Mode

Make a list of the healthy self-talk and actions you can use when you
notice that you're in the Angry Child Mode. For now, list things that
you can do over a longer period of time, to help change the mode
more permanently. Long-term change will also modify your
schemas.

Managing Your Angry Child Mode

Example: I am often in Angry Child Mode when
appointments are cancelled.

Long-term behavioral I could go to the gym on a regular
pattern-breaking strategies | basis and work on being less
physically tense. I could also work
on my interpersonal skills by
communicating my boundaries to
other people more often (“I do not

want that ...,” “In the future I would
like ...”).

Related schema: “Abandonment”




Managing Your Angry Child Mode

Your strategies:

angry when

It makes me

you do that...

Your related schema:

Example: My Angry Child Mode feels enraged if
nobody pays any attention to her.
Experiential I can remember the exercise from group when

techniques for
long-term change

we played tug-of-war. I can attach a towel to
my door and pull as hard as I can, because I
know now that is a safe way for me to release
anger. When I feel that the explosive part of
my anger is vented (and I know how that feels
by accessing how it felt in group), I can tell the
people close to me that it is important to me
that they pay attention to my needs.

I can monitor my Angry Child Mode’s need
for attention for a couple of weeks. I can
access how it feels when my Angry Child’s
need is getting met. I can recall this once a
day when I find from my monitoring that I
am in the Angry Child Mode. This would
make it easier for me to talk about what I
need instead of exploding and more likely
that others will listen.
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Related schema: “Emotional Deprivation”

Your strategies:

-
1
-

3

2>

Your related schema:

We have worked on behavioral, cognitive, and experiential strategies,
techniques, and skills that your Healthy Adult Mode can use to
manage your Angry Child Mode.

Below, make a Mode Management Plan with your preferred
strategies and techniques to keep with you as a flashcard to remind
you of your long-term plan for change.

Long-Term Mode Management Plan for My Angry Child Mode

Add more techniques to your plan as you try things and find out what
works best for you.
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Don't expect your Mode Management Plan to
be final today or even in a few weeks. You can
keep adding new techniques as you discover
them. We can't tell you that your Mode
Management Plan will work in every situation
or 100%, because no one’s does. What we can
tell you is that it will work better in the long
run than your Maladaptive Coping Modes

(O or Dysfunctional Parent Modes do in deal-

ing with your Angry Child Mode. Mode
Management Plans need to match specific kinds

185

of situations and to be tested and fine-tuned. At the beginning you
will probably need the help of your therapists, the treatment team,
and your peers to add things to your plan and even be reminded to
use it — but step-by-step your Healthy Adult will internalize all of
these healthy coping techniques and you will get better at accessing
them and remembering to use them.

Mode Management Session 11:
Long-Term Strategies to Strengthen
Your Happy Child Mode

Make a list of things you can think and do
to develop your Happy Child Mode. Today
we will look at strategies you can use over
a longer period of time, to strengthen your
Happy Child Mode permanently. Note
that this will also help you modify your
schemas.

Developing Your Happy Child Mode

Example:

I am in the Happy Child Mode when 1
spend time with friends and play beach
volleyball.

strategies

Long-term behavioral | I could try to find a beach volleyball team
O pattern-strengthening | that I can join. Then I will be able to play

many times during the week or weekend.
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Developing Your Happy Child Mode

Related schema:

My related schema could be “social isolation”

Your strategies:

Your related schema:

Example:

I am in Happy Child Mode when I can
remember happy moments.

Long-term cognitive
pattern-strengthening
strategies

I could make myself a “Happy moments”
wall, decorated with pictures or mementoes
of happy moments. I could stand in front of
it every day before going to sleep and think
about what exactly made me so happy that
moment.

Related schema:

“Negativity”

Your strategies:

Your related schema:

Example: I am in the Happy Child Mode when I eat
cookies & cream ice cream.

Experiential I can eat cookies & cream ice cream in

techniques for various situations, with friends or while

long-term watching a fun movie. I can then

strengthening re-experience the situations in imagery for

my Happy Child Mode. I can evoke and
strengthen my Happy Child Mode
whenever I want to by using the imagery of
what it feels like to enjoy eating ice cream.
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Related schema: “Emotional Deprivation”

Your strategies:

Your related schema:

We have worked out behavioral, cognitive, and
experiential strategies, techniques, and skills that
your Healthy Adult Mode can use to strengthen
your Happy Child Mode.

Below, make a Mode Management Plan for your
Happy Child Mode that you want to try out in the
next few weeks — it can act as a flashcard to refer to
while you are working on change.
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Long-Term Mode Management Plan for My Happy Child Mode

Add more techniques to your plan as you try things and find out what
works best for you.

Don't expect your Mode Management Plan to be final today or even
in a few weeks. You can add new techniques as you discover them
through treatment. We cannot tell you that your Mode Management
Plan will work in every situation or 100%, because no one’s does.
What we can tell you is that it will work better and make you happier
inthelongrun than your Maladaptive Coping Modes or Dysfunctional
Parent Modes in dealing with your Happy Child Mode. Mode
Management Plans need to match specific kinds of situations and to
be tested and fine-tuned. At the beginning you will probably need the
help of your therapists, the treatment team, and your peers to add
things to your plan - but over time your Healthy Adult will inter-
nalize all of these healthy coping techniques and eventually they will
become automatic.

Mode Management Session 12:
Long-Term Strategies to Strengthen Your
Healthy Adult Mode

Make a list of long-term strategies to strengthen your
Healthy Adult Mode. Choose strategies that over time
can lead to more permanent change. As modes change,
the schemas that trigger them do as well, so there is less
triggering of modes.
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Strengthening Your Healthy Adult Mode

Example:

I am in my Healthy Adult Mode when I set
appropriate boundaries.

Long-term behavioral
pattern-strengthening
strategies

I could make a list of the things that make
me upset, like my co-worker leaving her
coffee cup on my desk, my roommate not
cleaning the bathroom, and my mom calling
me every night. I could then rate on a scale
from 1 to 5 how upset these things make me
(coffee cup=3, bathroom=4, mom’s calls=5).
Then I could start with the easiest task and
write down what I could say to my
co-worker, then rehearse it in front of the
mirror for a few days, then say it to her. I can
evaluate how it went. After that I can take
on the next situation in order of difficulty.

Related schema:

“Subjugation”

Your strategies:

Your related schema:

Example:

I am in the Healthy Adult Mode when I
believe in myself.

Long-term cognitive
strategies

I could collect information about my
successes and failures and write down both
in a Pro/Con list in my iPhone. I must be
specific beforehand about which area I am
looking at (for example, responding to
customer phone calls at work). Then I can
evaluate at the end of the month whether or
not I have good reasons to believe in myself.

Related schema:

“Failure”




Strengthening Your Healthy Adult Mode

Your strategies:

Your related schema:

Example: I am in Healthy Adult Mode when I am able
to balance my own needs and those of others.
Experiential When a conflict arises, I can start by recalling

techniques for
long-term change

in imagery how I feel when I meet my own
needs versus when I meet only the need of the
other person. I can go back to the situations
that we had in the group when needs
conflicted and how no one was sacrificed — we
found a way to compromise. I can feel again
what it was like to feel like I mattered too. I
can think about ways to compromise here and
discuss those with the other person.

Related schema

“Self-Sacrifice”

Your strategies:

Your related schema:
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Therapist Notes: Mode Management
Groups 7-12

What follows is a sample script of how we present the Mode

Management work to patients. This sample session is for the

Vulnerable Child Mode. In sessions 7-12 you will be presenting

material in a similar way for each of the other main modes. You can

use the same sample script and substitute the mode your session is

on. We have also provided some therapist tips for dealing with issues
O that frequently arise in these sessions.

Hello, I am glad that you are all here and I am happy to see
you. This is the Mode Management group and in the
sessions of this group we will focus on specific skills you can
use if you notice that you are often stuck in a mode that
doesn’t meet your need. But before we start, we would like
you to feel your feet on the floor, take a few deep breaths,
and pull your attention to being here in the group with
us all.

Here is a handout that we will work with today. We
focus on one mode at a time. The mode we are focusing on
will be the main emphasis in your other groups and your
individual session. Each session of Mode Management
focuses on a different mode - today it is the Vulnerable
Child Mode (fill in the mode of focus here). Now,
remember that in the Vulnerable Child Mode (VCM) you
can have different feelings such as sadness, loneliness,

O anxiety, or fear.

Today we will work on long-term strategies to meet the

needs of your VCM. OK, lets look at today’s handout.

Give them the Mode Management handout for the session. Collect
what patients say. Reinforce statements by nodding or praising
patients.

Here you go over the example in detail, answering patients’
questions and facilitating group members’ involvement in the
discussion. What follows is an example of how we present the
examples.
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Today we want to look at strategies that over time can lead to
more permanent change. As modes change, the schemas that
trigger them do as well, so there is less triggering of modes.
Today we will focus on things you can do in the long term to
meet the needs of VCM more permanently.

Let’s go through the example for comforting the Vulnerable
Child Mode’s sadness:

“I am often in the VCM feeling sad and abandoned when
I feel isolated or distant from other people”

How many of you know this feeling? Have felt that way
at any time?

Acknowledge everyone who indicates knowing feelings like this
when in the VCM. Head nodding should also be acknowledged
in order to shape their participation. It can take patients some
time to talk in group, so it is important to encourage their
participation by reinforcing small steps, including nonverbal
involvement.

Alright, lets look at long-term behavior pattern-breaking
strategies to work on that mode:

“I could participate in a social activity that I enjoy and
where I will meet other people (for example: sing in a choir,
play football in a club, volunteer at a homeless shelter).
Over time I will have more connections with people. The
related schema could be social isolation”

OK, so one way to comfort the VCM’s sadness and to work
on one’s social isolation schema is to engage in a social
activity. Has anyone tried that? OK, and how did it work?
That is really good. OK, what about other things could
you do in the long term to work on reducing the sadness of
your VCM? Which schema would you be working

on then?

If your patients cannot think of other behavioral pattern-breaking
strategies, make suggestions yourself, like progressively difficult
steps in contacting people: for example, by email, phone, personal
contact, using transitional objects.
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Yes, those are great ideas. Let’s write them all down, so you
have additional strategies to choose from the next time you
are in a VCM.

OK, now let’s look at the next example.

“In the Vulnerable Child Mode when I am sad I believe that
I am helpless.”

Which long-term cognitive strategies could help to work on
this mode?

“I could make a Pro/Con list looking at evidence that supports
the belief that I am helpless and evidence that argues against it.
I can remind myself that everyone needs help sometimes.

I can identify the situations I feel helpless in and what
help I need or why I need help. For important or recurring
situations I can learn the skills I need. The related schema
could be dependence”

What other long-term cognitive strategies can you use to work
on VCMs sadness? Which schema would you be
working on?

If your patients cannot think of other cognitive strategies, come up
with suggestions yourself, like differentiating situations, clarifying
the need, and so forth.

Yes, those are great ideas. Let’s write them all down, so you
can pick from different skills the next time you are in a VCM.
OK, now let’s look at the next page.

“When I am in my Vulnerable Child Mode I often feel
lonely”

Which experiential techniques for long-term change could
help to work on this mode? Let’s look at the example.

“In imagery I can re-experience how it feels to be connected
to others in therapy groups. In my imagery I can again feel
the warmth in my belly I had in those moments.

I can do imagery work every evening before going to sleep
and really go into the experience of feeling connected to others.
This will train me to be able to access these comforting




194

4 The Group Schema Therapy Sessions

memories, when feelings of loneliness or abandonment are
strong. The related schema could be abandonment?”

What other experiential techniques for long-term change can
you use to work on your VCM’s sadness? Which schema
would you be working on?

I am glad you can think of so many things. That is good work.
Let’s write them all down, so you can pick from different
options the next time you want to work on VCM.

Do this for all modes on the handout. Let patients volunteer and
then rotate, asking the rest to give an example so that everyone who
(O wants to has a turn to speak.
Go over the long-term Mode Management Plan for each patient in
detail. What follows is an example of how we present the examples.

OK, now look at the last page. Here we want to develop a long-
term Mode Management Plan for your VCMs that you can use
for permanent change. OK, who is experiencing sadness in VCM?
[Acknowledge people who are nodding. Choose one person.]

Is it OK if we start with you? [Wait for OK.] Which three
long-term techniques that we talked about today do you want to
write down for your long-term Mode Management Plan for
your VCM? [Do this for all patients who experience sadness in
VCM.] OK, who is experiencing anxiety or fear in VCM?
[Acknowledge people who are nodding. Choose one person.]

Is it OK if we start with you? [Wait for OK.] Which three
techniques that we talked about today do you want to write
down for your long-term Mode Management Plan for your
VCM? [Do this for all patients who experience anxiety or fear
in VCM.]

[Group Ending:] Great work today, everyone. So your therapy
assignment from today’s group is to use your long-term Mode
Management Plan from today until our next meeting and try to
fill in some more of the spaces. Here is the worksheet for next
week. We were very happy to have you here.

Goodbye - have a good rest of your day.

This script, with minor adjustments for content and to fit your
group and style, can be used for Mode Management sessions 7-12.
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4.6 The 12 Experiential Mode Work Sessions

This component of ST focuses on experiential or emotion-focused work.
This is usually the work that patients, and often therapists as well, are less
familiar with, so we have provided more detailed sample therapist scripts
and patient handouts for this section. We begin in the usual sequence with
the Maladaptive Coping Modes (MCMs). As with the other components of
the program, there are two sessions for each mode. For the sake of clarity
we will discuss both sessions for each mode at the same time.

4.6.1 Maladaptive Coping Mode sessions (EMW 1&7)

Experiential Mode Work Session 1: MCM 1 uses experiential exercises to
facilitate patients experiencing the effects of their MCMs and to evaluate
the effectiveness of these modes in getting their needs met.

Group Exercise 1: MCM 1 - the Experiential
Focusing Exercise

In this first EMW session we begin with an exercise that can increase
patients’ awareness of any sensation, thought, or feeling they have
while completing a short walk toward a peer. This exercise often
triggers a person’s default Maladaptive Coping Mode (MCM) as it is
an unstructured exercise that focuses attention on a relative stranger.
We don't tell patients any of this as we do not want to influence
whatever their experience may be. (Use the Experiential Focusing
Exercise Worksheet (EMW 1-MCM1) for patients to record their
observations.)

Sample Therapist Script: Experiential
Focusing Exercise

Hello, I am glad that you are all here and I am happy to see you.
As you know, this is the Experiential Mode Work Group and
our focus today is on the MCM. We will be doing two different
therapy exercises today. The first one focuses on your awareness
and the second is a mode role-play in which all of us will play
the various modes. In the last part of the session we will work
on developing a safe-place image that you will eventually be
able to use as an alternative to the MCMs. (Therapist name
T2) and I will show you how it goes. I will give him/her the
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same instructions I will give you. “OK, T2, we have done this
before - just take a place about 12 feet away from me. I would
like you to take slow steps toward me and at each step stop
briefly and just note to yourself any physical sensation, thought,
or feeling that you are aware of. Don’t tell me what you are
noticing, but I will want you to write it down after we finish. I
will not move. I would like you to stop when you are about
three feet away from me — about right here (point to the

spot). Now you can start.

T2 goes through the exercise to demonstrate the task. Therapists
should try the exercise ahead of time to experience what your patients
will. Remember to point out the three-foot point as some patients will
walk right into you otherwise.

Sample Therapist Script

Are there any questions before we start? So please pair up
now. You will take turns being the one who walks and the
one who is stationary. The person who is stationary also
should observe his/her sensations, thoughts, and feelings at
each step the other takes toward him/her. After one of you
has walked, stop, and each of you write down your observa-
tions. Then reverse the walker-stationary roles and do

it once again.

This part of the exercise takes about 15 minutes. If you notice people
taking a lot of time with the writing part, you can give them a “minute
warning” Patients do not usually take a lot of time for either the
walking part or the writing. After all pairs have finished, call the group
back together for discussion.

Were there any surprises for people? What sorts of experiences
were you aware of? Which role did you like better — walking
or stationary? Did anyone notice a mode pop up during the
exercise? Sometimes an unstructured situation like this and a
new person trigger one of the modes and help us learn about
the mode in the safe setting of the group. [After a pause for
discussion] Good job everyone. Many of the exercises we do
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in the Experiential Mode Work sessions will be something like
this - exercises that give us different kinds of experiences to be
able to learn about our own modes and the needs that ’ ’
are underneath them. Any questions?

The experiential focusing exercise takes about 30 minutes.

Experiential Mode Work Exercise 1 - MCM:
Experiential Focusing Exercise

Mark each step you took when you walked and record

any sensation, thought or feeling you were aware of.

Do the same for each of the other person’s steps when
they walked toward you.

. Point you . ‘ Point where you stood
walked from

| Other person stood here | Other person walked from here
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Group Exercise 2: MCM 1 - the Mode Role-Play

The next exercise, the mode role-play, demonstrates the origin of the
Maladaptive Coping Modes and how they function in the present in
an experiential way. Patients and therapists play the roles of modes,
thus having both an experience of the mode they play and how it feels
to interact with the other modes. This is an experiential version of
exercises like pro-and-con lists as participants experience the positive
and negative effects of being in various modes themselves. You may
want to change which therapist takes the lead in the next exercise.
Both will have significant roles as the role-play develops. There are
diagrams in the therapist notes that can also be used as visual aids in
the discussion after the role-play.

Sample Therapist Script

In this next exercise we are going to do a role-play in which all
of us take on the roles of the different modes to demonstrate and
experience how they function. Before we can start we need to
have scripts for the various modes to use. You were given the
assignment to write down your ideas of what the various modes
might say. Let’s look at those and T2 will write the scripts

down on the white board (or flip chart).

[Refer to Experiential Mode Work Assignments 1 and 7: MCM 1
and 2 (EMW 1&7-MCM1&2) for mode scripts. Patients should be
given this assignment before this session, for example, in one of the
ST Education groups.]

Experiential Mode Work Assignments 1 and
7 - MCM 1 and 2: Scripts for the Schema Modes

Write down examples of what you think each mode would say.

Avoidant Coping

O Modes
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Overcompensating
Coping Modes

= |

Compliant
Surrenderer

=

Vulnerable Child

= 5

Angry Child

Punitive Parent

-
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Demanding
Parent

Healthy Adult

Gather script lines for each mode from the patients and write them
on a whiteboard or flip chart. This allows you to gently correct any
errors in their understanding of the modes and gives them scripts to
use when they are playing the modes. Start with the Maladaptive
Coping Modes (MCM). Choose two from those represented in
your patient group. Don’t get too complicated — basically Avoidant
Protector, Compliant Surrenderer, Overcompensator. T1 plays the
Healthy Adult Mode (HAM) and directs the action. This makes the
point that the HAM is actually in charge of the modes’ actions. T2
plays the Good Parent (GP) who is trying to reach the Vulnerable
Child Mode (VCM) to protect, reassure, and soothe him/her.
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Sample Therapist Script

I'm going to play the Healthy Adult Mode. This mode is the
director of action and all the other modes must follow my
instructions. T2 will take the role of the “Good Parent” and he/
she will have the task of reaching the Vulnerable Child Mode
with some of the statements we came up with as the script for
that mode. Now we need volunteers for the other roles — we will
need two to play the MCM modes, a VCM, an ACM, a

HAM in training, and a GP in training.

At first, ask for volunteers for the roles. Begin with the more difficult
roles — the VCM, PPM, MCM. This ensures that you will not be left
with the most difficult role still to be assigned and the patient who is last
to volunteer or does not volunteer at all. If a patient volunteers for a role
that we think might be too much for them to handle, we subtly veto it.
Saying something like — “Gee, Sara, would you play the coping mode
instead this time as you have become really aware of that mode for you
and I think that would work out well for what we are doing” The role to
avoid having a patient who is already in the Vulnerable Child Mode play
is the VCM, as it is too stressful for an early session. Typically, patients
will volunteer for roles they feel able to play without huge difficulty. If
too much distress is triggered, you can stop the action and do something
to help reduce the distress. We have not found this to be a difficult
exercise for patients, rather quite illuminating of the modes and helpful
to their understanding of the ST model. It can also have fun elements.

The MCMs are selected to be representative of those predominant
in your group. We give the PPM actors a mask of some kind so that
they do not come to be seen as their role. Patients in the PPM roles do
not usually report difficulty playing them as they are familiar to them.
They do sometimes report it being painful when they see the reaction
of the VCM. This is an experience we want them to have in order to
build compassion for the VCM. If a patient protests that they don’t
want to take a role, you can first ask them if they will be one of the
helpers. If they still decline, you can ask them to take the role of an
observer and pay attention to how the modes interact and the out-
come, or even to rate your job in the HAM role. When that is the only
role a patient will take, we substitute that for the HAM in training.
Whenever possible, we want everyone to have some role, however
small, as we want them to stay connected.
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OK, so let’s have a volunteer for the Avoidant Protector and the
Overcompensator. Remember, your original job was to protect
the VCM from the PPM. So, you will do that using the script we
developed. We need two of you to play the PPM and use that
script. We are going to give you masks to use for the PPM roles
as we don’t want anyone to confuse you personally with that
negative role. Who feels able to take the VCM role today? The
VCM feels whatever feelings are present. Alright, thank you.
And the Angry Child Mode (ACM)? The ACM tries to get
attention paid to the VCM need, but does it in a way that is too
extreme and gets him/her into trouble. Great. Now we just need
a HAM in training to shadow me and a GP in training to
shadow T2. You (HAM in training) can borrow some strength
from me as needed to set limits on the PPMs. You (GP in
training) will shadow T2 and model his/her actions. OK then,
let’s put you all in your places. The VCM sits over here with the
ACM next to you. The DPM and AP will sit in front of you, but
facing away from you as they are focused on the PPMs. Let’s put
the PPMs over here about 10 feet away. T2 as GP and the GP in
training will sit next to each other about as far away as the
PPM. Now each of you in training stay next to your model.

Good
Parent
Good Parent (patient
therapist in
training)
Vulnerable Unhealthy Punitive
Child Mode Coping Mode Parent Mode
/A
Hurtful tones f PPM messages, hurt | |
Unhealthy
Angry A Punitive
Child Mode Coping Mode Parent Mode

Healthy
Healthy Adult Adult
Mode therapist Mode
(patient in
training

Figure 4.1 Mode role-play of schema modes in action. Scene 1: This is
how modes develop and how they function now
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Now, remember that the HAM, me, is like a movie director.
When I give a direction or stop the action you must follow my
directions. That is also the job description for the HAM.
(Figure 4.1 presents Scene 1 and shows how modes develop
and how they function now.)

The first thing we will do is a demonstration of what these
modes were like in your childhood. That means that at the
count of 3, I want each of you to be in role and say your script
lines from the board, adding other statements in role if
you like. 1, 2, 3 - go.

Let the ensuing chaos go on for a few minutes and during that time as
the director encourage the ACM to get louder, the PPMs also, and
whatever other coaching is needed from you. Then stop the action
and discuss what happened.

OK, now everyone stop. Just take a breath. Let’s talk about what
happened. We will start with the VCM - was your need taken
care of? Were you protected? ACM - were you heard? MCM -
did you hear what the VCM said - he/she was not protected?
That was your job, but it seems that you failed at it. Did you
even hear the VCM? Were you aware of his/her need? PPM -
do you think you were effective? GP - were you able to reach the
VCM or ACM? So what we just saw demonstrates how the
modes came to be and how they function now.

However, as the HAM, there is a correction I need to make
before we try this out again. The PPMs are way too close as they
are not physically present anymore, they belong back in the
past, so I am going to move them out of here [take PPM actors
to a far corner of the room]. Your voices have become much
lower now. I am going to leave my HAM in training here to
make sure that you stay in the past. [Leave that patient near
the PPM, but facing the VCM.] Now let’s see what happens
with the PPMs placed where they belong. I want everyone else
to stay where they are and say your lines again. [Let this go on
for a few minutes then stop it.] (Figure 4.2 provides a diagram
of step 2.)

OK, what happened that time? It wasn’t a whole lot different,
was it? So the PPM is gone, but the MCM are still facing toward
them and focused on them. Now they are just keeping the T2
GP from reaching the VCM. Does the VCM or ACM feel any



Unhealthy
Coping
Mode
Sound-
proof
doorway
Vulnerable
. Unhealth
Child Mode Copingy Good back to the Punitive Parent
oAt Parent of pastl Mode
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Protection Messagej
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Child Connection therapist \ Punitive Parent
Mode | n Mode

Healthy Adult
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Figure 4.2 Mode role-play of schema modes in action. Scene 2: This is what begins to change during
Schema Therapy
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more heard? (The VCM may say he/she is a little less scared as
the PPM is less loud, but his/her needs are still not met.) So,
we need to make some more changes. How can we help the GP
reach the child modes? Oh, so you think that we need to do
something with the MCM. [To the GP:] What do you think we
need to do?

[T2 becomes more active as GP.] I think that the MCM
could move away from the ACM a little bit so that I can get
closer, but still stay on guard near the VCM. Would you
do that? (The MCMs will argue some.)

The GP’s goal is to convince them to move over by reassuring
them that she will listen to the ACM and they can be on reserve in
case a survival situation occurs and they are needed again. The GP
also tells them that they did a good job of ensuring the VCM’s
survival as a child and that was very hard work, but that they don’t
have to work so hard today as the HAM is there for that purpose
and so are you. At this point, T1 as HAM can tell the PPMs to get
a bit louder to test things and help the HAM in training shut them
up again. This demonstrates that the PPMs may pop up again, but
can be sent away as they truly do not have the same power they did
in the past.

The GP now connects with the ACM and listens to him/her, val-
idates his/her anger, and connects by giving him/her the end of a
towel or piece of fleece and tugs on it a bit with him/her like a
tug-of-war to help release some anger. Next, T2 asks the MCMs to
move away from the VCM so that he/she can be reached. T2 moves
closer to the VCM, gives him/her an edge of the cloth to concretely
connect to him/her. This positive nurturing interaction goes on for
a while and the GP in training is pulled into it and is coached to say
a few validating things (the script constructed earlier can be
referred to).

T1 leads further discussion of the experiences of each patient in
the mode they played and what they observed. At the end, T1 gives
a kind of summary of what has occurred and links it to the course
of change in ST. Figure 4.3 presents Scene 3 and the healthier mode
configuration.
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Figure 4.3 Mode role-play of schema modes in action. Scene 3: The results of Schema Therapy
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OK, let’s pull our chairs together again as a group and discuss
this experience. So we saw how the MCM originally developed
to keep the PPM away from the VCM, and they accomplished
that, but in the process they did not hear what the VCM actu-
ally needed. As time went on, the MCM just kept everyone
away and the PPM was long gone physically (sometimes even
deceased). The ACM expressed the VCM need also, but no one
heard him/her either. The GP could not reach the ACM or
VCM until the MCMs moved to the side a bit. The HAM con-
vinced them to stand at attention but move over. Then the GP
could reach both child modes and do what a good parent should
have done in their childhood. That allowed both the ACM and
VCM to become less distressed and they could connect, which
was their need. So this demonstrates for you what we are

trying to do in ST in a nutshell.

This role-play exercise is usually quite powerful for patients. It
helps them understand the way the modes work at a different level
than the cognitive. They often remark that now they “get” some of
the modes that they had not understood previously. The discussion
can be guided in a number of directions based upon the modes
dominant in your group. If there is time left over, you can do a list
on the whiteboard about deciding to reduce one’s use of the
MCM that captures what you all observed in the role-play and
provides the cognitive intervention that supports the experience
they just had.

Group Exercise 3: MCM 1 - the Safe-Place Image

This is an image also used in other therapy models in which imagery
of a safe place is used for distress reduction. A difference in the ST
version is that it is completely individualized with no assumptions
that a beach or forest or other scene will necessarily feel safe for an
individual. Some patients, particularly those with BPD, will tell you
they have never felt safe anywhere. The image should be one that
meets the VCM need for safety.
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Therapist Tip

We help the group come up with a safe-place image by offering
what our safe places are. JF talks about being at her grandmoth-
er’s house in her flower garden or up in her attic sitting on a
cedar chest. This often elicits a patient with a grandmother
image as this is common. We brainstorm with the group for
those who say they cannot think of one. We list many of the
things that we have heard from BPD patients over the years:
school, a particular teacher’s classroom, a safe relative, a friend’s
house, a tree house, up in a tree, climbing a mountain, a trip to
camp, riding your bike, an imaginary place like Oz, with a fairy
godmother, at church, and so forth. We can honestly tell patients
and you that we have always found a safe-place image for every
patient, possibly because we expect to and will stick with it until
we do. Keep in mind the possibility that someone will have had
a bad experience or even been abused in one of the safe-place
images given as an example. If that happens, it is important fo
acknowledge that we “are all different” and sincerely say some
version of the following statement: “Oh, that is awful, you cer-
tainly won't want to use that one”

We use a variation of Young’s basic instructions for the safe-place
image (Young, Klosko, and Weishaar, 2003). With a warm, soothing
voice we ask them to close their eyes or look down and to be aware of
what it looks, feels, smells, and sounds like in great detail. When we
first work with the safe-place image we do not specify the age or mode
of the patient, just that it is a place where they felt safe.

Sample Therapist Script: Safe-Place Image
Instructions

You can use your image to soothe your vulnerable child or
reduce high distress or to replace the upsetting images of flash-
backs. Let an image come to mind that represents a safe place
to you. Dont push it; just be open to whatever safe image
occurs. It can be like a movie scene, slide, photo, or it may be an
actual memory. It can be something from your life, imagina-
tion, a book or movie. You can bring anything that is safe and
comforting into your image. Make it your own. Don’t worry if
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you have some difficulty at first getting a strong image. We will
discuss it in group and help you develop an image that works

for you.

What do you see?

Can you see yourself?

How old are you?

What else do you see?

What sounds do you hear?
Does it have a smell?

How do you feel in this place?
How does your body feel?

Is anyone else there? Remember, only safe people are
allowed.

0 0N AR BN~

Self-talk for the safe-place image: “I am safe,” “I control this
space, no harm comes to me here,” and “I feel calm?
Add your own words
Name your safe place so that you can bring it to mind quzckly
and easily. For example, “Grandma’s house, the Tree house at
home, Mrs. Smith’s classroom?” ’ ’

We give them the instruction to practice the image at least once a day.
We also suggest that they create a visual representation of their safe-
place image, by drawing one, or finding a picture in a magazine, or
symbolize it so that they can put it where they will see it regularly.

Experiential Mode Work Assignments 1 and
7 - MCM 1 and 2: Safe-Place Image Practice

It requires practice for your safe- <
O place image (SPI) to get stronger and
more useful as a healthy coping E. Al
substitute for the MCM. Record your ) 4
. % {
practice on the form below and the ),

situation, mode, and result when you ‘l /
chose to use the SPI.




210 4 The Group Schema Therapy Sessions

Day Situation Mode Result of SPI

Once the safe-place image has been established, we begin group with a
short exercise using it instead of the safety-bubble. If the group is doing
very difficult work, struggling in some way, or we want to reinforce the
groups connections, a safety bubble around all of us in our safe-place
images can be added for extra safety and protection. In that case, we also
mention the shared strength of our connections with the group. This begins
the addition of the group to imagery that will become important when we
are doing imagery change work for the Vulnerable Child Mode.

Experiential Mode Work Session 7 - MCM 2 focuses on giving patients
the experience of the HAM and the MCM interacting and ultimately the
HAM taking over the MCM’s function of protecting the VCM and allowing
his/her needs to be met.

Group Exercise 4: MCM 2 - the Mode Dialogue
Role-Play Expanded

This time we want to give patients both the opportunity to play their own
MCM and then to be in the VCM role when another patient is playing
that same MCM. To allow all patients to have multiple opportunities to
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play different modes, there is only one exercise for this session used in a
number of variations. Since most patients have more than one MCM, it
should be possible to divide the group up into at least two MCMs and
more if needed. Then pairs of patients can take turns in the MCM or
VCM roles with the other patients and the therapists taking all of the
other roles in the manner described in detail for Experiential Mode
Work Session 1. Before you start the mode role-play you can have the
patients who will be playing the same MCM break into a small group to
work on the script for that MCM. They can use the script from Session 1
as reference and add to it. The variant they will be working with may not
have had a script made and in that case they have that task. The therapists
can help as needed.

Only have one patient in the Dysfunctional Parent role and let
them choose PPM or DePM. That will leave a patient over to take the
Happy Child Mode. This time, have a patient volunteer take on the
Healthy Adult Mode role and the Good Parent Mode role. One ther-
apist should take the role of HAM’s helper and take on the task of
directing and stopping the action. The other therapist can take the
Good Parent helper role. That role assignment allows the therapists
to be coaches to the patients in the healthy roles. These changes give
patients the opportunity to experience a variety of different modes.

Sample Therapist Script

Hello, I am glad that you are all here and I am happy to see you.
As you know, this is the Experiential Mode Work Group and
our focus today is on the Maladaptive Coping Modes. Today we
will be working with the mode role-play again. So remember
the HAM is the director of action and all the other modes must
follow his/her instructions. The “Good Parent” role has the task
of reaching the VCM with some of the messages we have identi-
fied as important over the last sessions. The MCM tries to pro-
tect the VCM by focusing completely on keeping the PPM or
DePM away. If there is an ACM, he/she reacts intensely to the
VCM’s unmet needs. So let’s get our various positions in

place and get ready to start.

At this point in treatment we would not expect a patient to refuse to
play a role. If they do, as before ask them to be a helper to the HAM or
GP. If they still decline, you can ask them to take the role of an observer
and rate how effective the various modes are in their jobs.
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The first thing we will do is let the modes all play their roles and
see what happens. That means that at the count of 3, I want
each of you to be in role and say your script lines, adding

other statements in role if you like. 1, 2, 3 - go.

Let the ensuing chaos go on for a few minutes. Remind the HAM
patient to direct the volume of the modes in their role. Then stop the
action and discuss what happened.

OK, now everyone stop. Just take a breath. Let’s talk about what
happened. We will start with the VCM - was your need taken
care of? Were you protected? ACM - were you heard? MCM -
did you hear what the VCM said - he/she was not protected?
That was your job, how do you think you did? VCM - how did
he/she do at protecting you and meeting your needs? MCM - did
you even hear the VCM? Were you aware of his/her need?

How did it affect the role-play that the PPM was more out of
the picture? Was the PPM less intense? Let’s make it that way
for the next role-play we do.

GP - were you able to reach the VCM or ACM?

How was this the same or different from the last role-play we
did?

OK, now that we have seen the way the modes were func-
tioning now - lets allow HAM to make some corrections. [To
the patient playing HAM:] What do you want to change - for
example, do you want to put the PPM out the door? Do you
want to move the MCM out of the way? And so forth. [Make
these corrections] Lets go again and see what happens with
these changes.

[Continue in this manner until all patients who want to
have an opportunity to play the MCM and the VCM.
Encourage patients to alternate playing the HAM.
Coach the HAM and GP patients as needed.]

The goal of these repeat role-plays is to give patients experiences of
being in mode roles as parts of their mode system change. The thera-
pists will need to direct the discussion by asking questions to bring
out the aspect of change. For example, what happens to the VCM when
the MCM is farther away? The answer may be that the GP can reach
her, but it feels a bit scary as it is not what he/she is accustomed to.
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OK, let’s pull our chairs together again as a group and discuss
this experience.

1. Were the VCM's needs met?

2. Did the MCM step aside?

3. Was the PPM banished? Or was the DePM moderated?
4. Was the ACM heard?

5.

Did the HAM make sure the VCM’s needs were met? Did
HAM do a better or worse job compared to the
MCM? How was it different?

The discussion can be guided in a number of directions depending
upon your group’s needs and modes. If there is time left over, you can
again do a list on the whiteboard about choosing to reduce one’s use
of the MCM that captures what you all observed in the role-play. One
would expect it to be different than the first time this exercise was
conducted in Experiential Mode Work Session 1: MCM 1 as patients
will have increased awareness of their mode experiences and improved
management of unhealthy modes.

4.6.2 Dysfunctional Parent Mode sessions (EMW 2¢8)

When working with the DyPMs, therapists can focus on the mode which is
most common in their group, or spend some time on both the Punitive Parent
Mode (PPM) and the Demanding Parent Mode (DePM). The two parent
modes are different as the PPM focuses on punishment and may or may not
have high standards. The DePM focuses on unrelenting standards and constant
work to improve, but may not be punitive. Of course, many of our patients are
burdened by having both, and tend not to make fine distinctions between the
two. There is a different approach to each in ST, however, as the PPM is
banished, seen as having no positive value for the patient, and the DePM is
moderated by transforming its unrelenting standards into reasonable ones.

Group Exercise 1: DyPM 1

The first exercise we use — the “Punishment Experiment” — is designed to
contradict the belief of many patients that the PPM is “necessary” and
even helpful for their performance. This exercise demonstrates the nega-
tive effects of DyPM messages on performance, contrary to what patients
are taught and tend to believe. After the usual “Welcome to today’s
Experiential Mode Work group message,” put the work you will be doing
with the Dysfunctional Parent Modes into context with the following:
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Sample Therapist Script: Punitive
Parent Messages

Often when we talk about the PPM, patients tell us that
“punishment is necessary” for children to learn or that “demands
and pressure” make children achieve more. Does anyone here
believe that? [Follow with these additional questions if
necessary] Even a little bit? Or you believe it but think that we
won’t want you to, so you aren’t raising your hand? [Short
discussion of this content - 5 minutes] Well, today we are
going to do a short experiment to investigate the effects

of the Parent Modes on performance. ’ ’

Sample Therapist Script: The Punishment
Experiment - 20 min

OK, we need everyone to divide up into
pairs. I have enough dowel rods here (a
piece of wood rounded and 14-20
inches long, or some other object that
can be balanced on a hand with some
level of difficulty) for every pair to take
one. Now the task is simple: you just need
to balance the rod on the palm of your
hand for about one minute. It needs to be
the flattened palm or it would be too easy
and you could just hold onto it. So one of
you goes first, and the first time you
attempt to balance, your partner will play a PPM. That means
he/she will tell you what a loser you are, you can’t even do this
right, you won't be able to do it, and so forth. We will observe
how that affects your performance. The second time you try to
balance the rod, your partner will play a Good Parent. That
means he/she will encourage you, tell you he/she believes in
you, you can do it, don’t give up, and so forth. We will also
observe the effect of that script on your performance. So one of
you will start first being the balancer of the rod with the other
the PPM and then GB then you’ll reverse roles. After you finish,
we will get back together and talk about the results of our
experiment.
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Discussion:

*  What does your Vulnerable Child feel about the exercise?

*  What does your Healthy Adult conclude from this exercise?

* How could your Healthy Adult act to limit the ’ ’
damage to your VCM from the PPM?

We give patients the handout Experiential Mode Work Session 2 -
DyPM1: Punishment and Reinforcement: How Do We Learn? (EMW
2-DyPM1) to keep as a reminder of this experience and evidence to
use to contradict their DyPM messages.

Experiential Mode Work Session 2 - DyPM 1:
Punishment and Reinforcement:
How Do We Learn?

O The Punitive Parent says: “When people
make mistakes, they need to be harshly
punished! That is the only way they will
learn! Otherwise, they will keep making
stupid mistakes and harm other people
or annoy me ...

Is this really true? Is harsh punishment
really the only or best way to learn? Let’s
look at how punishment actually affects
people. There are two main forms of
punishment: either taking pleasurable or
even necessary things away to punish
kids (e.g., you are not allowed to watch TV today or no dinner
for you) or unpleasant things are done to them (e.g., you have
to sit quietly for a long time, or you are beaten). Both things
make kids learn not to do the “mistake” again ... but ... the
punishment method has other unhealthy effects.

(O The exercise we did in group demonstrates the downside of
punishment. When people get punished, they start feeling bad
about themselves and often think they are incompetent. They
get really scared of trying again and will avoid doing new
things. Now take a close look at children ... children need to
explore the world, find out what they like and dislike, and
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form their own conclusions about how things work. This has
to be done by trial and error and requires having a safe base in
the form of an early caretaker. The child can explore from
their safe base, and return to it if they need help or something
seems scary to them. A good parent provides a safe base.

In contrast, the punitive parent might be disinterested
(withdraw attention), which could make the child really inse-
cure in exploring the environment or the punitive parent
would punish it by saying things like “Don’t touch that. You
are such a bad kid for always walking away”

A good parent on the contrary would reinforce the child for
exploring. The good parent would, for example, make eye
contact, pick the child up, when it wants to be picked up, or
say things like “Wow, what are you looking at there?” to
express interest in the child. The good parent might even go
look at things with the child. And if the child made a mistake
(for example, run too fast, hurt themselves and cry), instead of
punishing it more, a good parent would soothe their child.

Punishment is not the same as healthy protection or limits
and naturally occurring consequences. Parents need to inform
kids, depending on their age, about the consequences of their
actions in the outside world. For example, if you steal
something at a store, the police will be called. If you skip
school, the school gives a penalty and you may not learn
things you need to, and so forth. If you yell at friends and hit
them, eventually they won't want to be your friend. We all
have some consequences for our actions.

Good parents provide guidance about what the consequences
of actions are and guide their children to make good choices.
Parents will dislike some actions and tell children not to do
something again. If a person or animal is hurt deliberately or
the property of someone else is dam-
aged deliberately, progressive limits
need to be set to stop the behavior.
This is true in therapy also - there is
support for trying things and realistic
limits when needed.

Harsh or extreme punishment
in childhood is the foundation for
the Punitive Parent Mode. A harshly
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punished child learns to be punitive to themselves and to
others, including possibly their own children.

If the “mistake” was a normal child need like hunger, asking
for a hug, or asking for help, then the punished or ignored
child may learn not to act to get their needs met or to ask for
help. Those experiences can be the foundation for the

O Detached Protector or Angry Child Modes developing.

If the “mistake” was healthy child exploration or curiosity,
punishing this can lead to an adult who has an undeveloped or
unstable identity. That child can become an adult who won’t
know what they like and dislike, what makes them happy, or
even what is bad for them.

Group Exercise 2: DyPM 1 - Getting Rid of Dysfunctional
Parent Mode Messages

After we have created some doubt in patients regarding the value of
the PPM, we move to the next step - facilitating them having the
experience that their internal DyPM is not him or herself, but
something that was taken in from early experiences and can be gotten
rid of with some work. One of the ways that we demonstrate this
experientially is the construction of effigies to represent the DyPMs.
Using a tangible representation serves a number of therapeutic pur-
poses. It demonstrates the theory of ST that this is an internalized
negative object, not the patient and usually not completely a parent.
The first step in eliminating the DyPM is the patient understanding
that it is not his/her voice. Patients typically draw a face on the effigy,
which looks like a monster or demon. This characterization is useful
as it does not even look human, underlining the point that the DyPM
is the selective internalization of only the negative aspects of
caregivers, not the whole person. This is helpful for two reasons:
patients don’t think that they have to separate completely from their
actual parents and from any good present in those relationships, so
abandonment fears are not stirred up, and we do not run into family
loyalty issues as much. The DyPM effigy evokes a lot of emotion,
beginning at times with fear, but moving on to anger and rejection.
We first use the effigy as a site for patients to write the negative
messages from the DyPM on. This process is another concrete action



218 4 The Group Schema Therapy Sessions

to get the messages out of the patient. We have them think about
getting rid of the message by leaving it on the effigy. We later use the
DyPM effigy in mode role-plays as a mask for the patient playing the
DyPM, or it can be draped over a chair to add realism to a mode
dialogue in an individual session. The figure can be stomped on and
even torn apart. Throughout the experiential group sessions we keep
the effigy available but out of sight in case patients come up with
another message to leave on it. The therapists always take it away at
the end of sessions. These actions demonstrate at a child’s develop-
mental level that the DyPM is powerless now to do harm. The “Good
Parent” figure therapists can easily control this effigy DyPM. In
Experiential Mode Work Session 7 - DyPM2 we will describe using
the effigy in mode dialogue role-plays.

‘ ‘ Sample Therapist Script: Dysfunctional
Parent Mode Messages

In the ST Education sessions
we told you about the normal
needs of young children and
the effects of not having those
needs met. We also talked
about how we internalize
what the important people
around us in childhood say
about us and how they
describe us and how these
messages stick, whether they are accurate or not. To give you an
example [substitute an example here from one of the thera-
pists that is not too extreme] - I received the message from my
mother that I was “difficult” I am not sure whether she said it in
those words, but that is what I remember as if that was a direct
message from her. Based on that message — whenever I had
problems with people close to me I said to myself ‘oh, this is
happened because I am difficult” At the cognitive level it devel-
oped into a core belief about myself and at the emotional level
when I had that thought I felt queasy in the pit of my stomach.
I came to understand as an adult and in my own personal
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therapy that this ‘difficult” label was not really about me, it was
about my mother. I was “difficult” for her, because I spoke up.
I was not like her - and that made me difficult for her. I discov-
ered that many people appreciated that characteristic, but my
mother did not, so I got that label. That message is part of my
Demanding Parent Mode (DePM; and it is one I am alert for so
that I can fight it if it comes up). So what we are going to do first
today is talk a bit about what the negative messages are that
you have from your DePM or Punitive Parent Mode (PPM)
and then we will start our work to get rid of them and

learn to fight them.

Facilitate about 10 minutes of discussion. Usually patients have little
difficulty coming up with negative messages about themselves.

OK, so now we are going to get rid of these messages symboli-
cally and literally by writing them on an effigy we will make to
represent the whole group’s Dysfunctional Parent Modes.

First we need to draw a face for our effigy. [The cloth,
muslin or other inexpensive fabric, has been cut into the
shape of a large person, or can be a rectangular piece to
have the body drawn on. We encourage patients to be
involved in drawing some part of the effigy, but do not
insist on this. We always try to let patients move at their
own speed in the experiential work.] Wow, that is one
monstrous Dysfunctional Parent we have made. I guess that
makes sense, because it isn’t really one person or even a
person, rather what is left with us from negative experiences
with authority figures in the form of the parent modes. Now
the fun part: we can leave any PPM or DePM messages we
have on this effigy. [Patients are encouraged to write
messages on the effigy using cloth markers the therapists
provide. Sometimes patients are slow in getting started, so
we often start. Fairly quickly most patients do get
involved.]

Once the effigy is completed, one of the therapists can demonstrate its
current powerlessness. Allow 30 minutes to construct the effigy.
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Group Exercise 3: DyPM 1 - Things a “Good Parent”
Would Say to a Loved Child

This is one of the foundation “group as a whole” imagery rescripting
exercises we use.

Sample Therapist Script: Good
Parent Message

OK, so now we are going to switch to something positive and
healing for your VCM. We will replace those negative messages
you just got rid of with the ones you needed to hear as a child.
Please take out your Experiential Mode Work Exercise 3 —
DyPMI: Fighting the Punitive and Demanding Parent Modes:
Things a “Good Parent” Would Say to a Loved Child (EMW
2-DyPM) and take a few minutes now to write down the mes-
sages you would like to have heard from a loving parent as a child.
Let’s hear what people chose. What is your favorite one? I'm going
to write all of them down so that we can make a group

“Good Parent Message Script” [ Allow 25 minutes.]

The assignment asks that the language be young child level (e.g., “T love
you just the way you are;” “You are precious to me;” “I am so glad you are
my kid,” “You are a really great kid,” “I will always be here for you,” “T will
protect you.” If it is something older like “IT am proud of your accomplish-
ments,” translate it — for example: “You are just great” or “I'm happy that
you are my kid” They bring their list into the group and we discuss their
messages. We get their permission for the group to borrow ideas and state-
ments from each other, as invariably some will say that they could not
come up with anything. While patients are sharing their choices, the ther-

apist is writing them down to construct a collective “Good Parent” script.

1. Before we begin I am going to put the safety bubble around
all of us. Let yourself feel the warmth and protection of the
bubble for all of us. Remember that we will keep your VCM
safe here. Now connect with your VCM. Do that in
whatever way works for you - you can think of a picture of
yourself as a young child or connect on a feeling level -
however you are able to make that connection is fine.

2. I want to tell you some of the things that you should have
been told by a loving parent and any other people taking
care of you in childhood. I really want your Vulnerable Child
Mode to hear these things as they are things that all
little children need to hear and deserve to hear.
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Then one of us reads the script in as warm, soft, and caring a voice as
possible. We add in some of our own “Good Parent” messages. It is
particularly important for the therapist who is not reading the script
to add a number of statements to the script.

3. I want you to really hear me and be open to taking these
statements in. If you get interference from any Punitive or
Demanding Parent Modes try to kick them out, tell them
they are not allowed here — only Good Parents can come into
our group space. Try to remember the things you are hearing
that you like best, because we are going to do something spe-
cial with them. If you have trouble remembering, dont
worry; I have it written down and will help you remember.

[When the script is finished:]

4. Come back slowly to the group, remembering what you

heard. We will discuss what this exercise was like for you.

Could you take it in from your VCM?

What did you hear that you liked best?

Were there any surprises for you?

8. Was there anything you had trouble with?

NSO

The group discusses the experience, how they felt, could they stay in
their Vulnerable Child Mode, what did they like best, and so forth.
You can give patients an audiotape and/or a written copy of the script
to listen to, re-read and carry with them. The assignment after this
session is to do something once a day to remember the experience of
listening to the Good Parent Script.

Experiential Mode Work Exercise 3 - DyPM 1: Fighting the
Punitive and Demanding Parent Modes: Things
a “Good Parent” Would Say to a Loved Child

Come up with a list of things that you think a good parent would say to
a young child they loved and that you either heard or would have
liked to have heard as a child. Try to use “kid language” Your
Vulnerable Child still needs to hear these expressions of love, comfort,
protection, and validation. Example would be: “I love you,” “T am glad
you are my kid,” “You are great,” and so on. We are going to use these
statements in a creative way in a group session, so please give this
some thought and write down some things. Feel free to borrow
anything you have heard in groups, from therapists, and so forth that
your VC liked. We will compare notes and add to the lists in the
Experiential group session for the Vulnerable Child Mode.



222 4 The Group Schema Therapy Sessions

I like hearing or would like to have heard the following as a child and
my VCM still needs to hear: Write more on the back if you like.

1.

Add to your list anything you hear in the EMW-2 group that your
Vulnerable Child liked:

Transitional objects

To help patients recall the Good Parent Script and to aid internalization, we give
them transitional objects in connection with this exercise. The use of transitional
objects is consistent with the attention to developmental learning level of ST and
is used as an adjunct to limited reparenting. We use things like a soft piece of
fleece, with or without a scent the therapists use, a special bead from each thera-
pist on a piece of cord, a note with their Good Parent message on it. The Good
Parent Script and other messages to the Vulnerable Child Mode can be made
into flash cards, poems, songs, drawings, or any other transitional object that is
tangible and can be available outside of therapy. We ask patients about their use
of comfort blankets, stuffed animals, and so on, as a child. They usually had
something and many also have a story of their parent throwing it out and feeling
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devastated. We tell them that just as they are developing and being able to access
a “Good Parent figure” in themselves, transitional objects from the therapists and
group can remind them of comfort that they have experienced in imagery exer-
cises or just from being in the safe accepting environment of the group. The first
time we use a VCM transitional object we give them the rationale presented
below. This is a good example of appealing to both their HAM and VCM.

Sample Therapist Script: Transitional Objects

Very young children must develop the
cognitive ability to know that a parent
exists if they cannot see them. Until
they develop ‘object constancy” they
have intense separation anxiety. The
next step in healthy development is
internalization and the ability to evoke
the soothing image of a parent when
he/she is not physically present. This is
how the ability to self-soothe is devel-
oped. Children often have their blankets as transitional objects that
remind them of the soothing from the parent, being tucked into bed, for
example, with a soft warm blanket. Having that tangible object that rep-
resents the parent helps them feel the parent is real. The feelings of pain,
fear, loneliness, sadness, and so forth that you become aware of when the
VCM is triggered and that is not followed by an MCM taking over go
back to the childhood experience of not having normal childhood needs
met. We are working in imagery to supply those experiences to your
VCM. It makes sense that we would also want to give you transitional
objects for your VCM. These objects can help your VCM make the
transition from comfort and soothing coming from the outside (e.g., ther-
apists, significant others) to being able to provide it from the inside - the
HAM in you. So, over the course of the group we will develop together
various representations of the group and the therapists for your little chil-
dren to use for comfort and reassurance. This is just another of the ways
that we can help you correct as adults things that you missed as a child.
Today we developed a Good Parent Script for the group and each of you
recorded it or will get a copy to keep. We are also going to give you a little
piece of soft fleece to help you remember this experience and to use when
you listen to the tape. In one of the Happy Child weeks you will make a
VCM soothing box or treasure chest to keep these things in. Did any of
you have something like that as a kid? I know I did - it was an

empty cigar box that my grandfather gave me.
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We buy soft fleece from fabric stores and cut it into squares for this purpose.
We choose patterns with hearts or other designs that are not over-identified
with one gender. Men in the groups often kid about the fleece, but we notice
that they also leave with a piece of it. Some groups make a larger group
blanket of fleece to keep in the group room to share. They sometimes write
Good Parent messages on it.

Experiential Mode Work
Assignments 2 and 8 - DyPM: Practice: Recalling
the Good Parent Script

Your assignment from today’s group session is to:

1. Practice letting your VCM hear the Good Parent Script

O and take out your fleece while listening.

2. Step 2 is to just have the fleece with you in a pocket or
purse and use it sometime during the day when your VCM
is triggered or you just want to feel it for soothing.

Write about what you tried and the result:
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One of our patients actually made a Good Parent representation that was
big enough to wrap around herself, like getting a hug. She wrote our names
on it with things we had said to her VCM and drew pictures of us on it. It
looked like a large person with arms that could be wrapped around your
body. She felt that it was very soothing and reassuring for her VCM.

The assignment from this session is to use the transitional object, go to a
quiet place alone and recall the experience of hearing the script and write
about the experience.

Experiential Mode Work Session 8 - DyPM 2

Group Exercise 4: DyPM 2 - Whole-Group Mode
Dialogue Role-Plays

This session focuses on whole-group mode dialogues or role-plays in
order to give each patient time to have one focused on their specific
needs and content. We prefer mode role-plays to imagery rescripting
for challenging and banishing the DyPM as a group mode role-play
involves everyone actively and feels more powerful. Rescripting is
easily done in the individual sessions. The DyPM banishing role-play
can be adjusted to match a patients pace. A fearful patient in VCM
with little connection to the HAM can observe and see that nothing
bad happens. They can even observe someone else banish their
DyPM. This kind of vicarious learning can be an important first step
for avoidant and anxious patients. Depending upon their need,
patients can position themselves behind the therapists for safety, be
part of the group supporting the “banisher,” or they can stand directly
with him/her. While observing, the patient should be in whatever
degree of safety he/she needs - for example, safety bubble, covered up,
holding co-therapist or other member’s hand, and so forth. The “ban-
isher” may start out with the therapist speaking to the DyPM for him/
her. Patients can begin to speak from the safety of the group when in
the VCM and then in stages move to the front as their Healthy Adult
gains strength. The tangible experience of the collective strength of
the group effectively combating and eventually expelling the DyPM
has powerful effects in diminishing the intensity of this mode. We
have seen patients begin in fear, take in the group’s strength, and move
in the same session to confronting their parent from the Healthy
Adult. We use the effigy as a mask for the person playing the DyPM.
We do not want any residual DyPM “energy” attached to the patient
who plays that role. We want the Punitive Parent to remain something
“not human” that was taken into the Vulnerable Child and needs to be
eliminated. We do not have either therapist play the DyPM role.
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We are working to be seen as the “Good Parent,” so playing the DyPM
has the potential to be too confusing at the level of the child modes.
Be sure to check after DyPM work that group members feel safe
before leaving the session. Create contingency safety plans if they
have safety concerns. Finish the session with a longer return to the
safe-place image or safety bubble that includes the instruction that
the DyPMs are safely locked away.

‘ ‘ Sample Therapist Script: Mode Dialogue
Role-Plays - DyPM

Hello, I am glad that you are
all here and I am happy to see
you. As you know, this is the
Experiential ~Mode  Work
Group. Today we will be using
the mode role-play again, but
this time we will be banishing
the Punitive or Demanding
Parent Modes (PPM or
DePM). This role-play is set up a little differently. How many of
you feel that you are at the point where it is time to banish your
PPM (substitute DePM throughout the session if that is the
mode you chose to work on)? Great. Well, to do that one at a
time we are going to have a dialogue between you and your
PPM. This is something that it is best to do from the strength of
your Healthy Adult Mode (HAM). It is also something that you
can have as much support as you need for. You can have the
support of other group members, the therapists, a whole army.

We will need someone to play your PPM and another to be a
support to that person. The person playing the PPM will have
the effigy to use as a mask so there will be no confusion that it
is not them personally, but just a role they agreed to play.

There is also more than one way to banish the PPM. If you
do not feel ready to do it, we can play all of your mode roles and
let you observe us doing the banishing. Does everyone under-
stand what I mean by that?

Who would like to go first as the banisher? Who feels able to
play the PPM behind the effigy? Who will support the person
playing the PPM? You notice that I did not say support the
PPM, rather the person playing that role.
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Let’s set the rest of us up so that everyone feels safe enough
and the banisher has enough support. [Have a few people
move chairs near the banisher.]

If any of you are in touch with your VCM, this could seem
scary. Why don’t any of you feeling that way come over and sit
behind me and T2? We want everyone to have what they need
to feel safe doing this.

OK - [to the banisher] Tell your
PPM what you want to say to it.
[This is done and the PPM answers
back. We let the PPM answer back
up to three times. If needed we jump
in, asking the banisher if we can also
speak. We want to tell the PPM how
much they have hurt the VCM. We
do not debate the PPM or let the
“poison” of its messages out onto the
VCM of the patients. We stop the action and turn to the
banisher and say some version of: I think that we have heard
enough. It is time to throw this old (expletive — bitch,
bastard, etc.) out! [One of the therapists takes the eftigy away
from the PPM and gives it to the banisher.] You can throw it
against the wall, out the door, stomp on it, whatever you
like. It has no power now. Can you feel that?

This experience is processed with the whole group and then repeated
with a different patient as the protagonist. Those who have not taken a
turn should be offered a number of more supported options. One
example is the therapist speaking to the PPM for them. As stated earlier,
another is to have the group and therapists play all the roles. End the
session with the therapists reading the Good Parent Script that the
group developed previously. For an assignment repeat Experiential
Mode Work Assignment 2: DyPM1.

4.6.3 Vulnerable Child Mode sessions (EMW 3¢9)

The VCM sessions focus on imagery work, as this is the major experiential
intervention of ST for healing the Vulnerable Child Mode. It is important to
give patients a rationale in understandable language for why we use tech-
niques like imagery and imagery rescripting. We include basic information
about how imagery works and the research validating its effectiveness, so
that they can be open to trying it. We pave the way for more difficult



228 4 The Group Schema Therapy Sessions

imagery with the early “fun” images and safety mages. The safety images
remain important tools throughout treatment and as a healthy coping tool
for use in life.

Experiential Mode Work Session 3: VCM 1

Sample Therapist Script: Imagery Rescripting

Our memories of childhood are not happening right now, rather they
are images that we have stored of perceptions, feelings, sights, sounds,
thoughts that we have connected with childhood events. Even though
they are not “real” in the sense of “happening right now,” when we
bring them to mind it can feel like they are happening now and it
causes emotional pain. In imagery we can change the ending of pain-
ful memories by creating in your image what should have happened,
if the protective, strong “Good Parent” you deserved had been there.
Just as we all can re-experience pain and fear when negative childhood
memories recut, we can also experience comfort, protection, and care
when we bring the “new ending” into our mind in imagery. The mind
works like a slide projector that puts one image at a time on the screen
of our awareness. In imagery rescripting, we are changing the slide
you put in the projector for that particular situation. This may sound
like magic, but it is supported by scientific research. Imagery rescript-
ing is an effective way for people to heal from traumatic childhood
memories. One of the most important things we take away from
events is what we think it means about us that the event happened.
So if we are not protected and bad things happen to us as children, the
Vulnerable Child part of us interprets that to mean that we are bad.
As children we are not capable of understanding like an adult can,
that the real problem is not that we are bad - the problem is that no
one was there for us. We had the normal needs of a kid, but no one
was there to meet them. Unfortunately, every time you remember
these painful childhood events the feeling of being bad comes along
too. That means that years of practice have made it very strong and
we don’t question it anymore. Experiencing rescripted memories of
having a loving, protective Good Parent will affect how you think
about yourselves.

We have been questioning the assumptions you made about your-
self as a kid in the ST Education group. We have looked at how we
form beliefs about ourselves and others and life based on how our
needs were met and then we don’t question them - they are our reality.
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Some of you have reached the point where you are beginning to be
able to say “In my head I know that I am not bad or evil, I was just a
kid with normal kid needs and they were not met because no one was
there.” However, we have also talked about how you still feel like you
are bad in some way. That is the part we work on in imagery - that
you still feel unworthy, bad, a failure, too needy, or whatever other
messages you internalized.

Our goal now is to give your Vulnerable Child part a good parent
to protect, comfort, nurture, love, teach, and all those things kids
need. We will approach this work in small steps as we do not want to
have you feel overwhelmed or re-experience bad memories again. We
want to stop painful memories before anything bad happens.
We want to rewrite the ending, so that nothing bad happens in the
image. We also want to teach you how to stop re-experiencing bad
memories when they start up outside of therapy. [Allow
15-20 minutes including discussion. ]

Unfortunately, many patients are very reluctant to try to connect with their
Vulnerable Child Mode. They typically have negative and rejecting feelings
toward their little child part that must be addressed and ultimately
challenged.

Therapist Tip: VC

Inevitably someone asks “Why do we have to do this?” or says “I hate
that kid, he was the source of all my problems, he was a bad kid.” Our
answer to the first question is always some version of “You need to do
this because the only way to get unstuck emotionally and not keep living
with the consequences of not getting core emotional needs met (use
their words: how you were mistreated — neglected, abandoned, etc.)
as a child is to go back to that time experientially and help that part of
you heal” To the second question we say, for example: “It was not your
fault as a little child that your needs were not met. Young children are
not ‘bad’ if they are getting their healthy normal emotional needs met”
or “Is that how you feel about the Vulnerable Child Mode of your peers
here?” Often the answer is no, which allows us to say: “Your little child
is just as worthy of love and care as the rest of us. I think that we are
hearing a Punitive Parent Mode (PPM) voice right now and we will not
allow any PPM here when we are working with the VCM. We need to
get those PPM messages out of here”
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The VCM is first reached with safety imagery (in Experiential Mode Work
Session 1), then “Good Parent Messages” (in Experiential Mode Work
Session 2), and finally imagery rescripting. Imagery rescripting allows us to
meet the VCM in his/her childhood memory and rewrite the ending in
such a way that his/her core need is met. We begin with situations in which
the little child needed a “good parent” to meet a core need and no one was
there. The patient begins to feel the original pain that is in a sense frozen in
the VCM and with imagery we have the opportunity to create a new expe-
rience and a new memory. This usually takes the form of protecting the
child, comforting him/her, or telling the DyPM to stop, that they were
wrong to treat him/her like that, and then taking the child in imagery to a
safe place. Eventually the childhood memories weaken as the patient has
the experience of having core needs met. Patients begin to feel as well as
understand the legitimacy of their little child’s needs and the “goodness” of
that part of them. They experience that childhood wounds can heal. The
VCM may always have some schema triggers related to abandonment,
emotional deprivation, and punishment, but the healing attachments that
were not made back then can still be made now, thanks to the brain’s
amazing plasticity. Another way that schema mode change occurs is the
process of experiential “antidotes” Many mode-healing experiences for the
Vulnerable Child Mode take place in response to emotional validation,
acceptance, kind treatment, and respect in the group. These experiences
create feelings of being worthy that contradict early maladaptive schemas
that developed from core needs for validation and acceptance not being
met in childhood.

We do not begin to talk about the HAM aspects of meeting patients’
needs until well after they have experienced feelings of protection, com-
fort, validation, acceptance, and love in the safety of imagery and the
experience of the group’s healthy family environment. Only after this
missed step in attachment and emotional development has been accom-
plished, and a “good parent” has been internalized, are patients able to
meet their own VCM needs in a meaningful way. The distinction about
who comes into imagery work to change the scene (e.g. to protect the
child) is a very important one. Cognitive therapy approaches (e.g., DBT;
Linehan, 1993) assume a “healthy adult” already present in the patient and
pull for self-care from the patient from the beginning of this work. As
discussed in earlier chapters, that is not the approach of ST, whether
individual or group. The modeling of a healthy adult and a “good parent”
to the VCM by the therapist and the internalization that occurs in limited
reparenting and imagery work are critical steps in ST that allow the
development of a HAM.
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Group Exercise 1: VCM 1 - Rescripting a Childhood
Experience of the Therapist

Sample Therapist Script: Group
Imagery Rescripting

We will begin by giving you an example of how imagery rescripting
works by T1 sharing a situation where he/she needed a good par-
ent in childhood and no one was there in that role. We will

ask you to observe the situation.

Using self-disclosure in this way allows patients some distance at first
in imagining the therapists childhood situation and facilitates their
self-disclosure. It shows them how we do imagery rescripting and
reduces their apprehension. It also demonstrates that we all have
modes and it can make the therapist seem more real and genuine,
thus fostering the connection with her.

1. Connect with your safe-place image (SPI). We will stay there
1-2minutes. I want you to remember that your SPI is there
for you and you can return to it any time you want to in the
session today. OK, open your eyes and come back to the group.

2. I am going to tell you about a time in my childhood when
I needed a good parent and no one was there to fill that role
for my VCM. What I would like you to do is imagine your-
self (here fill in details from your own scene) outside of a
souvenir store looking in through a big picture window that
allows you to see everything that happens inside. I was 6, in
a little souvenir store picking out my souvenir from the
family vacation. I really looked forward to that because
I collected souvenirs and it was one of the ways I connected
with my mother who was not very emotionally expressive in
general but excited about her collection. I found a snow
globe that was within my dollar budget, but when I picked it
up it was slippery and I dropped it. It smashed and splat-
tered everywhere. The store owner yelled at me and made
me pay for it with the one dollar I had. My mother was there
and did nothing to help or defend me. I was devastated, but
didn’t cry because we were with my uncle and my cousins
and I was embarrassed. 1 felt like a bad kid, that I had made
a terrible mistake. It also gave me the message that I
would be all alone if I got into any trouble.
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Group discussion has patients sharing what they observed. The other
therapist asks them questions like:

3. What do you think T1’s little child felt and what did he/she
need?
4.  What would a good parent have done differently?

Encourage them to ask any questions they have about the experience.
T1 also tells them what the link to a problem of moderate level in
current life is.

5. AsItell the memory it doesn’t seem so big, but I know that it
is related to my unrelenting standards schema and part of
why I still have a big reaction today when I make even a
small mistake. I have worked on it and I catch that reaction
(which is a good example of my PPM), but it still pops up
sometimes.

6. [The second therapist leads this part of the imagery
work. T2 begins by asking the group:] How can we work
together as a group to change the ending now? Let’s
brainstorm.

7. [T2 says:] Now, (name of T1), can you go back into the
image and connect with little X and this time the rest of us
will join you? I am going to play not T1s mother, but a good
parent, and I want the rest of you to be there watching and see
how our script affects little T1. Watch what happens to the
little child’s face when a good parent defends and comforts
her.[T1] OK, let’s go back to just after the snow globe smashes
and I'm there as the Good Parent (T2 plays this role dramat-
ically). Oh, T1, honey are you alright? Let me get you away
from this broken glass. Poor baby, are you hurt anywhere?
Don’t worry, you are not in trouble — it was an accident. [To
the shopkeeper firmly:] Stop — do not yell at my little girl!
Can't you see that she is upset, she is a child and you have no
right to yell at her? Talk to me about this. I am her mother
and I will be responsible for any damages. [To T1] Its OK
dear, you didnt do anything wrong, it was an accident. 1
know that you really wanted a snow globe, I think they are
pretty too. [To the shopkeeper:] Here is $2.00. One dollar for
the broken one and one for the new one you are going to bring
out for my little girl. The shopkeeper pulls a new one out from
under the display — and it slips out of her hands and breaks.
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[T2 in the role of a Good Parent says:] See, all of us can have
accidents. [To the shopkeeper:] I hope that you have another
one, but if not there are a lot of other stores here we

can shop in.

The group and therapists come out of the image and discuss what they
observed. This is an opportunity to underline how a good parent
would act and the very different effects when T2 played the mother.
T1 shares what the rescripting was like for him/her. The joke we threw
in to the example is not required. We add it to show that we can still
have some playfulness to balance doing difficult work; many patients
report liking that part best.

Group Exercise 2: VCM 1 - Group as a Whole
Imagery Rescripting

In shifting to rescripting patient memories, we start with a short
image that introduces the therapist entering the image with the
patient observing the interaction with the VCM.

Sample Therapist Script

1. “OK, I want you to go back to a time in childhood where
you are in a situation as your Vulnerable Child Mode where
you needed a “good parent” and no one was there. Just focus
on whatever comes to mind as a time when you
really needed a good parent to be there for you?”

Judging by their nonverbal behavior, we let the group go for two min-
utes or stop sooner if there is too much overt distress. In this early
work we want patients to realize that they can visit uncomfortable
memories for a short time and not be completely overwhelmed.

2. Now open your eyes and come back to the group and
let’s talk about what situations you remembered.

We try to get everyone to share something from their experience. If
someone does not come up with one, suggest they may think of one
as we talk more and they should feel free to add a memory later. Next,
we go back to the uncomfortable image. If someone has brought up
abuse or trauma, have them go back to the point before anything
really bad happened.
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OK, go back to that image just for a minute or two and
really be aware of what you needed as that little child.

Have them again come back to the group. This is good practice in
asking for needs directly. Also, it ensures that we will know what
needs to be met in their imagery when we go into it as the Good
Parent figures.

So now briefly tell us about your image — who was there, how
old were you, and so on. What were your needs? We encourage
them at this point to continue using “I” language.

Go back now to that same image as your little child.
Be your little child.

Sample Therapist Script: Being a Good
Parent for All of the Group Members’ VCM

Listen to my words and take all of them in for your little child.
Imagine me coming into your image to be the good parent you
deserved, to comfort and protect your little child. Just listen to
what I say to your little child — I am here so you don’t have to be
scared. I'll protect you. No little child should be left alone like
this. You are precious and deserve protection.

Now imagine me coming into the image to meet whatever
your little child needs. Whatever your child’s needs are, I am
meeting them. Try to just take in the experience of having your
needs met as your little child. Know that I will ask nothing in
return, there is no price tag. You are a young child who needs
some care, deserves to have his/her needs met, and I am giving
that to you. I know that your mommy and daddy did not always
understand you and realize that you needed affection, love,
protection, and so forth. What you need to know is that you
deserved those things - all children do and you did too. Just
because the adults around you could not give that to you does
not mean that you did not need and deserve it. The little child
part of you is the part that feels emotional pain. The little child
needs to feel some of the nurturance and comfort that she did
not get in order to heal and not feel so wounded. When this
happens you will not feel as much pain. Imagery work is the
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way to reach early memory and repair faulty feelings of being
wrong and bad that come from early experiences. You were not
bad or wrong, those experiences were bad and wrong and it was
wrong that you were not protected. We all know that children
should be protected.

[Pass around squares of soft fleece.]

The fleece we are giving you now is for your little child. It repre-
sents the softness and comfort that we want to give her and that
she deserves. Use the fleece to remember our healing work with
your little child. Let it represent the needs that she
deserves to have met.

Here we have made the transition to him/her being the child, not just
seeing him/her.

Now when you open your eyes, try to let your little child be pre-
sent and take in the circle of little friends that you have here.
These are friends who will not purposely hurt you and who
know the pain that you carry and struggle with. [Give them a
few minutes.]

Let’s talk about what you experienced.

After each image, we process the experience as a group. This
processing is an integration of the cognitive and experiential
aspects of the imagery change work. The therapist pulls out themes
to support the overall idea that the child was mistreated, did
not deserve that treatment, was not bad, the parent was wrong to
treat a child so harshly, and so on. Ask about any mode interfer-
ence they experienced -for example, PPM messages, Detached
Protector.

The assignment for all of the rescripting sessions is to practice returning
to the rescripted image. We give patients a simple form for this assign-
ment as we find that if we do not, the assignment is more likely to be
forgotten. We also want them to be accumulating evidence about the
effects of rescripting.
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Experiential Mode Work Assignments 3
and 9 - VCM 1 and 2: Practice: Imagery
for the Vulnerable Child Mode

1. Practice connecting with your safe-place image and
allowing your little child part to be there.

2. Go back in memory to hearing your therapist describe a
new ending in which your VCM was protected and cared
for. Fill in all the details that were important to you.

3. Let yourself imagine or see that scene in whatever way

O works for you.

4. If any Punitive Parent Mode interference pops in, send
it off into space in a bubble or put the PPM under a
glass dome that no sound gets through.

5. Keep your piece of the fleece with you in a pocket or purse
and use it sometime during the day when your VCM is
triggered or you just want to feel it for soothing.

Write about what you tried and the result:
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Experiential Mode Work Session 9: VCM 2

Start the session with the customary positive greeting and ask the patients
to make sure that their connection to their safe-place image is in place. We
suggest this to reinforce its use as it is one of the ways they learn emotional
regulation and distress management initially.

Group Exercise 1: VCM 2 - Little Child Alone on the Street

The next imagery exercise is one that we use both to assess the rela-
tionship between the patient and the Vulnerable Child Mode (VCM)
and to develop some compassion for him/her. It is also the first step in
the transition to the patient starting to find his/her inner Good
Parent, which we see as the part of the Healthy Adult Mode (HAM)
that will eventually care for his/her VCM.

Sample Therapist Script: Little Child Alone
on the Street

We would like you to close your eyes or look down and try to
imagine the situation that we will describe to you. Just be aware
of any thought, feeling, or mode that is present.

1. You are walking down the street toward your home and
you see a small child ahead of you. Your first reaction is
that she is too young to be out alone, only 3 or 4 years old.
As you get closer to the little child you notice she is crying
and hanging her head down. When she sees you, she keeps
her head down, but raises a hand up to you in an
imploring way.

2. You take her little hand and start telling her reassuring
things — like you will find her mom, she is safe, and so forth.

3. You decide to take her home with you so you can call the
police to help locate her family. She very willingly goes
along with you, holding your hand. She stops crying and
smiles at you.

4. How do you feel? What do you do? How do you continue to
try to take care of her? (If there are both genders in
your group, change to he/she.)

In the ensuing discussion point out the various Good Parent skills
that patients used with this little stranger. Next, have them once again
close their eyes and listen to the image you describe.
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5. Soonce again you are leaving your home and you see a little
child sitting in the street crying. You walk up to her, telling
her comforting things (you can use some from the discussion
if you like). This time, as you get closer she raises both arms
toward you to be picked up. You decide to pick her up and
as you do you realize that she is you as a little child.

6. How do you feel? What do you do? How do you
continue to try to take care of her?

After a minute or two, have everyone open their eyes and come back
to the group.

This exercise can be quite emotionally evocative. It is a first step in
asking patients to care for their VCM. This exercise gives you
information about how much or little compassion the patient has for
their VCM. A number of our patients reported that as soon as they
realized they were the child, they wanted nothing to do with him/her.
A few patients even reported dropping the child. Some were able to
continue taking the child home, but then said: “Since it is me, I do not
know what to do with her” This is not due to a skills deficit, rather a
discrimination error in not matching caretaking skills they use with
others to meeting their own VCM need. Their responses provide
openings to introduce the idea of compassion for the little child they
were, who did not get needs met and needed love and comfort as
much as the little stranger child on the street. Barriers to self-compas-
sion can be identified - like faulty beliefs that their child is “bad;
“undeserving of love;,” and so forth. You can go over some of the
information from ST Education groups about all children deserving
to have needs met and issues like how does a young innocent child
become “bad” in their eyes. It can be useful to do the exercise again
with the patients knowing it will be their child, with instructions to
try to comfort and take care of the child like they would a real child of
their own or a beloved niece or nephew or grandchild.

Therapist Tip: Coaching

At this point in the internalization process we act as Good Parent
coaches as needed. If a number of patients have difficulty caring for
the little child, you can repeat this exercise and go along with them to
coach them in how to take care of their VCM. Make suggestions of
comforting words, a shawl to wrap up in, rocking, a warm beverage,
and any other Good Parent behavior you can think of.
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The occasional patient says that they have “no ‘Good Parent’ in them” We
have those patients come into the image to watch us again and suggest that
they watch exactly what we do so that they can begin to build their “Good
Parent” We see a patient’s “Good Parent” as a representation of any good par-
enting they received throughout their life, including therapists and what they
are getting from us in limited reparenting in the treatment program. The
“Good Parent” is a building block of the HAM. After each image, we process
the experience as a group to integrate the cognitive and experiential aspects
of the imagery change work. The therapist pulls out themes to support the
overall idea that the child was mistreated, did not deserve that treatment, was
not bad, the parent was wrong to treat a child so harshly, and so on.

Group Exercise 2: VCM 2 - Imagery Rescripting
Patients’ Memories

Sample Therapist Script: Introducing
Patients’ Rescripting

Do all of you remember the VC session six weeks ago where
we rescripted a time from my childhood where I needed a
good parent and no one was there for my VCM? [Say some
detail to remind them if needed.] Did that example from
my life remind anyone of a similar incident in which you
needed a good parent and no one was there? [Some
discussion of examples] Would one of you like us to work on
your situation the same way we did for me? [Usually
someone volunteers. If not, you can do some gentle nudg-
ing by asking one of the patients who gave an example if
they would work on that one.]

OK, we will go through the same steps as we did for the ther-
apist example.

1. Describe the situation. [When they get to the “no one was
there” part, be ready to stop them before details of abuse
are shared and explain in a very gentle way that “we don’t
want you to re-experience trauma —we want to stop before
something bad happens to your VCM child and change the
ending to what should have happened with a good parent
there doing their job’]

2. What does (patient name) VCM need? How could a good
parent meet those needs in imagery? Let’s form a plan.
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3. OK, now go back to the point of the need and I will use the
plan as a good parent would. We would like everyone to let
your VCM take in the soothing and comforting things I will
say.

4. Have all come out of image and discuss their experiences,
starting with the patient who volunteered their
situation.

Sample Therapist Script: Ending the
Session after Rescripting

I want to acknowledge all the hard work we have done today.
I also want to end the group with a short Good Parent image
for all of you. Just close your eyes and imagine T2 and I
there with your VCM holding his/her hand in support. Now
imagine all of the Good Parents of the group members,
including yours, circling around us for support. Let your
VCM take in all of the care and warmth and take his/her
little hand in yours and give him/her a caring message from
you. If that feels difficult, you can always say “I am learning
that you deserved to be loved and cared for and to

have your needs met”

Experiential Mode Work Assignments 3 and 9: VCM 1&2 is used for
both sessions.

4.6.4 Angry/ Impulsive Child Mode sessions (EMW-ACM 4¢10)

Experiential Mode Work Sessions 4 and 10 focus on the Angry Child
Mode and Impulsive/Undisciplined Child Mode. The relative focus on each
depends upon their representation in your group.

The group must be a safe place for the Angry Child to vent anger. It is
important not to have Angry Child venting directed at a patient in
Vulnerable Child Mode. A variety of anger release techniques are employed
and these are fully described in the therapist notes. Doing Angry Child
Mode role-plays requires making sure that all of the group feels relatively
safe or measures can be taken to accomplish that (e.g., patients are behind
the therapists, behind a wall of pillows).
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Experiential Mode Work Session 4: ACM 1

Therapist Tip

It is important to distinguish the Angry Child Mode, which is a
normal, instinctual expression of anger when needs are not met, from
the Maladaptive Coping Modes like Angry Detached Protector or
Bully-Attack. For the Angry Child, venting is therapeutic and meets
their need to be heard. For the Angry Detached Protector, venting
only serves to create distance and empathic confrontation is what is
needed and therapeutic. With the Bully, venting will be directed
aggressively at someone and the therapists limited reparenting
response in that case will be limit setting. It is also important within
the child modes to distinguish the Angry Child Mode and Impulsive
Child Mode, as they need different things in limited reparenting. It is
important to separate the emotion of the Angry Child Mode from the
action of the Impulsive Child Mode. As good parents we want to
communicate our acceptance of the child and his/her feelings, but set
limits on behavior.

Anger is very frightening for many patients. They
associate trauma, abuse, pain, and fear at the mere
mention of anger. Asking them to engage in play to
deal with anger is met with great hesitancy, fear, and
skepticism. However, games like tug-of-war, stomping,
and popping balloons are a safe and effective way to
release anger. Patients begin to realize that movement
and play are good tools for releasing anger, and it feels
much better than shoving it down and numbing out.
Making sounds like who can make the best cow sound
or the loudest pig noises is a game that is safe and fun.
It can be the beginning step for the patients to claim
their voice. Being able to say “Stop” and “No” when they are feeling anger
can be taught through the use of play. Patients over time discover that
nothing bad happens when they get angry and that they can control express-
ing the feeling and control the action. The exercises below can be used in
helping to release anger or frustration, or to increase the energy level when
the group has “shut down.”
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To keep everyone involved and connected and to decrease the likelihood of
patients being triggered by the anger expression of others (hearing or seeing
anger work being done), we give them the role of cheerleaders when they
are not directly participating in an exercise. This pulls the group in and adds
the fun element. There is always a good deal of play, grunting, and groaning
through the exercise. Having the patients cheer keeps them active and
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Sample Therapist Script: Anger Exercises

In introducing the topic of “anger” or “anger work,” you can start
with asking the question: How many of you have ever had fun with
anger? This question usually brings silence to the room, or sounds
of disbelief. In either case, you can respond with: OK ... a show of
hands, how many of you have gotten in trouble because of your anger.
Most will raise their hands. Acknowledge this with a nod or a
“wow!” Well, today we are going to look at ways to have fun
with anger, so everybody stand up.

focused on the demonstration.

Group Exercise 1: ACM 1 - Tug-of-War

(Item needed: large towel)

I need two volunteers. [Give each one the end of a large towel.]
Now, when I count to three, I want you to pull hard enough to
lift the other off his/her chair. There is one rule — as soon as
someone starts to be lifted up out of their chair, STOP. Now the
rest of you have a role also. This half will cheer for patient A,
and this half for Patient B. I want you to cheer loudly for your
participant, saying things like: “Go Brenda Go” and “Go Linda
Go” or “Pull, Pull” I also need two of you to act as spotters in
case the “tuggers” get carried away and are coming out of their
chairs - you will need to remind them to stay sitting, watching
they do not fall. [After everyone is in place:] OK, are

you ready to begin? 1, 2, 3 - GO.

After this exercise, ask the “tuggers” how they felt doing this exercise
and what it was like to hear the cheering. Ask the cheerleaders what
they felt cheering. Time permitting, let each member try the exercise.
Another option is to have group members pair up to try the exercise.
Again, ask for feedback from those that tried the exercise. You can
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point out how the muscles used to release anger in the tug-of-war
game are the same ones we use when we hold anger in or are used in
physical aggression. Often, when a person shoves down their anger,
certain muscle groups are affected, like the shoulders, arms, back or
jaw muscles. These exercises can help in releasing the body tension
from these areas. Typically, at the end of the exercise the volunteer
feels more grounded and, if he/she began the exercise angry, less angry.

Therapist Tip

In setting up these exercises it is important to structure in limits like
“both people must stay in their chairs and when one is lifted off the seat,
the exercise is over” A line could be placed on the floor for a tug-of-war
involving more people. With therapists monitoring, these are safe exer-
cises to access anger in a setting where it can be worked with. Exercises
like this are very important for patients who fear anger - the experience
of being able to access the ACM in a safe manner in which play breaks
through their fear and “nothing bad happens”

Group Exercise 2: ACM 1 - Ball Making and Paper Toss

(Items needed: two old phone books, hand wipes, waste basket)

[Divide group into two teams and give each team an old phone book.]

Part One: Work as a team and try to outdo the other team by
making the most balls using four to five phone book pages for
each. You will have three minutes. On the count of 3, Go!
[Declare the winner.]

Part Two: Stay in the same team. Each team should have at
least 12 balls divided equally. One member from each team
will alternate turns tossing balls into the basket. Team with the
most successful balls wins. *Toss the ball with your
non-dominant hand*

Group Exercise 3: ACM 1 - Balloon Work

This is an exercise to help release anger or to use during times of
general “stuck-ness.” Give everyone a balloon and instruct the group
members to imagine that they are to fill the balloon with either
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angry feelings or thoughts (or with things that might be keeping
them stuck), but do not tie the balloon off. On the count of 3,
everyone raises their arm and releases the balloon into the air. The
balloons fly around the room, causing laughter from the participants.
Releasing even a little of the anger makes room or space for more
pleasant feelings to enter in.

Balloons are needed for the next three exercises.

Group Exercise 4A: ACM 1 - Balloon Pop

Everyone is given a balloon to fill and tie off.

14

14

(Items needed: old magazines, scissors, glue,
and poster board)

Have group members look through maga-
zines with the focus on finding pictures and
words that fit for the Angry Child Mode.
Each patient can make a mode collage that
represents their ACM using the pictures and
words. Give patients about 30 minutes for
this activity.

14

Place the balloon in front of your chair. Remain seated; try to
break the balloon with your feet. Plug your ears if the ’ ’

sound is upsetting.

Group Exercise 4B: ACM 1 - Balloon Pop

After filling and tying off your balloon, place it on the floor ’ ’
in front of you. Break the balloon from a standing position.

Group Exercise 5: ACM 1 - Construct an Angry Child
Mode Image

Come back to the group and present your collage and tell us a
little about your experience making it — thoughts, feelings, if
you were aware of the ACM - what effect did the activity ’ ’
have on him/her?
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Experiential Mode Work Assignments 4 and
10 - ACM 1 and 2: Anger-Release Practice

1. Try one of the Having Fun with Anger exercises from
your session: for example — bat your PPM balloon
around the room and finally burst it or sit on it.

2. Blow up a balloon with the idea that you are blow-
ing into it all of your anger and frustration of the
moment that is causing discomfort. Put the balloon
in the closet or under the bed - somewhere out of
the way — knowing that it will be there if you need
to go back to it.

3. Do the paper wad - ball toss until you are tired.

4. Or try one of the other exercises from the sessions.

Write about what you tried and the result:
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Experiential Mode Work Session 10: ACM 2

The Angry Child Mode reflects the innate response
of a child to a need not being met. In this mode a
person needs to be allowed to vent and be heard,
within reasonable limits. It is important that we make
it clear to patients that we are not afraid of their anger
and that we will set limits on them becoming abusive
ifthey are not be able to. This is reassuring for patients
who fear their own anger as they have only seen

anger be abusive and out of control with people being physically hurt. It is also
reassuring for patients who are terrified of others’ expression of anger because
of experiencing abuse or others abused in their families. We frequently have
patients say: “We dealt with a conflict and no one was killed!”

Therapist Tip: Anger Exercises

To keep everyone involved and connected and to decrease the
likelihood of patients being triggered by the anger expression of
others (hearing or seeing anger work being done), we give them the
role of cheerleaders when they are not directly participating in an
exercise.

Group Exercise 1: ACM 2 - The Push-Back Walk

Have group members match up into pairs trying to keep the height
about the same.

‘ One pair will start the exercise. For the rest of you, half will

cheer for “X” and the other half will cheer for “Y” On the count

of 3, begin pushing back to back; no using your butt, try to push

the other person until they walk from their stationary ’ ’
position. [* Spotters needed.]

Group Exercise 2: ACM 2 - The Punitive =)
Parent Face / _

Everyone is given a balloon to fill and tie off,
then, using markers, they are instructed to draw
their Punitive or Demanding Parent Mode’s
face. After everyone finishes they are told they
can bat the balloons back and forth to each
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other, trying to keep them at first in the air by
everyone trying to keep up balloons that come
near them. Do this for about 12 minutes, then
give the instruction that people can do what-
ever they want to the Parent balloon. Give about
5 minutes for this, then come back to the group
circle and discuss what they chose to do with
the balloon, what that meant to them and how
they felt doing it. Inquire about any Parent Mode activity during
the exercise.

This is an exercise using imagery. Have the group imagine that they
have been given a dozen eggs. On the count of 3, they are to imagine
throwing the eggs against the wall, watch the yolk run down the wall,
see the mess it is making. Discussion: what are some of their thoughts
and feelings?

(Alternate exercise) Experiential Mode Work Session
10 ACM 2, Group Exercise 4: Group Stomp

Blow up and tie off 30 balloons and have everyone stomping at the
same time.

Group Exercise 5: ACM 2 - Mode Role-Play

Another alternative activity, depending upon the needs of your group,
is to set up the mode role-play of MCM 1 and let the ACM be the focus.

You could have the ACM interact with the PPM, with the MCM.
You could have one patient play the HAM and the Good Parent and
interact with the ACM. A wide variety of options can be implemented
based upon the ACM of your patients.

| Group Exercise 3: ACM 2 - Smashing “Eggs”

4.6.5 Happy Child Mode sessions (EMW 5¢~11)

The main goal of the experiential sessions for the Happy Child Mode is that
patients experience play with its exploration of likes and dislikes, first social
interactions, and just being able to allow themselves to have fun. Patients
are often resistant based upon DyPM messages. In ST, play is a powerful
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tool that helps abused and emotionally deprived
patients break through the blocks of mistrust and
fear by providing safe experiences where they can
feel and learn to trust. Accessing the joy of the
Happy Child Mode can shatter the belief that
they are “all bad” Play is an enjoyable experience
for both the therapist and the patient because it is
a safe way to attend to the needs of the Vulnerable
Child, the Angry Child, and the Happy Child.
The experience of play can be a reprieve from the
prison of the Punitive Parent Mode.

Elements of play are easily introduced in the group setting. As the group
bonds and forms the multiple overlapping attachments of a working psycho-
therapy group, the supportive atmosphere that is generated provides a comfort-
able mutuality that lends itself to play. In general, we use humor and a playful
approach to GST work. It is a way to connect with patients that is independent of
our formal roles, which fosters genuine human connections between therapists
and patients. Given the number of triggering schemas they have related to their
performance and evaluation, playfulness can become a welcome exchange that
does not involve judgment. In imagery work we create images of play, fun, joy
and have them practice accessing those along with the safe-place images.

Experiential Mode Work Session 5: HCM 1

Here are some suggestions of activities to use to evoke the Happy Child Mode
(HCM). Feel free to adjust them as you like to fit your patient population or
to develop your own. If you do the latter, please send us any exercises that
work well as we are always looking for new ideas. Patients may have as much
difficulty engaging in fun as they do with other experiential exercises.
Dysfunctional Parent Modes or Maladaptive Coping Modes may be trig-
gered. When this happens, it is important to discuss it and to intervene to
banish the parents from this session or get around the MCM. So Happy Child
work can involve dealing with interfering modes as well as setting up fun.

Therapist Tip: Introducing Experiential Exercises

How you set the stage in introducing an exercise contributes to its success
or failure. Keep in mind that if you are unsure of, or questioning, an
exercise, this will undoubtedly be felt and picked up by your patients. So
as much as possible be energetic and enthusiastic when presenting an
exercise. We have found that it is more effective to “invite the group to do
an exercise” rather than ask them if they “would like to do an exercise”
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Sample Therapist Script: Imagery to Evoke the
Happy Child Mode

[Begin:] I am so excited to see your smiling face and how your eyes
twinkle. Hearing that wonderful giggle of yours and how it makes
everyone who hears it join in with laughter. I love the sound of
your laughter when it comes from the deep part of your belly. I love
how your little voice changes in tone when you get excited. I love
all your questions. You are a smart and entertaining little kid. You
are very precious and deserve to be happy and to have fun and

play. Thank you so much for sharing your Wonderful Happy
Child with me.

Group Exercise 1: HCM 1 - Creative Fun Exercises

Team activity: Play is our earliest experience of negotiating, meeting,
forming friendships with others. When play is prohibited, people
miss out on this foundation developmental experience. These group
activities provide that experience and the various mode flips, feelings,
reactions of patients can be discussed afterward.

Group mascot

(Items needed: general craft supplies, old hats, pieces of clothing,
scarves, fabric, etc.)

Using any craft supplies, work together to create a group mascot.
Your setting will determine what is available here. In some settings,
play-doh or clay may be the limit of what is available to use as the
medium. Other settings may have a wider range
of possibilities. If an art therapist is part of your
team, we suggest that he/she be invited to attend
this session. Art therapists may be willing to
assist the psychotherapists in leading the session
and/or allowing it to be held in their work space.

Fun with the modes

(Items needed: old magazines, scissors, glue, and poster board)
Have group members look through magazines with the focus on
finding pictures and words that fit a good parent. Each patient can
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make a mode collage using the pictures and words that represent a
“Good Parent,” who would support the Happy Child Mode. Give
patients about 30 minutes for this activity.

Come back to the group and present your collage and tell us a
little about your experience making it — thoughts, feelings, if
you were aware of the ACM - what effect did the activity

have on him/her?”

Group Exercise 2: HCM 1 - Fun for the Happy Child Mode
in Imagery Exercises

Everyone take a deep breath and listen closely to my story.
Allow yourself to become a part of the activity as if you were a
child of 6 years old. Pay close attention to my instructions and
your feelings while participating. [Begin the exercise:] Oh, it is
so good to see all of you today. I have a very big surprise for all
of you. We are going on an adventure to a huge toy store, the
biggest in the world. Wow! I can see how excited this has made
you. I am excited too. Once we get to the store you will each
have three minutes to pick out two toys that you have always
wanted. You do not have to worry about paying for it because I
won the lottery and I want to treat all of you. OK, the time
starts now, and the first room we enter is the stuffed animal
room. Oh my! Look at the size of that panda bear, it almost
looks real. Teddy bears in every size and they feel so soft, giraffes,
puppies and kittens, there are so many different kinds and sizes
of soft animals here. Only two more minutes left to pick your
toys. I see some of you running off to the Game Room and I can
hear lots of laughter and giggles. Oh look! There’s a doll room
with large and small dolls — Barbies, porcelain dolls in antique
costumes, Madame Alexander, some of every type. There is a
transformer room, battery operated cars, planes and trucks,
science kits, magic tricks, and so many books. Someone just
dashed off to the Disney room. One minute to go. Hurry, hurry!
WOW! 1t looks like everyone was successful in selecting two
toys. Let’s go back to our group room and talk about what you
picked and why and what feelings were you aware of.

Any mode flips take place?
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You can add as many fun adventures in imagery as you like, following the
format above. We include one imagery exercise in each of the Happy Child
sessions. We want patients to have positive images to evoke when they need
them to balance painful memories. We give them the therapy assignment of
practicing evoking positive images.

Experiential Mode Work Assignment 5 - HCM 1:
Imagery Practice for the Happy Child Mode

Practice evoking any of the positive images of fun, play, happy
experiences from the Happy Child Experiential Mode Work
session.

O Keep a short record of which image you used. Build up your
collection of happy memories to revisit to balance painful ones.

M

TH

SA

SUN
O
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Experiential Mode Work Session 11 - HCM 2

Group Exercise 1: HCM 2 - Creative Fun Exercises

(Items needed: craft supplies, shoe boxes, decorative paper, crayons,
markers, ribbon, scissors, glue, buttons, stickers)

The treasure box

Use a shoe box and have the group members
decorate the box with items from the list. Explain
how the box can be used to hold mementos from
the group or small items they hold dear —keep-
sakes, memories, and connection boxes.

Our groups regularly make these boxes, which
they use for the treasures of their “little child”
Their collections consisted of small smooth
stones or shell pieces from their therapists’ trip to
the beach, crayons, bubble gum, pictures, bags of
scent, cards, and so forth. Therapists and patients
write positive affirmations on cards. Patients
make things for each other, tapes of relaxing
music, book marks, and so on, all of which serve as transitional objects.
The box is a resource they can take out for soothing; they can look at the
“treasures,” eat the candy, blow bubbles, and so forth. The box can be
used to evoke the Happy Child or comfort the Vulnerable Child. Patients
report that having this resource aids them in learning about comforting
their “little child” From their Healthy Adult Mode they can comfort the
“little child part” by reading a card from the box, telling him/her about
the objects in the box and why they are special as you would do to a little
child, play the tapes, and so forth. We emphasize to patients that it is not
possible to re-do your childhood, but it is possible to respond as an
adult to the unmet needs of the Vulnerable Child Mode.

Therapist Tip

Some patients struggle with the treasure box exercise because it
activates their Punitive Parent Mode. We acknowledge this and, as
the Good Parents, offer to keep the box safe for them until they
have diminished the power of the interfering mode. You can also
use imagery like that below to deal with the PPM.
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Group Exercise 2: HCM 2 - Imagery Exercise to Banish the

‘

14

Dysfunctional Parent Mode

This is little (fill in the name)’s time to play and have fun, to be

free and explore, to claim being a happy little child. All children
deserve this time. You did not allow it when they were children,
but you are not in charge now. In fact, I want you to get out of
here. Didn’t you see the sign on the door that said “NO NASTY
PARENT MODES ALLOWED. ENFORCED BY THE MODE
POLICE? So out the door with you and don’t come back - there
is no place for you here.

OK kids, the place is yours again. Run, skip, play, explore the
play room all you want. This is 90 minutes just for you. Set up
a game if you want and everyone can join in, we therapists too.
All of us have a Happy Child Mode that needs to have ’ ’
fun and learn about what he/she likes and dislikes.

Group Exercise 3: HCM 2 - Happy Child Mode
Dream House Imagery

Everyone take a deep breath, close youreyesa |
to connect to your Happy Child. Play close g
attention to my words and taking them in.
[Begin:] Theres a knock on the door and
when we open it we see a large box sitting
there addressed to: “All the Happy
Children in this room.” Lets open it
together and see what it is. Oh wow! It is a
beautiful miniature doll house. But wait! There’s a note. [*Have
your group turn this house into a dream house where they can
each take a room to fill and decorate any way they want to.
There is a separate room for each of you.*] Let us go to the
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miniature store and select the items you want for your rooms.
Choose a paint color, or you might want wallpaper. Pick a soft
rug. Don'’t forget big fluffy floor pillows and a game chest. You
might want an artist easel or a table for scrap-booking or
playing with clay. Now it’s time to get the games and toys to
fill your room. What did you pick? I can’t wait to see ’ ’

your room when it is completed.

Ten minutes total. Call everyone back to present their room and discuss
the experience.

Experiential Mode Work Assignment 11 -
HCM 2: Letting Your Happy Child Play

1. This assignment is straightforward and uncompli-
O cated: do something purely for fun. If you like -
repeat something from the Happy Child Mode

group sessions. It must last at least 20 minutes.

This assignment you do not
have to write about - just allow
your Happy Child within to

play.

1. If another mode interferes (e.g., e
the Punitive Parent), push it /
away and try to stay focused on K

O the fun that your little child
deserved and you even as an
adult also deserve.

2. What Good Parent message can
you give your DyPM?
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4.6.6 Healthy Adult Mode sessions (EMW 6¢+12)

In each Healthy Adult Mode session some time is spent giving patients the
experience of playing the HAM role in a mode role-play. Another aspect
of experiential work for the HAM is to anchor their experience of
competence and the positive feedback they receive from fellow group
members and therapists in a tangible object that can act as a stimulus to
re-experiencing this in the future. We use what we have labeled an
“identity bracelet.” It can also be a keychain or other decorative object. We
have found the bracelet to be a powerful reminder of the experience of
worth, value, acceptance, and belonging in the group. It has been helpful
to some of our patients who were most strongly in the grip of defectiveness
shame schemas and the DyPM. We find that our patients still have their
bracelets years later, sometimes wearing them or carrying them with them
in a purse or pocket.

Experiential Mode Work Session 6: HAM 1
Sample Therapist Script: Introduction

Hello, I am glad that you are all here and I am happy to see you.
As you know, this is the Experiential Mode Work Group. Today we
are going to do a number of exercises related to the role of the
Healthy Adult Mode (HAM). The HAM has important roles in
relationship to all the other modes. For the Vulnerable Child Mode
(VCM), the HAM role is to protect, comfort, and heal, providing a
Good Parent when the VCM is triggered. For the Punitive or
Demanding Parent Modes (PPM or DePM), the Healthy Adult
banishes, repeatedly if necessary, the PPM, and moderates and
makes more reasonable the DePM. Those are the two roles

that we will work with today.

Group Exercise 1: HAM 1 - Feeling the Effect of PPM and
DePM Messages on the VCM

[For this exercise therapists need to have prepared a minimalist face
of the VCM on a whiteboard or flip chart.]

1. In the Experiential Mode Work PPM session you wrote
PPM messages on an effigy. What we want you to do now
is write the message that troubles you the most on a Post-It
note. [Therapists should do this too.]
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To demonstrate the effect on the VCM of our having these
messages, each of us will go up and put the message on the
VCM. [Therapists should go first and place the mes-
sages right on the face as we want it to end up being
covered.]

What was that like? [Expect painful, sad, or an MCM.]
Did anyone notice a mode flip when you did it?

Well, our HAM is not going to

tolerate those messages bur-

dening the VCM for long. Each

of us will go up and take our

PPM’s message away and get

rid of it. [Therapists go up, pull

it off, and dramatically wrinkle it up and toss it away. As
patients do the same, the rest can cheer, led by the
therapists.]

What was that like for you? Did anyone experience a
mode flip when you threw the message away? What mode
do you think you were in taking that action?

So now the VCM can at least be seen.

What our VCM deserved to hear:

7. Inthis part of the exercise we are going to write as many Good

Parent messages as we can think of on Post-Its. Think back to
the messages you heard in the VCM session from the thera-
pists and messages from the Good Parent Script. These are the
messages that our VCM deserved to hear as a little child. [For
this exercise therapists need to have prepared a PPM face
on another whiteboard or flip chart. This can be a circle
with minimal features, but a line or unpleasant mouth.]
OK, now we are going to each go up and smother the PPM
with these messages. Here is the way our HAM can do it.
[Therapist goes up first to demonstrate.] You should have
said I was a wonderful child, you should have said that you
loved me, and so forth. [ Therapist should do about six mes-
sages quickly. As he/she does so, the other therapist should
start the patients’ cheering at each positive message.]

One at a time, patients go up to the face on the PPM white-
board and smack the post it’s on, saying with each one
some version of “you should have said, you should have
told me ..” [Other group members support and cheer.]
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10. We have managed to totally smother and wipe out the
PPM. What was it like to do that? What mode were you
in? Could you connect with your HAM?

Messages from the HAM to the VCM:

11.  OK, the last thing we are going to do is write our most
important HAM message to the VCM on a Post-It and go
up and put it around the VCM. That will provide protec-
tion from the PPM.

12. [Patients write one more GP message — the one that
impacted them the most today. Each goes up to
put it on around the VCM face.] ’ ’

Group Exercise 2: HAM 1 - Short Physical
Grounding Exercise

Are you aware of your HAM now? [If not, do a short imagery to
connect.] We are going to do a quick exercise to feel our HAM
more. Stand up and really feel your feet and legs under you. Bend
your knees just a little and feel your connection to the earth
beneath you. Stand up really tall and feel your adult height. Take
a few deep slow breaths. You are all strong, competent people who
have survived a lot and deserve to heal the past. Feel your

own strength and the support of the group around you. ’ ’

Experiential Mode Work Assignments
6 and 12 - HCM 1 and 2: Developing Your
Healthy Adult Mode

One major way to develop your
Healthy Adult Mode is to strengthen
the things that support positive
thinking, coping and a plan for the
future. Many different kinds of
things fit in this category: a sup-
portive relationship, a picture of a
supportive person, a picture or
symbol that represents an important
characteristic you have, a note of
encouragement, and so forth.
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Assignment

Identify, and then try, at least two of the following kinds
of “Healthy Adult strengthening strategies.” Write about
what you chose and your experience with doing it.

1. Read aloud to yourself the encouraging words
from others that you have written down. If you
don’t have any, ask people for them. You can use
the words from the beads.

2. Practice a healthy coping skill

3. Hold a tangible object, smell a scent, or look at a
picture that evokes a feeling or positive connection.

4. Revisit positive memories from your group
experiences (e.g., imagery rescripting, feelings of
connection in the web exercise, sense of belonging
and acceptance). Imagine that your mind is like a
slide projector — put in a positive slide of a memory
and if a negative slide shows up, eject it and put the
positive one back in. Remember that we don’t have
conscious control of every thought that comes into
our heads, but we can do something about whether
we let it stay or replace it with something else.

5. Visualize a dream you have for a healthy adult future.
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Experiential Mode Work Session 12: HAM 2
Sample Therapist Introduction

Hello, I am glad that you are all here and I am happy to see you. As
you know, this is the Experiential Mode Work Group and our focus
today is on the Healthy Adult Mode (HAM). Today, we will be
working with the mode role-play again.

Group Exercise 1: HAM 2 — The Mode Role-Play

This time we want to give patients the opportunity to
play the HAM and experience trying to manage the
other modes. This is done with one of the therapists
playing a helper to the HAM. The role-play can also
be stopped at strategic points when a dysfunctional
or maladaptive mode is operating and the patient
playing HAM does not know what to do. One of the
options for the HAM that should be underlined is
that he/she can ask for help. HAM can remind other
modes to use various skills and antidotes that he/she
has learned so far in the treatment program.

Solicit volunteers for the other roles: one Good Parent (GP), one
Vulnerable Child Mode, one Angry Child Mode, one Happy Child
Mode, one Dysfunctional Parent Mode (let them choose PPM or DePM),
one or two MCMs. Have a patient volunteer take on the Good Parent
Mode role. One therapist should take the role of HAM’s helper and take
on the task of directing and stopping the action. The other therapist can
take the Good Parent helper role. That role assignment allows the thera-
pists to be coaches to the patients in the healthy roles. These changes give
patients the opportunity to experience a variety of different modes.

Sample Therapist Script

So remember the HAM is the director of action and all the other
modes must follow his/her instructions. The “Good Parent” role
has the task of reaching the VCM with some of the messages we
have identified as important over the last sessions. The MCM
tries to protect the VCM by focusing completely on keeping the
PPM or DePM away. If there is an ACM, he/she reacts intensely
to the VCM’s unmet needs. So let’s get our various posi-

tions in place and get ready to start.
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At this point in treatment we would not expect patients to refuse to
play a role. If they do, as before, ask them to be a helper to the HAM
or GP. If they still decline, you can ask them to take the role of an
observer and rate how effective the various modes are in their jobs.

The first thing we will do is let the modes all play their roles and
see what happens. That means that at the count of 3, I want
each of you to be in role and say your script lines, adding

other statements in role if you like. 1, 2, 3 - Go.

Let the ensuing chaos go on for a few minutes. Remind the HAM
patient to direct the volume of the modes in their role. Then stop the
action and discuss what happened.

OK, now everyone stop. Just take a breath. Let’s talk about what
happened.

We will start with the VCM - was your need taken care of?
Were you protected? ACM — were you heard? MCM - did you
hear what the VCM said - he/she was not protected? That was
your job, how do you think you did? VCM - how did he/she do
at protecting you and meeting your needs? MCM - did you
even hear the VCM? Were you aware of his/her need?

HAM - how did you attempt to change the usual way these
modes operate? How successful was your effort? What did you
learn to use in the future?

How did it affect the role-play that the PPM was more out of
the picture? Was the PPM less intense? Lets make it that way
for the next role-play we do.

GP - were you able to reach the VCM or ACM?

How was this the same or different from the last role-play
we did?

OK, now that we have seen the way the modes were func-
tioning - let’s allow HAM to make some corrections. [To the
patient playing HAM:] What do you want to change - for
example, do you want to put the PPM out the door? Do you
want to move the MCM out of the way? And so forth. [Make
these corrections.]

Let’ s go again and see what happens with these changes.
[Continue in this manner until all patients who want to do
so have an opportunity to play the MCM and the VCM.
Encourage patients to alternate playing the HAM.
Coach the HAM and GP patients as needed.]
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The goal of these repeat role-plays is to give patients experiences of
being in mode roles as parts of their mode system change. The
therapists will need to direct the discussion by asking questions to
bring out the aspect of change. For example: What happens to the
VCM when the MCM is farther away? The answer may be that the
GP can reach her, but it feels a bit scary as it is not what he/she is
accustomed to.

OK, let’s pull our chairs together again as a group and discuss
this experience.

1.  Were the VCM’s needs met?

2. Did the MCM step aside?

3. Was the PPM banished? or Was the DePM moderated?
4.  Was the ACM heard?

5.

Did the HAM make sure the VCM’s needs were met? Did
HAM do a better or worse job compared to the
MCM? How was it different?

Group Exercise 2: HAM 2 - Bead Exchange

In the last experiential group it is important to do something to
symbolize the work that you have done that has contributed
to strengthening the HAM. That is the overall goal of ST. We like
to do a bead exchange. We supply a large bowl of glass beads that
are very different in color, shape, size, and so forth. The patients
some time earlier will have selected one for each member of the
group to represent a HAM strength that they have observed in
them over the course of the treatment program. They will also
have prepared a small note card and written on it what the bead
represents.

One person at a time will be given our beads and cards. These
beads will be strung on a cord with the rest of beads the patients
have accumulated from other experiential sessions. They should
have approximately 14 beads, enough for a bracelet or key chain
or “worry beads” to use for stress reduction. The beads are a tran-
sitional object representing what the members and therapists have
seen in them and acknowledged through the course of the
program.
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Therapist Tip

Some patients have difficulty making eye contact or proclaim that
they are too embarrassed to receive the beads. Here we push them
to try to just take it in. It is OK to be embarrassed as you are not
used to all these positives, but it is an important experience for you
to have.

‘ ‘ Sample Therapist Script

In the future you can wear this or keep it with you in a purse or
pocket or in your VCM treasure box or safely stored some-
where. When you take it out and hold it you can remember the
experiences you have had here that have strengthened

your positive sense of yourself and your HAM. ’ ’

The assignment for Experiential Mode Work Session 12: HAM 2 is to repeat
Experiential Mode Work Assignments 6 and 12: HCM1&2.

The patient handouts, exercises, and assignments for each of the group
sessions presented here are also provided in reproduceable form, which can
be accessed on the companion website at www.wiley.com/go/farrell.
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The Individual Schema
Therapy Sessions

The content focus of the individual sessions is coordinated with the mode
that is currently being focused on in the group sessions. The work in IST
supports the GST work and vice versa in a reciprocal relationship. Often
patients will have questions related to their individual issues from the group
session that can be best answered in the individual sessions. Also more
detailed, content-focused work on a specific schema or mode of an
individual patient can be done in IST. The ST concept (Individual Schema
Therapy 2: Your Schema Therapy Conceptualization (IST-ST2)) of a patient
is worked out in IST as well as their specific goals, which are identified and
associated clearly with the modes (Individual Schema Therapy 3: My Goals
in Schema Therapy (IST-ST3)). The ST conceptualization is the guide for
treatment and the first version should be done as soon as possible. It is
refined later in the sessions that focus on the Healthy Adult Mode (HAM).
The individual session is the place where it is made most clear to patients
how the ST work applies to them.

We have outlined 12 individual sessions in this chapter, with 35 possible
interventions, from the cognitive, behavioral pattern-breaking, and experi-
ential components of ST. These interventions can be used separately or
combined, depending on session length and the pace of you and your
patient. Included are notes for the therapist, “tips,” sample lecturettes,
handouts, exercises, and therapy assignments: a complete package of
materials for IST. Each session is described in the text followed by the
handout or exercise sheet. All patient materials are available as separate
sheets on the wiley.com web site (www.wiley.com/go/farrell) in color and
reproduceable. Table 5.1 summarizes these materials and gives their
location in the book.

As discussed in Chapter 3, for a manual to truly represent ST it must
have the capability for individualization based upon the mode a patient

The Schema Therapy Clinician’s Guide, First Edition. Joan M. Farrell, Neele Reiss, and Ida A. Shaw.
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.
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Table 5.1 Patient materials for Individual Schema Therapy sessions

Mode Handout Title Page
Overall IST-ST1 Schema Therapy Conceptualization Example 268
IST-ST2 Your Schema Therapy Conceptualization 269
IST-ST3 My Goals in Schema Therapy 269
IST-ST4 Example of a Problem Summary in Mode 271
Terms with Treatment Plan
Maladaptive ~ IST-MCM1  Behaviors of Your Maladaptive Coping Modes 273
Coping IST-MCM2  Behavioral Experiments for the Maladaptive 273
Modes Coping Modes
IST-MCM3  Pros and Cons of My Maladaptive Coping 275
Modes
IST-MCM4  Cognitive Distortions of the Maladaptive 277
Coping Modes
IST-MCM5 Making an Agreement with My Maladaptive 279
Coping Mode
Dysfunctional IST-DyPM1 Historical Role-Play 281
Parent IST-DyPM2 Weekly Positive Schedule 283
Modes IST-DyPM3  Instructions for the Identity Circle 284
IST-DyPM4 Cognitive Distortions of the Demanding 287
Parent Mode
IST-DyPM5  Flashcard for Fighting the Dysfunctional 291
Parent Mode
Vulnerable IST-VCM1  New Techniques to Soothe My Sad 292
Child Vulnerable Child Mode
Mode IST-VCM2  Fears of My Vulnerable Child Mode 294
IST-VCM3  The Needs of Children 296
IST-VCM4  The Rights of Children 298
IST-VCM5  Flashcard for the Vulnerable Child Mode 301
Angry Child  IST-ACM1  Flashcard for the Angry/Impulsive Child 303
Mode Mode
IST-ACM2  Reactions of Others to My Angry Child 304
Mode
IST-ACM3  Needs of the Angry Child Mode 306
IST-ACM4  The Healthy Need for Attention 308
Happy Child  IST-HCM1 Evoking Your Happy Child Mode 312
Mode IST-HCM2  Likes of My Happy Child Mode 313
IST-HCM3  Positive Feedback for the Happy Child 315
Mode
Healthy Adult IST-HAM1 Behavioral Experiments for the Healthy 316
Mode Adult Mode
IST-HAM2  Getting to Know Your Healthy Adult Mode 318
IST-HAM3  Your Healthy Adult Mode and the Future 319
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isin. The new content covered in this program follows a defined sequence,
but this does not restrict therapists to dealing only with that content or
mode as is the case with many skills groups. As in GST, we advise ST
beginners to stick to the mode sequence described here and to use one of
the interventions provided for the mode of focus. However, you can
choose which component of ST to utilize - cognitive, experiential, or
behavioral pattern-breaking, based upon your patient. More advanced
schema therapists have the option of choosing the intervention that best
matches the mode the patient is in during the session. This flexibility
requires more skill in identifying modes and practice with the main
mode interventions. Individualization is always present in limited
reparenting, as this approach requires that therapists adjust their response
based upon the need that underlies the patient’s mode; for example,
validation and comfort for the Vulnerable Child Mode’s (VCM) need and
limit setting or empathic confrontation for the Maladaptive Coping
Modes (MCM). Table 2.3 is a helpful reference for matching intervention
with need and mode.

5.1 The Schema Therapy
Conceptualization and Goals

Schema Therapy conceptualization begins in the ST Education sessions
when the patient is first exposed to this treatment model. ST is collabora-
tive, thus we begin talking to the patient early in treatment about how we
understand his/her problems in terms of the ST model. An advantage of
the model is that the language is user-friendly and patients are provided
with an explanation for their psychological problems and symptoms that
has face-validity. It is essential to have a shared problem definition and
goals for treatment. Although the conceptualization and goals are discussed
in both GST and IST, because more history and content are shared in
individual sessions, the more elaborated ST conceptualization is largely
developed in IST and shared in an abbreviated form in GST during the
week of the Healthy Adult Mode (HAM). The “pie chart” mode distribution
completed in the last ST Education group is the version developed
and discussed in GST sessions (Schema Therapy Education Session 5:
Identifying Modes (ST-ED 5)). It is advisable to complete the ST
conceptualization by session 3. You work out with your patients which
modes are associated with which thoughts, feelings, and behaviors.
Individual Schema Therapy 1: Schema Therapy Conceptualization Example
(IST-ST1) provides an example conceptualization and additional examples
can be found in Arntz and Jacob (2012).
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Sample Therapist Script

As you know from the ST Education Group, all people have different
versions of schemas and modes. Today I want to work out with you
which modes you have and what exactly these modes look like. [You
can now ask patients which modes they think they have from the
ST Education group and work with their answers to fill in the form
in Individual Schema Therapy 3: My Goals in Schema Therapy
(IST-ST3). If your patient does not remember, you can follow this
sample script to identify them.]

Let’s start with the innate child modes, which are VCM, ACM,
and Impulsive Child Mode (ICM). They are the modes in which we
feel emotional pain or distress. [If the patient still does not
remember, give him/her examples of each mode.] So, tell me
about your VCM and I will write it down. [Do the same for all
other child modes.] Then we have the Dysfunctional Parent Modes
(DyPM), which make us suffer. [If the patient does not remember,
give him/her an example of the DyPMs.] What is the experience
of this mode like for you? Is your version punitive or demanding or
both? [You need to make a connection between the modes and
related biographical experiences. You can write these connections
down on the side of the form next to the circles or rectangles.]

There are two main ways of coping with negative experiences. One
way is adaptive and that is the HAM, which I know you have, because
you came to therapy. There are also MCMs which helped you to survive
when __ happened (make a connection to biographical
experiences), but now they prevent you from having your needs met
adequately. Can you remember any MCM from ST Education group?
[Let your patient give examples; if he/she cannot think of examples,
provide some.] Which MCM are you aware of and how do you react
when you are in this mode? [Let them explain. If you have noticed
additional MCMs that you think are relevant, tell the patient what
you have noticed. If they disagree about having the mode that you
have noticed, tell them that you will both think about it and come
back to it later, if it seems necessary. Make it clear to the patient
that the ST conceptualization is a “work in progress” and that new
modes can always be added and connections clarified throughout
treatment. ]

One mode that I do not want to forget is the Happy Child Mode
(HCM). Can you tell me a little bit about your experience of this
mode?
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Do we have all the modes written down that you think are
important? Do you feel that this conceptualization represents you? [If
not, change accordingly.] Great, because these are the modes that we
will work with in the ST program.

[You also work out the goals of Schema Therapy for each patient
and associate them with the modes. You can use the handout
IST-ST3 for this part of the session.] So now that we know which
modes you have, let’s talk about what you want to change regarding
these modes. Let’s look at the ST Education group handouts again. As
you learned, there are different goals for each mode. Which of the
listed goals do you think are most relevant to your modes? Take a look
at the difficulties you experience in this mode; what do you think
needs to change? [Be aware that patients tend to set goals too high.
Make the goals achievable in the length of your treatment program
and identify the steps toward the goals. Remind them that they can
continue to work on these goals in the future, but for now it is
important to set achievable goals to keep their motivation to
work on change up.]

5.2 The Maladaptive Coping Modes (MCM)

The choice of which MCM(s) to focus on is based upon which one is used
most and is most problematic. For example, Compliant Surrender can
create an unhappy life, but the Overcompensating Mode Bully-Attack could
lead to a prison sentence. The latter would be the first focus since it causes
the most serious damage.

5.2.1 Schema Therapy behavioral pattern-breaking interventions

a Behaviors of the MCMs (Handout: IST-MCM1)

Most patients have more than one MCM. To understand yourself, it is
helpful to know which MCM you utilize, the main situations that trigger it,
and what your usual behavior in the mode is. We start this exercise by
telling patients that most people have different MCMs and remind them of
their work in the ST Education group. One exercise to identify MCM
behavior is Individual Schema Therapy MCM 1: Behaviors of Your
Maladaptive Coping Modes (IST-MCM1). Ask your patient which behav-
iors he/she has trouble with. Give examples (e.g., getting in fights with
people, taking drugs, staring at the wall for hours) and clarify which mode
the behaviors fit — avoidant, surrendering, or overcompensating. Focus on
excessive behaviors (e.g., playing video games all night long) and deficit
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Individual Schema Therapy 1: Schema Therapy
Conceptualization Example

ST conceptualization
example
O Isabel, 28 years, Functional Mode
Major depressive disorder and avoidant Healthy adult Isabel:
personality disorder goes to work and cares for her
daughter

Innate Child Modes

Vulnerable Child Mode (lonely

little Isabel)

— her parents did not have time
for her

— today she feels extremely

lonely when her husband

needs to travel for work

Maladaptive Coping Modes

Avoidant Protector Mode
(scared Isabel)
- never goes to activities by
herself
— avoids social gatherings
Overcompensator (Miss Perfect)
— tries to be perfect
Compliant Surrender (doormat
Isabel)
— never argues with her partner,
even when something is
important to her

Dysfunctional Parent
Modes

Demanding Parent Mode

— vicarious learning: parents who
worked extreme amounts

- forces Isabel to be the perfect

mother and wife

Punitive Parent Mode

— nanny who had headaches when
Isabel needed attention

— guilt-inducing when Isabel

needs something from her

husband today

behaviors (e.g., not talking to people, procrastinating). Make it clear that
many behaviors become maladaptive only when they occur excessively or
not enough. When you have found one or more behaviors that your patient
has problems with and that you think are part of an MCM, write them
down on the handout or let your patient write them down. Next, try to find
a situation in which this behavior occurs. The idea is to identify triggers for
the MCM. Name the MCM with your patient in everyday language. It is
important to find a name that has not just negative connotations (e.g., “my
Princess Mode” or “Bart Simpson Mode”). Once you have a name for the
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Individual Schema Therapy 2: Your Schema

Make a treatment conceptualization with your therapist. Match the
symptoms or problems you experience with modes. Define your
goals of treatment. Make the treatment goals reachable. Also
connect the goals to specific mode changes.

Innate Child Modes

Dysfunctional
Parent Modes

Therapy Conceptualization

Functional Modes

Maladaptive Coping Modes

Individual Schema Therapy 3: My Goals in

Schema Therapy

My MCM mode:
Difficulties I experience when I am in this
mode:

My goal of ST treatment regarding this
mode:

My Child mode:
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Difficulties I experience when I am in this
mode:

My goal of ST treatment regarding this mode:

My DyPM mode:
Difficulties I experience when I am in this
mode:

My goal of ST treatment regarding this mode:

My Mode: (this one can be another MCM, ICM or DyPM
or to strengthen the HAM or HCM)
My mode:

Difficulties I experience when I am in this mode:

My goal of ST treatment regarding this mode:

MCM, use that name in all therapy sessions as it makes the mode more
personal, not just a theoretical construct.

b  Behavioral experiments for MCM (Handout: IST-MCM2)

Different situations and people trigger different intensities of the MCM. In
this session you will identify those. Begin with the most dominant MCM.
Use the group handout ST Education Session 2: Identify Your Mode
Experiences I (ST-ED 2 - Section 4.3) to see what trigger situations your
patient identified. Determine situations that can elicit MCMs at different
intensities. Plan the behavioral experiment situations with your patient. If
Mode Awareness Group Session 1 has taken place, you can refer to handout
Management Awareness Assignment 1: Awareness of My Maladaptive
Coping Mode (MA 1-MCM1 - Section 4.4) for the different components
of a mode (thoughts, feelings, physiological reactions, behaviors). The
behavioral experiments are an assignment for this session. In the next
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Individual Schema Therapy MCM 1: Behaviors
of Your Maladaptive Coping Modes

Most people have different Maladaptive Coping Modes (MCM). It
is helpful to know what yours are, the situations that trigger them,
O and how you react when you are in each MCM.

Behavior:
Situation:
Name of the MCM:

Behavior:
Behavior: Situation:
Situation: Name of the MCM:
Name of the MCM:

Behavior:
Situation:
BelEer Name of the MCM:
O Situation:
Name of the MCM:

The MCM I have most often is:
My most dangerous MCM is:

Individual Schema Therapy MCM 2: Behavioral
Experiments for the Maladaptive Coping Modes

O Different situations and different people trigger your MCMs, but
not all of them trigger them at the same intensity. Let’s find out what
your differences in intensity are.
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Example: My Avoidant Protector says that peers are really
dangerous and I should avoid them.

My Avoidant Protector says that because I
was bullied by other kids in school I started
avoiding other people.

A behavioral experiment I worked out

O with my therapist is:

1. Example: Talk to my neighbor for
5 minutes and afterward rate the inten-
sity of my Avoidant Protector.

0=no Avoidant Protector 10=only Avoidant Protector
| | | | | | | | |

2. Example: Talk to another person in the clinic waiting
room for 5 minutes and rate afterward how strong the AP

was.

0=no Avoidant Protector 10=only Avoidant Protector

3. Example: Talk to a group of people waiting for my gym class.

0=no Avoidant Protector 10=only Avoidant Protector

What did you learn from these behavioral experiments?

session, discuss the differences in MCM intensity that were observed and
discuss how much control the patient thinks he/she has over that MCM.
Discuss ways to have control over MCMs. See handout Individual Schema
Therapy MCM 2: Behavioral Experiments for the Maladaptive Coping
Modes (IST-MCM2).
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5.2.2 Schema Therapy cognitive interventions

a Pros and Cons of MCM (Handout: IST-MCM3)

With Individual Schema Therapy MCM 3: Pros and Cons of My
Maladaptive Coping Modes (IST-MCM3) you can collect the Pros and
Cons of an MCM. It is important to start with the Pro side. When you look
at patients’ biographies, why they developed a particular MCM is usually
understandable. We collect the biographical experiences in which the
MCM was helpful (or even was necessary for their survival) first. Then we
look at the patient’s current life and evaluate whether the MCM has been
helpful in the past three months. Keep in mind that if patients’ life circum-
stances make having a healthy life difficult (e.g., if patients still live in
their abusive families of origin, work in prostitution, or are in a criminal
milieu), it may not be a good choice to change their MCMs for dealing
with the survival aspects of their environment now. You can suggest situ-
ations in which the MCM was helpful, if you know any. Then work on the
disadvantages or Cons of the MCM. Have the patient list all of the Pros
and Cons identified in the table at the bottom of the handout.

Individual Schema Therapy MCM 3: Pros and
Cons of My Maladaptive Coping Modes

(Advantages or benefits versus disadvantages or problems)

Your MCMs have helped you to survive difficult and painful
situations in your past, particularly in childhood. This is one
reason why they have so much power over you now. However,
they may not be working to get your needs met in your present

O life. Let’s see ...

List the past situations in which your MCM was helpful:
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List the situations in your present life over the last 3 months where
your MCM was helpful for you:

O

Now let’s put it together and compare the arguments for and against
keeping your MCM at the same intensity in your current life:

Pro MCM (advantages) Con MCM (disadvantages)

b Cognitive distortions of MCM and cognitive antidotes from the HAM
(Handout: IST-MCM4)

Handout Individual Schema Therapy MCM 4: Cognitive Distortions of the
Maladaptive Coping Modes (IST-MCM4) looks at the cognitive side of an
MCM by identifying the cognitive distortions that maintain it. Go over the
example. Then ask what your patients MCM thinks about him/her (“You
cannot let other people see too much of you, or they will find out that you are
defective”), about other people (“Other people are mostly mean and will try to
humiliate you. Stay away from them”), and about relationships (“Just tell them
they are right, so they don't leave you”). The second part of the handout looks
at cognitive “antidotes” or reality checks that the HAM can remind you of.
Work with your patient to develop his/her set of antidotes to fight the MCM
distortions. This handout can be kept in the therapy binder as a reference.
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(O that is important to you?”

Individual Schema Therapy MCM 4: Cognitive
Distortions of the Maladaptive Coping Modes

When you are in your MCM you see the world through a specific
filter. This filter is distorted by your schemas. Let’s find out what the
cognitive distortions of your MCM are:

Example: “If you trust people, they will only hurt you?” Is that one of
your beliefs? What are some others from the MCM?

1.

Cognitive Antidotes from Healthy Adult Mode

Lets see if your Healthy Adult Mode can find “antidotes” to the
cognitive distortions of your MCM:

Examples: “People can hurt you, if you trust them, but most people
will not hurt you on purpose. As an adult you can deal with painful
experiences without being destroyed” “You can only have relation-
ships if you trust some people and you want to have relationships;

1.
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5.2.3 Schema Therapy experiential interventions

a Empathic confrontation

When your patient is in an MCM, point this out and connect it to biograph-
ical experiences when this MCM was helpful. Acknowledge the protective
goal of the MCM in the past (e.g., to protect the patient from further pain,
to not lose relationships with others), but point out that it does not accom-
plish this goal in the present. These steps empathically confront the patient
with the need for change. Empathic confrontation in ST requires that you
have enough connection with patients that they can have some amount of
acceptance that you have their best interests at heart and are not just being
critical. We reinforce the connection by saying: “I am not saying this to be
critical. I am saying it because I am concerned that your old protective
behavior will not get your needs met today.” Then we point out the problem
with their MCM behavior in terms of not getting their need met. For example,
“I understand that because you were bullied as a child your Avoidant
Protector takes over when you meet new people and you get away as soon
as possible, but I am concerned that that strategy keeps you from ever find-
ing friends who would be kind and accepting” Then we offer a correction, a
behavior that could meet their need. “You could decide to collect information
about whether a new person is safe before letting the MCM take over and
protect you in its way. That way, your need for companionship with a safe
person has a chance of being met. The other way you will stay alone” We
offer help with the correction behavior. “We can work on how you could
decide whether a new person is safe and even role-play asking questions in
our session.”

So the “formula” or steps for empathic confrontation are:

Reinforce your connection with the patient.

Name the maladaptive behavior.

Point out that it does not meet get their needs met.

Offer a correction — a behavior that will get their needs met.
Offer assistance in learning to make the correction.

AN

Then use handout Individual Schema Therapy MCM 3: Pros and Cons of
My Maladaptive Coping Modes (IST-MCM3). Go over it with the patient
and let them decide whether to work on decreasing the frequency or
intensity of the MCM.
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b Mode dialogue for the MCM (Handout: IST-MCM5)
This dialogue uses handout Individual Schema Therapy MCM 5: Making
an Agreement with My Maladaptive Coping Mode (IST-MCMS5).

1.

Have two extra chairs ready, in addition to your usual therapy chairs.
Identify a situation in which your patient was in an MCM.

Define one chair for the MCM and have your patient take that chair as
his/her MCM and say whatever the MCM needs to say.

Define another chair for the HAM. If it is possible for your patient to
be in the HAM, have him/her take that chair and say what the HAM
has to say to the MCM. If your patient does not know what to say as the
HAM, coach him/her with what the HAM would say. If it is not pos-
sible for your patient to take the HAM chair at all, have him/her stay in
his/her usual therapy seat. Ask your patient if you can take the HAM
chair and play his/her HAM. Take that chair and speak as the HAM to
the MCM. Then ask your patient if the MCM is saying anything in
response. If yes, have the patient say it and then you answer the MCM.
Continue the dialogue briefly to negotiate an agreement or deal with
the MCM that allows the HAM to take more control over the patient’s
life and agrees that the MCM needs to be less intense. You can use the
handout for that step.

Go back to the therapy chairs and discuss how this agreement can
transfer to the patient’s daily life.

O

Individual Schema Therapy MCM 5: Making an
Agreement with My Maladaptive Coping Mode

I want my Healthy Adult Mode to take more control in therapy,
because

My Healthy Adult Mode can take more control in therapy in the
following way:
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I want my Healthy Adult Mode to take more control in my life,
because

O

My Healthy Adult Mode can take more control in my life in the
following way:

5.3 Dysfunctional Parent Modes (DyPMs)
5.3.1 Schema Therapy behavioral pattern-breaking interventions

a  The historical role-play (Handout: IST-DyPM]1)

In historical role-plays various perspectives in a situation are examined,
for example the perspective of the child and the perspective of the other
person (for example, the caretaker). This is done in a situation where
alternative interpretations which could lead to a change in emotions and
cognitions are possible. Do not use this technique for trauma or abuse sit-
uations. Although this intervention is behavioral, the aim is not behavioral
rehearsal, but a change at the schema level in the meaning of the event.
Use handout Individual Schema Therapy DyPM 1: Historical Role-Play
(IST-DyPM1).
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Historical Role-Play Phases

In the first phase of a historical role-play, the original situation is
re-played with the patient taking the role of the child, the thera-
pist taking the role of the other. After the role-play the therapist
can assess what assumptions the patient is making about what
the other person is thinking about him/her. Have your patient
write these assumptions down on the handout form.

Then, in the second phase, the roles are switched, with the patient
taking the other person’s role and the therapist taking the patient’s
role. This allows the patient to experience the situation from a
different perspective. After this second role-play, asses the
assumptions again, this time from the perspective of the other
person. Have your patient write his/her assumptions down.
Discuss options for a new behavior to try in the situation. Coach
as needed to shape your patient in the direction of a functional
behavior.

In the third phase, your patient takes the child role again and tries out
the new behavior, and the therapist plays the parent/other role. Again,
the assumptions from the perspective of each role are identified.
Examine together all of the different assumptions. The goal of
the exercise is for your patient to learn that different perspectives
are possible, that his/her first assumptions may not always be
correct, and so forth, and how our assumptions affect our
behavior and the result of the interaction.

Individual Schema Therapy DyPM 1:
Historical Role-Play

First Play: The Original
Childhood Situation

What T assume the other person
thinks:
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What I think:

Second Play: When We Switched Roles

What else could the other person think (alternatives):

What else I could think (alternative):

Third Play: Trying Out My New Behavior

Look at all of the above conclusions.
From this experience, what do you need to take into consideration
in the future?

b Weekly positive schedule (Handout: IST-DyPM2)

A behavioral strategy to work on banishing the DyPMs is to engage in
positive, fulfilling activities. Handout Individual Schema Therapy DyPM 2:
Weekly Positive Schedule (IST-DyPM2) is used during the session to plan
positive activities. Go through the example and then brainstorm other
positive activities and the exact times when those activities can be done dur-
ing the following week. Make sure that your patient allows enough time for
the activities to avoid pressure. As an assignment, ask your patient to fill out
the last column to assess how he/she felt after engaging in the activity. Later
on, if the patient did not feel good after the activity, you can assess with him/
her which modes interfered with positive feelings and what strategies the
patient could use in the future to reduce mode interference. The handouts
from the Mode Management group can be referred to or used for this purpose.

5.3.2  Schema Therapy cognitive interventions
(Handout: IST-DyPM3)

a Instructions for the “identity circle”

Frequently when we work on reducing DyPMs, over time we notice that
patients feel that their absence leaves a “hole” or emptiness. It is as if their
old decrepit home with its faulty foundation finally fell down, but now



Individual Schema Therapy DyPM 2:

Weekly Positive Schedule

One way to work against your Dysfunctional
Parent Modes is to engage in positive activities —
ones that you enjoy or are helpful to you or
positive for other people.

My positive How I felt after my
Day activity Time plan positive activity
Example I want to Tonight at I felt good when
make dinner | 8pm.Ican my friends told
for me and start cooking at | me they really
my friends. 7pm. liked the dinner
and I was able to
enjoy eating
some of it also.
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Sunday
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nothing is there and something new must be constructed to replace it. Of
course, the healthy replacement that we suggest is a stronger HAM identity.
Handout Individual Schema Therapy DyPM 3: Instructions for the Identity
Circle (IST-DyPM3) is used for this purpose.

1. The first task is to identify Punitive (PPM) or Demanding Parent
Mode (DePM) statements together with your patient. He/she
might already be aware of some of these from his/her GST
sessions. Instruct him/her to write all the statements down in the
DyPM Statements sections of the circle.

2. Then record basic information that the patient has about him/
herself in the fact section.

3. In the new positive facts section, ask him/her to write down new
positive things he/she has learned during ST. These can be from
peers, therapists, other members of the treatment team, and so forth.

4. Then identify “leftovers” - these are defined as past situations in
which the patient had problems; for example, by not making a
good decision, by having acted badly or failed in some way.
Record the effects of these leftovers on your view of yourself, or
your identity. It is important for the therapist to respond to these
in a personal way to demonstrate that you will not reject or
abandon your patient for having made mistakes. Forgiveness is
one effective antidote for the DyPMs.

5. Go over the “antidotes” with the patient and convert them to
flashcards for repetition.

Individual Schema Therapy DyPM 3:
Instructions for the Identity Circle

In Schema Therapy we want to help you develop your own stable
identity, including a Healthy Adult Mode who can take adequate
responsibility for him/herself and meet your needs.

Discuss what the following kinds of information have contributed
to your identity.

1. Punitive/Demanding Parent Mode statements, for example,
“You are a loser” or “You never get anything right,” “You must
do more” and so forth. What are your PPM or DePM
messages?
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Facts that give basic information about you. For example, what
are your successes and accomplishments? What have you done
in your life up to now?

New positive facts — Here is the place to put in the positive feedback
you get from peers, therapists, staff, etc. These are “facts” about you
that you can work to accept and eventually will come to replace
distorted facts from your childhood. Growing up we accept the
“facts” of our parents and other people important to us, as it is all we
know. Why not reconsider what you accepted as “facts” when you
were a kid? Back then you knew no better and you did not have
healthy, positive adults to provide more accurate feedback. Why not
work to take in facts about yourself from less biased people - like
your therapists and peers? Remember that you have decided to
believe reliable people and not listen to your Maladaptive Coping
Modes.

“Leftovers” — All of us have made mistakes and done things
that we are not proud of. You may still struggle with some of the
“leftovers,” conclusions about yourself based upon mistakes.
Write down what these leftovers are for you. We will look at
them together and what you may need to do to have closure
around them.

Antidotes to the Punitive and Demanding Parent Modes
include:

* identifying the foundations of a negative belief and
re-evaluating and correcting any distortions in it;

* learning to love and accept yourself by making peace with
past mistakes and having healthy and reasonable expecta-
tions for yourself;

* taking in the validation and acceptance that are available now
in your environment, particularly in the ST Program, and
protecting yourself from rejecting or negative people.
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Punitive/Demanding Parent Mode statements

Facts/New positive facts

Leftovers and how | can deal with them...

b Cognitive distortions of the Demanding Parent Mode

(Handout: IST-DyPM4)

The Demanding Parent Mode sets up a lot of rules for life, or command-
ments. Trying to live by these rules causes severe pressure and unhappiness.
In following them, patients may have put aside and even forgotten about
their own goals and dreams. Using Individual Schema Therapy DyPM 4:
Cognitive Distortions of the Demanding Parent Mode (IST-DyPM4),
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identify the 10 most important “commandments” of their Demanding
Parent Mode from examples of that mode’s messages. Identify the distor-
tions and the issues of impossible standards in the DePM’s rules. Then help
your patients establish their own Healthy Adult standards. A necessary step
is to help them find antidotes for each of the Demanding Parent Mode’s
statements and write these antidotes down. After doing this, discuss
their reactions to, and feelings about, their new “guidelines” to replace the
“‘commandments.”

Individual Schema Therapy DyPM 4: Cognitive
Distortions of the Demanding Parent Mode

The Demanding Parent Mode generally has a lot
O to say about how you should live your life.
Examples are:

“You must always put everyone else’s need
before your own?”

“You must look perfect”

“You can never make any mistakes”

Lets look at all the commandments your
Demanding Parent Mode has for you:

Everything you do must be perfect.

1
2
3
4.
5.
6
7
8
9

10.

You don't have to live by the rules of your Demanding Parent Mode.
Now write down the antidotes or guidelines that your Healthy Adult
Mode has:
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1. Example: Do your best, it is good
enough.

VXN WD

._.
e

How do you feel now?

5.3.3 Schema Therapy experiential interventions

a Imagery rescripting exercise for the DyPMs

Imagery rescripting can be described in steps. For the DyPM, the patient
comes to the session in that mode or talks about a situation in which he/she
was in that mode. The therapist leads the imagery work by asking the
patient to get into a comfortable position and close his/her eyes, or look
down, to do an imagery rescripting exercise.

1. Instep 1 the image is activated. The therapist asks the patient to
access the current emotion (or the emotion of a situation in
which he/she was in the Vulnerable Child Mode (VCM)).

2. The current emotion is then used as an affect bridge back to a
childhood image. Once the patient is in the childhood image,
help the patient make the image emotionally salient. The lan-
guage is therefore kept in the present tense and the therapist asks
the patient to describe any thoughts, feelings, needs, and physical
sensations he/she is aware of. Do not let the patient describe a
trauma or a painful experience fully. It is not necessary or desir-
able to re-experience this, rather to stop and rescript before the
image gets to that point (“before anything bad happens”). In an
imagery rescripting exercise for the DPM, generally a negative
attachment figure will come into the picture.
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3. Interveme at once, just as the traumatizing event starts (for
example: “I can hear my stepfather coming up the stairs,” or
“I can see my teacher making that face again, when she is going
to say how stupid I am,” or “My mom says she has a headache
because of my bad behavior”). Ask your patient if you can enter
the image. Talk to the attachment figure. Make it clear that his/
her behavior is not acceptable and clarify what the child needs
and deserves to get. If the attachment figure argues, rebut his/her
statements once, then stop them. If not, fulfill the need of the
child (e.g., take him/her out of the scene, play with the child)
without the attachment figure. Ask the child what else he/she
needs and in imagery fulfill the needs of the child.

The roles of the therapist and patient in rescripting change in steps:

1. The first few times we do imagery work, we go into the image to
be the rescripter as the “Good Parent”

2. The next step is to take the “Good Parent” part of the patient with
you; the patient hears you speak first, then he/she practices
speaking from his/her “Good Parent” while you coach as needed.

3. The patients HAM goes into the image and you go along as the
coach. At this point the patient has internalized the “Good
Parent,” which is part of the HAM.

4. After a strong HAM has developed, the patient can go into the
image on his/her own.

An important difference in the ST approach to rescripting is that we do not
assume that patients have a well-developed HAM to call upon. We assess
the strength of their HAM and provide them with a “Good Parent” model
to internalize in the development of their HAM. We see this as filling in one
of the deficits in early emotional learning.

Be aware that patients with severe personality disorders may not be able
to name their need. In that case, propose creative solutions to meet what you
assume the need to be. End the imagery when the needs of the child are met.

We follow imagery rescripting with discussion of the experience. It is
important to identify the experiences that were helpful in the imagery and
whether the need from the imagery is still present in a particular mode.
Find ways to transfer the rescripted “Good Parent” behaviors to the patient’s
current life (e.g., “So, if you are in the PPM today, you can argue with the
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PPM’s negative messages from your ‘Good Parent’ like you did in the
imagery. What do you think? How could your HAM stop the PPM today?”).
It can be very helpful and can facilitate internalization of you as “Good
Parent” to give your patient a recording of the imagery rescripting exercise
to listen to again as homework. Even without recordings, our patients often
tell us that they are able to hear our voices again when they practice the
rescripted image.

b Mode dialogue for DyPMs

1. Have three extra chairs ready in addition to your usual therapy chairs -
for the DyPM, the HAM, and the VCM. Use this intervention either
when your patient is in the PPM or the DePM in the session or when they
tell you about a situation when they have been in one of those modes.

2. Set up a dialogue, placing one of the modes in each chair. Make sure
that the VCM chair is not physically next to the DyPM. If possible, give
the DyPM an uncomfortable chair.

3. Have your patient take the DyPM chair first. Ask him/her to say
everything that the DyPM has to say. Be aware of the tone and if the
patient uses “I” or “you.” If the patient’s voice is too soft, ask if that is
how the DyPM usually sounds. Usually the patient will say that it is
much louder and harsher. Tell the patient to speak in the voice of the
DyPM.

4. After everything has been said by the DyPM, have your patient switch
to the VCM chair and ask how his/her “little child” feels when the
DyPM speaks to him/her like that. Underline the feeling the VCM has
in this situation.

5. If possible, ask your patient to switch to the HAM chair. If patients
don’t feel able to do this yet, have them observe you take Healthy Adult
chair. Use this as an opportunity to shape your patients’ behavior:

a. First, let them watch from their therapy seat while you play HAM.
b. Next, let them experience being in the VC chair with you as HAM.
c. 'Thenlet them sit in the HAM chair while you speak for their HAM.
d. Let them speak from the HAM chair with you coaching.

e. Finally, have them speak from the HAM chair.

6. The role of the HAM in this dialogue is to attend to the VCM’s current
needs (e.g., “I am here for you and I will not let this happen”). The
HAM talks to the DyPM, telling the DyPM that his/her behavior
doesn’t help and therefore he/she needs to be quiet. Do not start a
discussion. Just make the DyPM stop talking. If the parent mode will
not be quiet, throw him/her (and symbolically his/her chair) out of the
room. It is critical for the therapist to be stronger than the DyPM and
demonstrate that the DyPM can be banished.
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7. Go back to your therapy chairs and discuss the experience. Work out how
the patient can implement the newly learned behavior in his/her daily life.
You can use the flashcard Individual Schema Therapy DYPM 5: Flashcard
for Fighting the Dysfunctional Parent Mode (IST-DyPMb5) for that.

Individual Schema Therapy DyPM 5: Flashcard
for Fighting the Dysfunctional Parent Mode

I am in my Parent Mode now because (fill in
how you identify your DyPM).

Example: PPM - because I am hearing the message e
that:

O “You are a loser and always will be? s

I really need
The message to stop.

My Healthy Adult Mode can help me by
Shutting up the PPM or throwing it out the door.
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5.4 The Vulnerable Child Mode

5.4.1 Schema Therapy behavioral pattern-breaking interventions

a New techniques to soothe my sad VCM (Handout: IST-VCM]1)

Bring different objects such as teddy bears, books, postcards, fleece squares,
a shawl, and so forth to the session. Explore whether these things (or others
if necessary) appeal to your patient to function as transitional objects (refer
to Section 4.6.2 for a script explaining transitional objects). Talk to your
patient about what his/her VCM likes and have him/her record them using
handout Individual Schema Therapy VCM 1: New Techniques to Soothe My
Sad Vulnerable Child Mode (IST-VCM1). Also try things like warm drinks,
cookies, and so forth as soothing activities. Identify the activities that your
patient finds soothing and have him/her record those as well on the handout.
This is another handout for the patient to keep as a reference for the VCM.

Individual Schema Therapy VCM 1:
New Techniques to Soothe My Sad Vulnerable

Child Mode
O

My vulnerable child likes:
1. People and pets

2. Things
a. Teddies or other cuddly objects

b. Books

O c. Postcards




5.4  The Vulnerable Child Mode 293

d. Drinks (e.g., tea, hot chocolate) or food

3. Activities

O

b The fears of my VCM (Handout: IST-VCM2)

With this exercise you can explore the connections between the VCM and
other modes. First, using handout Individual Schema Therapy VCM 2:
Fears of My Vulnerable Child Mode (IST-VCM2), try to assess with your
patient what his/her VCM is afraid of. Examples may be exams, visiting
doctors, conflicts with family members, loneliness, and many other things.
After identifying four of the VCM’s fears, ask your patient how his/her
DyPM reacts to his/her VCM’s fears. Then ask about how his/her MCMs
react to his/her VCM’s fears. Identify what the needs underneath the fears
are. Discuss whether either the DyPM or the MCMs actually meet the
needs of the child. Do not simply accept a yes or no answer; discuss why or
why not. Then ask your patient if his/her HAM (or his/her “Good Parent”
(GP) if this aspect of his/her HAM is better accepted by him/her*) can meet
the VCM’s needs and if so, how? Do a short imagery exercise that you script
in which your patient imagines the HAM (or GP) meeting the VCM’s needs.
We discuss the GP as a part of the HAM and we find that patients often
have access to the GP for others but do not use it for their own needs. Since
many are more able then to access the GP than their HAM, we use this con-
cept as a transition to patients accepting and developing their HAM. Many
patients find the “Good Parent” concept less threatening as they fear that
when they have HAM therapy the therapists’ support will end. [*So in exer-
cises like this we use whichever HAM or GP the individual is most comfort-
able with.] Find out how the patient feels in the imagery exercise. At the end
of the session, have your patient create an image of that experience. Have
him/her recall the image as an experiential antidote to DyPM messages.
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Individual Schema Therapy VCM 2: Fears of My
Vulnerable Child Mode

My VCM is scared of:

Ll o N

(O My Dysfunctional Parent Modes respond to my Vulnerable Child
Mode by saying:

My Maladaptive Coping Modes respond in the following way:

The need of my VCM is:

My Dysfunctional Parent Mode’s reaction

meets the need of my VCM:

O Yes O No

My Maladaptive Coping Mode’s reaction meets
the need of my VCM:

O Yes O No

(O Can your Healthy Adult Mode meet the need of
your VCM?

What my VCM really needs is
My Healthy Adult Mode can fulfill the need of my VCM better by
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Imagine your Healthy Adult Mode meeting your VCM’s needs.
How does that feel?

5.4.2  Schema Therapy cognitive interventions

a  The needs of children (Handout: IST-VCM3)

Refer back to the ST Education sessions and ask your patient if he/she
remembers talking about core childhood needs and how these needs are
related to schemas. If your patient does not remember, explain that all
children have core childhood needs and these needs must be met for a
child to develop normally into a healthy person. Schemas and modes
develop when core childhood needs are not met adequately. This is why
we talk to patients about their childhood and how their core needs were
met. For the needs that are still present, it is important to find out if, and
how, the patient tries to meet them now. Using Individual Schema Therapy
VCM 3: The Needs of Children (IST-VCM3), go through the core
childhood needs individually with your patient and have him/her write
down what his/her childhood and current experiences with needs are.
At the end, try to summarize for patients which needs are still important
and how they are met. Then clarify that you will try to help them find
additional ways to meet their needs adequately, whether they are VCM or
adult needs, in one of the following sessions.
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Individual Schema Therapy VCM 3:
The Needs of Children

All children have core needs. These needs are -
extremely important and meeting these needs
is necessary for healthy development. When a
person’s core childhood needs are not met,
schemas and modes develop. Look at the fol-
lowing list of core childhood needs. How were these needs met in
your childhood? For the needs that still exist, how do you try to
meet them now?

1. Safety and attachment, predictability and love
Childhood experience with this need:

How I try to meet this need now:

2. Autonomy, competence, identity development
Childhood experience with this need:

How I try to meet this need now:

3. Freedom to express your own
feelings and needs

Childhood experience with this

need:
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How I try to meet this need now:

4. Freedom to play and be creative
Childhood experience with this need:

How I try to meet this need now:

5. Realistic limits and self-control
Childhood experience with this need:

O

How I try to meet this need now:

b The rights of children (Handout: IST-VCM4)

An important part of ST Education is accurate information about the
accepted rights of all children. We say to patients: “Different people have
different thoughts on what children’s rights are and should be, so I would
like to hear what you think children’s rights are” Using Individual Schema
Therapy VCM 4: The Rights of Children (IST-VCM4), we write their
answers down, then discuss and clarify them. A patient might say, for
example, that children have the right to live in an appropriate home. Then
you could ask what an example of an appropriate home would be. The
patient might say that it could be a house where the child has a room shared
with siblings, but that it is always warm enough and that there is enough
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food for the child. Print out the United Nations Declaration of the Rights
of the Child and go over those rights with your patients (http://www.un.
org/cyberschoolbus/humanrights/resources/child.asp). Ask if they see any
rights that they did not know children had. Patients are often surprised at
this internationally developed list of child rights. Discuss whether these
rights were respected in their childhood. Let them give examples of times
when their rights were not respected and what they learned from these sit-
uations. Ask them why this might be important. If they do not know, explain
to them that your rights not being respected can have an influence on the
development of schemas and modes. You can then connect the information
about the way their rights were treated to their current schemas and modes.
Be aware that this session can be very emotional for patients, especially if
they have been traumatized or neglected. It is crucial that you tell them that
while you cannot change their past, you can help them change their future
by teaching them how to respect their rights and meet their needs. Patients
may be very sad about the loss of their childhood and we acknowledge their
sadness and loss. We tell them that some of the healing that the VCM needs
comes from grieving what they did not get in childhood and that you will
be there to support them in the process.

Individual Schema Therapy VCM 4: The Rights
of Children

What do you think the rights of children are? Let’s list some
examples together.

1.

O 2
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Now, let’s look at the United Nations Declaration of the Rights of the
Child. Are there any rights listed that you did not know children
have?

Were these rights respected in your childhood?

What effect do you think the way your rights were
respected or not had on you?

5.4.3 Schema Therapy experiential interventions

a Imagery rescripting exercise for the VCM

The steps of imagery rescripting for the VCM are similar to those described
for the DyPM. The patient either comes to the session in the VCM or talks
about a situation in which he/she was in that mode. The therapist leads the
imagery work by asking the patient to get into a comfortable position and
close his/her eyes, or look down, to do an imagery rescripting exercise.

1. Instep 1 the image is activated. The therapist asks the patient to
access the current emotion (or the emotion of a situation in
which he/she was in the Vulnerable Child Mode (VCM)).

2. The current emotion is then used as an affect bridge back to a
childhood image. Once the patient is in the childhood image,
help the patient make the image emotionally salient. The
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language is therefore kept in the present tense and the therapist
asks the patient to describe any thoughts, feelings, needs, and
physical sensations he/she is aware of. Do not let the patient
describe a trauma or a painful experience fully. It is not necessary
or desirable to re-experience this, rather to stop and rescript
before the image gets to that point (“before anything bad hap-
pens”). Intervene at once, just as the traumatizing event starts (for
example: “T can hear my stepfather coming up the stairs,” or “I
can see my teacher making that face again, when she is going to
say how stupid I am,” or “my mom says she has a headache
because of my bad behavior”).

3. Ask your patient if you can enter the image, and enter it accord-
ingly. Fulfill the need of the child (e.g., prevent abuse, restore
safety). Ask if the child has further needs. Fulfill the needs of the
child.

4. Be aware that, for patients with severe personality disorders,
patients may not always be able to name their need. It is OK
for the therapist to propose creative solutions to meet a
suspected need. End the imagery when the needs of the child
are met.

5. Come back to the therapy session with your patient and
discuss the experience. It is important to focus on the experi-
ences that were helpful in the imagery. If possible, give your
patient a record of the imagery exercise to listen to again as
homework.

6. Work out with your patient if the need in the imagery is still pre-
sent from time to time now, when the patient is in a certain
mode. Help your patient to find out if the experience that was
created in the imagery rescripting can be transferred to his/her
current life (“So, if you are in VCM today, maybe the same thing
would help you today? What do you think? How could the need
of your VCM be met today?”). If he/she has a strong enough
HAM, you can suggest that he/she access that mode for the
rescripted image as a way to soothe the VCM.

b Mode dialogue for VCM

Mode dialogues are another experiential or emotion-focused way to
approach meeting the needs present in the VCM. The steps are similar to
those for the DyPM.
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1. Have two therapy chairs and three extra chairs ready (for HAM,
for VCM, and for another mode, in case another mode comes
up). Either your patient is in VCM in the session or he/she tells
you about a situation when he/she was in his/her VCM. Ask your
patient to do a mode dialogue for this situation. Name the chairs.
Make sure that VCM is not sitting next to the DyPM.

2. Letyour patient take the Vulnerable Child chair first. Ask the patient
to say everything that the VCM has to say. Make sure that the patient
expresses the feelings and possibly the needs of the VCM.

3. If possible, ask your patient to switch to the Healthy Adult chair.
If patients cannot switch to the Healthy Adult Chair yet, let them
watch you take the Healthy Adult chair. Follow the shaping
procedure previously described (p. 225).

4. The HAM attends to the VCM needs now (“I am here for you and
I will not let this happen”). HAM needs to validate the feelings of
the VCM and, at the same time, tell him/her that HAM will man-
age the situation (“... but I will take care of this. You are safe”). Let
HAM tell the VCM what he/she is going to do to take care of the
situation. Fulfill the needs of the child until the child feels soothed.

5. Go back to the therapy chairs. Ask your patient how that felt.
Work out with your patient how he/she can implement the newly
learned behavior in daily life. (“So, if you are in VCM today,
maybe the same thing would help you today? What do you think?
How could the need of the Vulnerable Child be met today?”) (Use
Individual Schema Therapy VCM 5: Flashcard for the Vulnerable
Child Mode (IST-VCM5).)

The flashcard form for the VCM can be used with either the rescripting or
the mode dialogue.

Individual Schema Therapy VCM 5: Flashcard
for the Vulnerable Child Mode

I am in my VCM now, because (Example: I am aware of intense fear
O because my therapist will be on vacation next week — the fear seems
too big)
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I really need (Example: some reassurance that she will come back,
maybe like keeping some small object from her office while she is
away)

O

My Healthy Adult Mode can take good care of my VCM by (Example:
asking my therapist if I can have one of her cards with the next appoint-
ment on it and keep the shell on her desk until she is back)

5.5 The Angry or Impulsive Child Mode (ACM, ICM)

Keep in mind that most behavioral and cognitive interventions only work
when the patient is not fully in ACM. As long as the patient has not vented
the anger, there will be limited access to cognition. Our general advice is to
use an exercise to vent anger first, before attempting any other ACM
exercise.

5.5.1 Schema Therapy behavioral pattern-breaking interventions

a Role-play ACM (Handout: IST-ACM1)

No handouts are needed for a role-play, but flashcards are used as reminders
and to facilitate generalization outside of therapy sessions. You can use any
situation that your patient experienced where they reacted in the ACM.
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Role-play the situation with you playing the other person.

1.

First the patient needs to focus on validating whatever he/she feels,
by accessing the HAM, who can say to the patient “It is OK to feel
angry. This situation is a big deal to you because of similar situations
that happened a lot in your childhood that ended badly for you”
The HAM can then do a version of empathic confrontation: “Yet,
you are not getting your need met by behaving the way you are
right now. You need a different way of behaving”

You can then work out different ways of behaving with your
patient and try out the different ways. You may want to let your
patient switch into the role of the other person, too, when trying
to find out if the new way of behaving can more adequately meet
the needs present in the situation. You can use Individual Schema
Therapy ACM 1: Flashcard for the Angry/Impulsive Child Mode
(IST-ACM1) to strengthen these new behaviors.

O

O

Individual Schema Therapy ACM 1: Flashcard
for the Angry/Impulsive Child Mode

I am in my Angry/Impulsive Child
Mode now, because (“Example: My
therapist is not listening to me.”)

I really need (“Her to understand that this is really important
to me.”)
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My Healthy Adult Mode can take good care of my Angry/
Impulsive Child Mode by (“Telling her how I feel and that it is impor-
tant instead of just yelling at her”).

b Reactions of others to the ACM (Handout: IST-ACM2)

The ACM can cause significant interpersonal problems. It is important that
patients understand that they can trigger modes in other people by their
behaviors in the ACM. In handout Individual Schema Therapy ACM 2:
Reactions of Others to My Angry Child Mode (IST-ACM2), different
examples are given for you to figure out with your patient which mode the
other person is in and what the patient could do from his/her HAM to
de-escalate the conflict. Let your patient write the answers down. There are
two empty rows for the patient’s personal examples.

Individual Schema Therapy ACM 2: Reactions of
Others to My Angry Child Mode

O

Sometimes our behaviors in Angry Child Mode get us in trouble
with other people.

How could
What you react in
Angry The other mode Healthy
Child person’s is the other Adult
Situation | Modes reaction | reaction | person in? Mode?

I have I storm into My
asked my | myroommates | roommate
roommate | roomandyell | yells back:

to clean at her: “T can't “I don’t

the dishes. | believe it. You care. You

The dishes | never do didn’t

are not anything. You | do the

done. are just lazy” laundry,
although I

O asked you

to. You are
just lazy

yourself”
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How could
What you react in
Angry The other mode Healthy
Child person’s | is the other Adult
Situation | Modes reaction reaction person in? Mode?
My mom I'runintomy | My mom
is upset room and says: “Oh
with me shut the door. | whatever.
because Behind I don’t
I did not the door I care if you
take an scream: “This | never get
exam is none of a degree”
that was your business,
important. | mom. Why
don’t you
leave me
alone?”
My “Ohyeah,you | “Youare
boyfriend | are always right. Tam
and I right, aren’t sorry. We
have an you. Youareso | should do
argument. | clever! Maybe | it your
itis better if we | way”

break up?
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5.5.2  Schema Therapy cognitive interventions

a Needs of the ACM (Handout: IST- ACM3)

Remind the patient that all children have core childhood needs. Some needs
are more associated with VCM, some more with ACM. If these needs are still
present in the current life of the patient, it is important to find out if and how
the patient tries to meet these needs now. This is especially true for ACM, as
we often try to get our needs met in a way that gets us in trouble when we are
in ACM. Using Individual Schema Therapy ACM 3: Needs of the Angry Child
Mode (IST-ACM3), go through the individual childhood needs for ACM and
let your patient write down what his childhood and current experience with
these needs is. Assess with your patient which needs are still important and
how he/she tries to meet these needs. If there are problem areas, explain that
you will help him/her find alternative ways to meet the need effectively in one
of the following sessions (for example, by using the flashcard IST-ACM1).

Individual Schema Therapy ACM 3: Needs of the

Angry Child Mode
O

All children have core childhood needs. These needs are very
important and meeting them is necessary for normal healthy
development. The Angry Child Mode is an innate child reaction to
these needs not being met. Let us talk about the following childhood
needs that are relevant for Angry Child Mode. How were these
needs met in your childhood? If these needs still exist, how do you
try to meet them now?

1. Acceptance
Childhood experience with this need:

How I try to meet this need now:
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2. Validation of needs and feelings
Childhood experience with this need:

O

How I try to meet this need now:

3. Respect for boundaries
Childhood experience with this need:

How I try to meet this need now:

O

b The Need for Attention (Handout: IST-ACM4)

Attention is a legitimate need of the ACM, yet it is a need many patients
have difficulty accepting and getting met. DyPM messages (for example:
“You are a burden to others because you always want them to attend to
you”) and MCM (for example: “Don’t show others you need their attention
or they will leave you”) both can interfere with patients’ acceptance of their
need for attention as being important and normal. With handout Individual
Schema Therapy ACM 4: The Healthy Need for Attention (IST-ACM4) you
can discuss the need for attention. Go through the questions and connect
the patient’s answers to the modes they arise from (such as DyPMs and
MCMs). The last question focuses on healthy ways to meet the need for
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Individual Schema Therapy ACM 4:
The Healthy Need for Attention

Attention is a legitimate need and one that frequently underlies the
Angry Child Mode. The way we try to get this need met is impor-
tant. Let’s talk about the following questions.

1. Do you accept your need for attention?

2. What does it take for your need for attention to be met?

3. How was your need for attention met as a
child?

4. How is it met today?

O 5.  What happens today when your need for attention is not met?

6. Have you ever tried to get this need met in unhealthy ways?
What are they?
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7. What healthy ways do you know to ask for attention?

O

Assignment

Practice using a healthy way from #7 and record the results.

attention. Identify the healthy ways your patient knows, and if he/she
doesn’t know any, suggest some. As an assignment, you can let your patient
try one of the healthy ways in real life and tell you about it in the following
session.

5.5.3 Schema Therapy experiential interventions

a Vent your anger exercise

When patients are in ACM, it is important that they get the chance to
vent their anger fully. So while the patient is in ACM, the therapist stays
very calm and conveys acceptance of the emotion. This means that the
tone of voice is neutral and that the therapist asks only easy clarifying
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questions such as: “Is there
anything else you feel angry
about?” “Is there anything else
you want to say?” and so forth.
In this step, it is crucial that the
therapist is not too empathic, as
this may trigger PPM and inhibit
anger expression. The role of the
therapist in this exercise is to
stay present with the patient’s
anger and be ready to set limits if
the expression of anger moves to
action that is inappropriate or
dangerous. By this we mean breaking objects, hitting the wall, yelling at
you instead of venting, and so forth. If this happens, interventions like
offering a soft object to pound rather than a wall that could cause
damage to property or the patient’s hands or empathic confrontation
are needed. An example of an empathic confrontation would be:
“I understand that you are very angry with me and want me to hear you,
but when you are yelling I cannot really hear your complaint. Can you
lower your voice a bit so that I can hear what you need from me?” Only
after your patient has fully vented his/her anger should you respond in
a warm, understanding, and empathic way. When people have vented
anger fully, they reach a point of exhaustion. Assess whether your
patient has reached that point by observing posture and gestures. That
is the time to move to looking at the links between the current experi-
ence and biographical experiences of the patient to facilitate the patient
moving into the VCM. Underneath the anger of the ACM in response to
core needs not being met is the pain of the VCM that we want to reach
to help the VC heal. An example statement is: “I imagine that it was not
safe to express your feelings of anger and hurt with your father in
childhood” Once the patient is in VCM the therapist can use limited
reparenting skills for the VCM. A third step that may be possible in the
same session is to analyze with the patient what part of the anger was
biographically triggered and what part belongs to the present situation.
In this step it is important to name the modes that are involved
(for example, the patient’s DyPMs). In a last step you can role-play
assertive expression of anger. (See the role-play using IST-ACM1 in
Section 5.5.1a.)

A
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b Mode dialogue for the ACM

1. Have two therapy chairs and three extra chairs ready (for HAM,
for ACM, and for another mode, in case another mode comes
up). The patient is in ACM or describes a situation when he/she
was in his/her ACM.

2. Askyour patient to do a mode dialogue for this situation. Name the
modes. Make sure that the ACM is not sitting next to the DyPM.

3. Let your patient take the Angry Child chair first. Ask the patient
to say everything that the ACM has to say. Make sure that the
patient expresses the feelings and possibly the needs of the ACM.
Name these for emphasis.

4. If possible, ask your patient to switch to the Healthy Adult chair.
If patients cannot switch to the Healthy Adult Chair yet, let them
watch you take the Healthy Adult chair. Support your patient
moving toward being in HAM in steps, as described for the other
modes in this chapter.

5. The final step is for the patient’s HAM to meet the ACM’s needs now
(“Tunderstand this is really not OK. I see that you are very angry and
itis OK to be angry”). HAM needs to validate the feelings of the ACM
and, at the same time, tell him/her that HAM sets limits to destructive
behaviors if necessary (“.. it is OK to be angry. But it is not OK to hit
other people”).The HAM can then clarify for the ACM what he/she
thinks the need is and whether the behavior of the ACM will get the
need met. Let HAM tell ACM what he/she will do to get the need
met. Fulfill the needs of the Angry Child until the anger dissolves.

6. Go back to the therapy chairs. Ask your patient how that felt.
Work out with your patient how he/she can implement the newly
learned behavior in daily life (use the flashcard IST-ACM1).

5.6 The Happy Child Mode

5.6.1 Schema Therapy behavioral pattern-breaking interventions

a  Evoking your Happy Child Mode (Handout: IST-HCM1)

Give handout Individual Schema Therapy HCM 1: Evoking Your Happy
Child Mode (IST-HCM1) to your patient the week before you want to work
on the Happy Child Mode. The patient can start with the assignment at the
top of the handout page. The assignment is to evoke the Happy Child Mode
by engaging in a fun activity. The patient writes down how he/she triggered
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Happy Child Mode. In the next session he/she can tell you about it. The
therapist can then do imagery work with the patient by helping him/her
visualize the activity that the patient described. As in all imagery work, we
try to have the scene described as fully and clearly as possible. Inquire about
how the patient felt and try to anchor the feeling physically by asking him/
her to be aware of where the feeling is located in the body. When possible,
record the imagery exercise so that the patient can listen to it, or have him/
her do the exercise again on his/her own on a regular basis.

Individual Schema Therapy HCM 1: Evoking
Your Happy Child Mode

Look for activities that evoke (call him/her out to play) your Happy
Child Mode. Activities that are fun, like playing games, watching
funny movies or cartoons, outdoor sports, doing things with friends,
(O listening to certain songs, playing with your pet ....
How do you evoke your Happy Child Mode?

Tell your therapist about Happy Child Mode experiences.
Together, you can try to revisit the scene in imagery in which your
Happy Child Mode was evoked. Try to visualize it as clearly as
possible. Focus on your feelings. How did you feel? Where was
that feeling in your body? Did you smile or laugh? How did smil-
ing or laughing feel?

Do not write about your Happy Child image! Practice visualizing

the same scene again the next day ... and the day after ... learn to
feel positive emotions through imagery!
*This is supposed to be a fun activity! If you
notice your Demanding Parent popping up,
saying things like “You have to be able to visualize
it perfectly” or “Practice more, you need to get
better at this!” - stop immediately and do
something that is fun (watch TV, talk to someone,
eat candies). If any of the Dysfunctional Parent
Modes get in your way again and again, talk to someone about it
and tell someone you feel comfortable with about your Happy
Child scene.*
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b Playing a game

Let your patient bring his/her favorite game to the therapy session and play
the game with him/her. Make it a really positive experience for him/her by
making the scene very comfortable (for example, sit on the floor, have jelly
beans or cookies ready, play the radio in the background).

Make the experience very personal for your patient. It is important that
the patient can see a little of the personality of the therapist during this
session and that there is a lot of fun. The only goal here is to create a positive
moment in this session.

5.6.2 Schema Therapy cognitive interventions

a  What my Happy Child Mode likes (Handout: IST-HCM?2)

Bring different fun-related objects — such as funny books, postcards, music,
videos, and possibly even different kinds of snacks or drinks (e.g., bubble
gum, tea, smoothies, and so forth) to therapy. Explore which of these things
help the patient access his/her Happy Child Mode. Talk about who and
what the patient’s Happy Child Mode likes (for example, “I like my friend
Carly with whom I have fun picnics”) and which activities the Happy Child
Mode likes (for example, watching a funny movie like Shrek, jumping in a
pool, dressing up for going to a party). Write everything down on the
handout Individual Schema Therapy HCM 2: Likes of My Happy Child
Mode (IST-HCM2).

Individual Schema Therapy HCM 2: Likes of My
Happy Child Mode

My Happy Child Mode likes:

1. People and pets A

O
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2. Things
a. Funny objects

b. Books

c.  Other things

d. Drinks (e.g., strawberry smoothie) or food (e.g., jelly
beans)

3. Activities

4. Other things you can think of

b Positive feedback for my Happy Child Mode (Handout: IST-HCM3)

In general, DyPMs have a lot of criticism for the HCM. This is one of the
reasons that patients don't let their HCM come out very often and may not
even have much access to this mode. It may not have been allowed, encour-
aged, or developed. Try to collect positive messages and encouragement
from the HAM for the HCM with handout Individual Schema Therapy
HCM 3: Positive Feedback for the Happy Child Mode (IST-HCM3). Have
the patient write all the positive statements down. Examples can be “When
you are around, the world looks much better to me,” “When I smile at peo-
ple in HCM, people smile back,” “T like to feel happy. It is a great feeling”
You can also collect statements from friends, other patients, or staff mem-

bers about what they find positive about your HCM.
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Individual Schema Therapy HCM 3: Positive
Feedback for the Happy Child Mode

Your Dysfunctional Parent Modes have a lot of negative things to

say about the Happy Child Mode. Your Happy Child Mode needs

some positive feedback. Let’s see what your Healthy Adult Mode can
O say to your Happy Child Mode:

Example: “I love your happy smile”

1.
2
3
4.
5.
6
7
8
9

10.

11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

5.6.3 Schema Therapy experiential interventions

a Indulgence training

Find little snacks that your patient likes, such as different kinds of chocolates or
different kinds of fruit. Be careful with your choice of food if your patient has
an eating disorder. The pieces can be very small. Let your patient close his/her
eyes and try the different kinds of food. Start with having him/her smell the
pieces and taste little bits. Then ask him/her to guess what he/she has just tasted.
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b Imagery scripts

Have your patient bring something to the therapy session that symbolizes a
positive moment in his/her life. It can be a photo, an object, “Evoking Your
Happy Child Mode” handout, and so forth. Ask the patient to tell you about
the positive moment the object represents and make sure that it isa moment
when your patient was in the HCM. The positive moment can also be a
moment with you or with peers in one of the groups. Next, re-create the
scene as an imagery script.

If your patient cannot name a positive moment in his/her life and you
have never seen him/her in the Happy Child Mode, then you can just be
creative and do an imagery exercise about being on the playground or in a
fun park together. Remember - if your patient cannot enter the image or
does not like any of the activities, it is highly likely that he/she is in an
MCM. If this happens, go back to one of the exercises to get through or
around the MCM.

5.7 The Healthy Adult Mode (HAM)
5.7.1 Schema Therapy behavioral pattern-breaking interventions

a Behavioral experiments for HAM (Handout: IST-HAM]1)

To further develop their identity, patients must take action. Read the text on
handout Individual Schema Therapy HAM 1: Behavioral Experiments for
the Healthy Adult Mode (IST-HAMI) to your patient and discuss the
example. Then identify, with your patient, which new behavior he/she
might want to try. Have the patient describe the behavior and the situation
in which he/she wants to try it out in detail. The assignment is to try the
new behavior in real life. In the next session you can find out how the
patient felt after engaging in the new behavior, if any modes interfered, and
what the result was - positive or negative (for example, positive or negative
feedback from peers after wearing new clothes for the first time). Continue
to talk about identifying new behaviors and trying them.

Individual Schema Therapy HAM 1: Behavioral

Experiments for the Healthy Adult Mode
O Try something new that is a HAM behavior. It can be an activity or
a new dress or a new social skill - it just has to be something that
you haven't tried before.
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Example: Anne’s Demanding Parent Mode told her she always had to
be on time. Terrible things would happen if she wasn't always on
time. Anne’s new Healthy Adult behavior was to be 3 minutes late.
She decided that she was going to be 3 minutes late for individual
therapy, for a date with her boyfriend at night, and for work in the
morning. After her behavioral experiments she wrote down how she
felt and what bad things happened because she was 3 minutes late.
Guess what — nothing terrible happened ... and Anne felt alright
O allowing herself to be a little late from time to time.

Which new Healthy Adult behavior do you want to try? In which

situations?

How did you feel after your behavior experiments?

Did you experience any consequences of your new behavior?

5.7.2  Schema Therapy cognitive interventions

a Getting to know your Healthy Adult Mode (Handout: IST-HAM?2)

Most patients do not know a lot about their HAM because they spend so
much time in DyPM and MCM. In this exercise, patients can get to know
their HAM and positive parts of their identity better. In the first section of



318 5 The Individual Schema Therapy Sessions

handout Individual Schema Therapy HAM 2: Getting to Know Your Healthy
Adult Mode (IST-HAM2), you ask your patient to list all positive, negative,
and neutral qualities of his/her HAM. Make sure that he/she does not just
list one category. If patients cannot think of anything, offer a few adjectives
(e.g., tolerant, active, sensitive, loud) and ask them how they compare on
these adjectives to their best friend or to you. The next section focuses on
beliefs. If your patients can’t think of any things that are important to them
or that they believe in, suggest categories (e.g., “Is taking care of the envi-
ronment important to you?” “Do you believe that travelling is a good way to
experience other cultures?”). The last section focuses on how one wants to
be (e.g., “I want to be successful in my job,” “I want to be a loving parent”).
Sometimes it is easier to clarify what one does not want (e.g., “I don’t want
to be arrogant”). After this section you can talk to your patient about what
he/she would need to do to develop the positive parts of his/her identity to
be able to be that new person. You can also do imagery work.

Individual Schema Therapy HAM 2: Getting to
O Know Your Healthy Adult Mode

What do you know about your HAM? List all
positive, negative, and neutral qualities you
know about (e.g., woman, brown-haired, caring,
loud, impatient, indecisive, creative, musical ...)

What is important to your HAM? What do you
believe in?
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How do you want to be (remember that you don’t have to be
perfect)? Sometimes it helps to list the things you do not want to
be to help you find out more about what you want.

5.7.3 Schema Therapy experiential interventions

a HAM and the future (Handout: IST-HAM3)

In this session we focus on imagery exercises to visualize a positive future
for the HAM, using handout Individual Schema Therapy HAM 3: Your
Healthy Adult Mode and the Future (IST-HAM3). The therapist can lead
the patient in imagining what his/her life could be like in 3, 5, 10, and 40
years. As with the previous imagery exercises, have your patient visualize
the scenes in as much detail as possible and assess the feelings that occur.
Make sure that your patient does not drift into negative feelings; if so,
rescript the image. It is important that you have your patient focus on a life
that would make him/her happy (i.e., in which he/she has significant rela-
tionships, enjoys work, leisure activities, and so forth).

After the imagery exercises, define with your patient which concrete
steps he/she can take today or in the following week to be a step closer to
the life in the imagery. Make it clear to your patient that you will support
him/her as he/she takes these steps.

Individual Schema Therapy HAM 3: Your
Healthy Adult Mode and the Future

QO Visualize positive memories that your Healthy Adult has. Imagine
that your mind is like a slide projector — put in a positive slide of a
memory and if a negative slide shows up, eject it and put the positive
one back in. Remember that we don’t have conscious control of
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every thought that comes into our heads, but we can do something
about whether we let it stay or replace it with something else.

Visualize a dream you have for a Healthy Adult future. What do you
want your life to be like in 3, 5, 10, 40 years? What would make you

happy?

What concrete steps can you take
today to move a step closer to your
dream future? You might need help
when taking some of these steps —
remember that you are not alone
and that we support your efforts.
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Training, Supervision, Research,
and Concluding Remarks

Training and supervision are important for the competent implementation
of the individual and group ST. In describing the patient population likely to
be treated with the integrated ST program, particularly in higher levels of
care settings, some of the adjectives used were “challenging,” “chronic,”
“complex,” “have failed other treatments,” and personality disorder. It should
be no surprise, given these, that adequate training and ongoing supervision

are recommended.

6.1 Training

Recommendations for minimum training and supervision requirements
have been made by the International Society for Schema Therapy. Of course,
this manual and treatment program can be used while undergoing supervi-
sion. A complete description of ST certification is available at www.ISST
online.com. Training and supervision in ST and GST are available all over
the world and information about workshops and training programs is also
available on the ISST web site.

6.2 Supervision

Regular supervision sessions, at least peer supervision or intervision, should
be attended by all members of the treatment team. This is necessary to be
able to coordinate individual and group treatment and, in higher levels
of care settings, the milieu and multidisciplinary treatment team. Ideally, the
supervisor or team leader establishes these sessions as a safe place to get
support, discuss difficulties encountered, and learn and practice new inter-
ventions. At times there may be disagreements and conflicts in the team and
supervision sessions are a place where we can be reminded to be respectful
of each other, keep open communication, and lower tension. Using the ST
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model, some of the problems in this area can be attributed to modes being
triggered. The therapist approach of limited reparenting asks the therapist
to be present in ST as a genuine person. All of us have some schema modes
and these can easily be triggered in doing ST, particularly in groups. A
value in ST and an important component of ST training is that therapists
cultivate awareness of their own schemas and modes and recognize when
activation and triggering occur. This is a phenomenon of all therapeutic
approaches whether recognized (e.g., the countertransference of psycho-
dynamic approaches) or not. It is important that we learn to deal with
such activation, and to consider the feedback from our co-therapists and
team for times when we do not recognize our own mode activation. In
group sessions, one of the therapist tasks is to have a signal for alerting their
partner if they think a mode has been triggered that is negatively affecting
the group. An example from two of us who are frequently co-therapists
together is the triggering of the Demanding Parent Mode. Joan was rather
unhappy with the pace of the patients’ work in group and gave them an
assignment of trying a new technique 10 times during the week. Since this
assignment was delivered from the authoritarian presentation of DePM,
most of the group froze. Ida said to the group: “Gee, do you think a mode
might have been triggered in Joan?” When no one answered, she offered:
“I think it is her DePM. What do you think, Joan?” Joan, fortunately, agreed
and acknowledged her mode activation. This was a good learning experi-
ence for the patients as it gave them an experience of a therapist having
a mode triggered and dealing with it. It also suggested to them that they
could even ask their therapists about their mode activation. At times it may
not be possible to point out mode triggering to another therapist while it is
occurring. In that case, supervision sessions are a good place to give that
feedback. All sorts of reactions fueled by schemas and modes take place
between patients, between therapists, between patients and therapists. It is
important to cultivate both a supportive patient group atmosphere and a
supportive peer- or supervisor-led meeting for therapists.
Multidisciplinary teams present many benefits and some potential diffi-
culties. One of the difficulties is disagreement about what mode a patient
is in, as this assessment determines the requisite limited reparenting inter-
vention. One therapist may assess a patient as being in VCM and respond
with validation and support. Another may see an MCM and respond by
setting a limit. This could lead to a productive discussion, with both ther-
apists sharing their assessments and possibly their differing interpersonal
experience of the patient, leading to both understanding the patient more
fully. Disagreements can be opportunities to find solutions for complicated
situations rather than being a source of tension or dissension in the team.
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When such disagreements occur in group sessions, healthy negotiation and
conflict resolution on the therapists’ part can provide healthy models for
patients and opportunities for vicarious learning.

When different individual and group therapists are involved in a patient’s
treatment, they must be aware of the potential for differences in perception
and relationship. Patients react differently (both consciously and uncon-
sciously) to different therapists and in group versus individual sessions. This
is common and occurs for reasons like the match between therapists and
patient in terms of temperament, interests, background, mode profile, the role
the therapist has in the program, and how often they meet with the patient.
All of these variables can affect how safe and comfortable the patient feels
with a particular therapist. It is the task of therapists to meet the client’s needs
in these situations and be aware of their own feelings, of competition, jealousy,
hurt, and so forth. Supervision sessions are a good place for these issues to
be discussed and resolved.

6.3 Research on Schema Therapy

Schema Therapy was originally developed by J. Young et al. (2003) to treat
patients with personality disorders and chronic psychological problems in
an individual outpatient psychotherapy setting. The effectiveness of Schema
Therapy for patients with borderline personality disorder (BPD) was first
tested in a randomized controlled trial of individual ST in the Netherlands
(Giesen-Bloo et al., 2006). Three years of individual outpatient Schema
Therapy was compared to individual transference-focused psychotherapy.
Patients in both treatments showed improvement in all major domains of
BPD symptoms, but Schema Therapy had lower drop-out rates and higher
rates of recovery or significant improvement by the end of the study.
Additionally, Schema Therapy patients reported an increased quality of life
compared to transference-focused psychotherapy patients. Schema Therapy
also demonstrated cost-effectiveness (van Asselt ef al., 2008). An imple-
mentation trial conducted in a general healthcare setting, also in the
Netherlands, demonstrated similar effectiveness for individual Schema
Therapy for BPD (Nadort et al., 2009). Farrell et al. (2009) adapted Schema
Therapy for the group modality and tested their Group Schema Therapy
model in a randomized controlled trial for outpatients with BPD. In this
trial, 30 sessions of GST were added to treatment as usual for one of two
randomly assigned groups of patients. Significant reductions across all
symptoms specific to BPD as well as global severity of psychiatric symp-
toms were found. The combined Schema Therapy treatment program with
individual and group therapy sessions for patients with BPD described in
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this manual was implemented and evaluated by Reiss et al. (2013a). In the
three pilot studies reported, reductions in BPD-specific measures as well
as general psychopathology were found and subjective patient satisfaction
with the Schema Therapy treatment programs was high. Schema Therapy
has thus demonstrated effectiveness in the treatment of patients with BPD
across inpatient and outpatient treatment settings using individual, group,
and combined formats.

Some research on Schema Therapy has been conducted in other patient
populations. In a population of war veterans with post-traumatic stress
disorder (PTSD), Cockram, Drummond, & Lee (2010) found that Schema
Therapy within a group trauma treatment program had positive effects
in reducing PTSD, depression, and anxiety symptoms. In a Cluster C
personality disorder study, Schema Therapy demonstrated better effec-
tiveness than treatment as usual regarding recovery from personality
disorder symptoms and comorbid depression. The general assessment of
functioning score also increased significantly more in the Schema Therapy
Group and Schema Therapy treatment was more cost-effective than the
comparison (Bamelis, Evers, Spinhoven, & Arntz, 2013). Schema Therapy
outcome studies in other populations, such as forensic populations
(Bernstein, Arntz, & de Vos, 2007), are under way. There is a need for out-
come studies to evaluate the effectiveness of Schema Therapy, especially
in intensive settings, and with less homogeneous populations, such as
patients with different psychological disorders. Jacob and Arntz (2013)
conducted a meta-analysis of published ST studies on BPD. They concluded
that the average drop-out rate in ST is very low and compares favorably to
dialectical behavior therapy (DBT), transference-focused psychotherapy
(TFP), or mentalization-based therapy (MBT). The effect size of ST seems
to be associated with treatment length. Yet other factors such as different
assessment instruments could be influencing this, so this result should be
interpreted cautiously. Jacob and Arntz (2013) also describe studies on
mixed and Cluster C PDs which are in progress.

6.4 Concluding Remarks

This manual represents the sum of our experience integrating Individual
and Group Schema Therapy programs in inpatient, day therapy, and outpa-
tient settings over a 25-year period. We have attempted to design a program
flexible enough to meet the needs of a variety of settings and lengths of
treatment and the challenges of today’s naturalistic clinical settings instead
of the more controlled settings of research studies. We have tried to be as
explicit as possible in the therapist notes sections, providing sample scripts
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and management tips. We provide patient handouts and assignments
for every individual and group session. Our experience in training novice
therapists is that such material is extremely helpful. However, training
workshops and supervision are an integral part of competence development,
especially in a complex form of psychotherapy like ST, which strategically
integrates cognitive, experiential, and behavioral pattern-breaking interven-
tions. We anticipate that experienced group and individual schema therapists
will be able to use the material more flexibly and make it their own. Another
goal we had in designing this manual was to provide a structured protocol
that can be evaluated in outcome studies.
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