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PREFACE

It is difficult to believe that it has been 9 years since we wrote our last
major book on schema therapy. During this decade of burgeoning interest
in this therapy approach, we continually have been asked, “When are you
going to write an up-to-date, comprehensive treatment manual?” With
some embarrassment, we had to admit that we had not found the time to
take on such a major project.

After 3 years of intensive work, however, we have finally written what
we hope will become “the bible” for the practice of schema therapy. We
have attempted to include in this volume all the additions and refinements
from the past decade, including our revised conceptual model, detailed
treatment protocols, case vignettes, and patient transcripts. In particular,
we have written extended chapters that describe a major expansion of
schema therapy for borderline and narcissistic personality disorders.

During the past 10 years, many changes in the mental health field
have had an impact on schema therapy. As practitioners from many orien-
tations have become dissatisfied with the limitations of orthodox thera-
pies, there has been a corresponding interest in psychotherapy integration.
As one of the first comprehensive, integrative approaches, schema therapy
has attracted many new clinicians and researchers who have been search-
ing for both “permission” and guidance to go beyond the confines of exist-
ing models.

One clear sign of this heightened interest in schema therapy has been
the widespread use of the Young Schema Questionnaire (YSQ) by clini-
cians and researchers around the world. The YSQ has already been trans-
lated into Spanish, Greek, Dutch, French, Japanese, Norwegian, German,
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and Finnish, to indicate just a few of the countries that have adopted ele-
ments of this model. The extensive research on the YSQ offers substantial
support for the schema model.

Another indication of the appeal of schema therapy has been the suc-
cess of our two earlier books on schema therapy, even 10 years after their
publication: Cognitive Therapy for Personality Disorders: A Schema-Focused
Approach is now in its third edition, and Reinventing Your Life, which has
sold more than 125,000 copies, is still available at most major bookstores
and has been translated into several languages.

The past decade has also seen the extension of schema therapy be-
yond personality disorders. The approach has been applied to a wide vari-
ety of clinical problems, populations, and disorders, including, among oth-
ers, chronic depression, childhood trauma, criminal offenders, eating
disorders, couple work, and relapse prevention for substance abuse. Often
schema therapy is being used to treat predisposing characterological issues
in patients with Axis I disorders, once the acute symptoms have abated.

Another important development has been the combining of schema
therapy with spirituality. Three books (Emotional Alchemy by Tara Bennett-
Goleman; Praying Through Our Lifetraps: A Psycho-Spiritual Path to
Freedom by John Cecero; and The Myth of More by Joseph Novello) that
blend the schema approach with mindfulness meditation or with tradi-
tional religious practices have already been published.

One disappointing development, that we hope will change in the de-
cade to come, is the impact of managed care and cost containment on the
treatment of personality disorders in the United States. It has become in-
creasingly difficult for practitioners to get insurance reimbursement and
for researchers to obtain federal grants for personality disorders because
Axis II treatment generally takes longer and thus does not fit a short-term,
managed care model. As a result, the United States has fallen behind many
other countries in supporting work on personality disorders.

The result of this reduced support has been a paucity of well-designed
outcome studies with personality disorders. (The notable exception is
Marsha Linehan’s dialectical behavior therapy approach to borderline per-
sonality disorder.) This has made it extremely difficult for us to obtain
funding for studies that might demonstrate empirical support for schema
therapy.

Thus we are turning now to other countries to fund this important re-
search area. We are particularly excited about a major outcome study, di-
rected by Arnoud Arntz, nearing completion in the Netherlands. This
large-scale, multisite study compares schema therapy with Otto Kernberg’s
approach in treating borderline personality disorder. We are eagerly await-
ing the results.

For readers who are unfamiliar with schema therapy, we will review
what we consider the major advantages of schema therapy over other com-
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monly practiced therapies. Compared to most other therapy approaches,
schema therapy is more integrative, combining aspects of cognitive, behav-
ioral, psychodynamic (especially object relations), attachment, and Gestalt
models. Schema therapy regards cognitive and behavioral components as
vital to treatment, yet gives equal weight to emotional change, experiential
techniques, and the therapy relationship.

Another key benefit of the schema model is its parsimony and seem-
ing simplicity, on the one hand, combined with depth and complexity, on
the other. It is easy for both therapists and patients to understand. The
schema model incorporates complex ideas, many of which seem convo-
luted and confusing to patients receiving other forms of therapy, and
presents them in simple and straightforward ways. Thus schema therapy
has the commonsense appeal of cognitive-behavioral therapy (CBT), com-
bined with the depth of psychodynamic and related approaches.

Schema therapy retains two vital characteristics of CBT: It is both
structured and systematic. The therapist follows a sequence of assessment
and treatment procedures. The assessment phase includes the administra-
tion of a number of inventories that measure schemas and coping styles.
Treatment is active and directive, going beyond insight to cognitive, emo-
tive, interpersonal, and behavioral change. Schema therapy is also valuable
in the treatment of couples, helping both partners to understand and heal
their schemas.

Another advantage of the schema model is its specificity. The model
delineates specific schemas, coping styles, and modes. In addition, schema
therapy is notable for the specificity of the treatment strategies, including
guidelines about providing the appropriate form of limited reparenting for
each patient. Schema therapy provides a similarly accessible method for
understanding and working with the therapy relationship. Therapists
monitor their own schemas, coping styles, and modes as they work with
patients.

Finally, and perhaps most important, we believe that the schema ap-
proach is unusually compassionate and humane, in comparison with
“treatment as usual.” Schema therapy normalizes rather than pathologizes
psychological disorders. Everyone has schemas, coping styles, and
modes—they are just more extreme and rigid in the patients we treat. The
approach is also sympathetic and respectful, especially toward the most se-
vere patients, such as those with borderline personality disorder, who are
often treated with minimal compassion and much blame in other thera-
pies. The concepts of “empathic confrontation” and “limited reparenting”
ground therapists in a caring attitude toward patients. The use of modes
eases the process of confrontation, allowing the therapist to aggressively
confront rigid, maladaptive behaviors, while still retaining an alliance with
the patient.

In closing, we highlight some of the new developments in schema
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therapy during the past decade: First, there is a revised and much more
comprehensive list of schemas, containing 18 schemas in five domains.
Second, we have developed new, detailed protocols for the treatment of
borderline and narcissistic patients. These protocols have expanded the
scope of schema therapy, primarily with the addition of the schema mode
concept. Third, there is a much greater emphasis on coping styles, espe-
cially avoidance and overcompensation, and on altering coping styles
through pattern-breaking. Our goal is to replace maladaptive coping styles
with healthier ones that enable patients to meet their core emotional
needs.

As schema therapy has developed and matured, we have placed
much more emphasis on limited reparenting with all patients, but espe-
cially those with more severe disorders. Within the appropriate bounds
of the therapeutic relationship, the therapist attempts to fulfill the pa-
tient’s unmet childhood needs. Finally, there is more focus on the thera-
pist’s own schemas and coping styles, especially in regard to the therapy
relationship.

We hope that this volume will provide therapists with a new way of
approaching patients with chronic, longer-term themes and patterns, and
that schema therapy will provide significant benefits for those extremely
difficult and needy patients whom our approach is designed to treat.
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SCHEMA THERAPYConceptual Model

Chapter 1

SCHEMA THERAPY:
CONCEPTUAL MODEL

Schema therapy is an innovative, integrative therapy developed by Young
and colleagues (Young, 1990, 1999) that significantly expands on tradi-
tional cognitive-behavioral treatments and concepts. The therapy blends
elements from cognitive-behavioral, attachment, Gestalt, object relations,
constructivist, and psychoanalytic schools into a rich, unifying conceptual
and treatment model.

Schema therapy provides a new system of psychotherapy that is espe-
cially well suited to patients with entrenched, chronic psychological disor-
ders who have heretofore been considered difficult to treat. In our clinical
experience, patients with full-blown personality disorders, as well as those
with significant characterological issues that underlie their Axis I dis-
orders, typically respond extremely well to schema-focused treatment
(sometimes in combination with other treatment approaches).

THE EVOLUTION FROM COGNITIVE TO SCHEMA THERAPY

A look at the field of cognitive-behavioral therapy1 helps to explain the
reason Young felt that the development of schema therapy was so impor-

1

1In this section, we use the term “cognitive-behavioral therapy” to refer to various protocols
that have been developed by writers such as Beck (Beck, Rush, Shaw, & Emery, 1979) and
Barlow (Craske, Barlow, & Meadows, 2000) to treat Axis I disorders.
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tant. Cognitive-behavioral researchers and practitioners have made excel-
lent progress in developing effective psychological treatments for Axis I
disorders, including many mood, anxiety, sexual, eating, somatoform, and
substance abuse disorders. These treatments have traditionally been short
term (roughly 20 sessions) and have focused on reducing symptoms,
building skills, and solving problems in the patient’s current life.

However, although many patients are helped by these treatments,
many others are not. Treatment outcome studies usually report high suc-
cess rates (Barlow, 2001). For example, in depression, the success rate is
over 60% immediately after treatment, but the relapse rate is about 30% af-
ter 1 year (Young, Weinberger, & Beck, 2001)—leaving a significant num-
ber of patients unsuccessfully treated. Often patients with underlying per-
sonality disorders and characterological issues fail to respond fully to
traditional cognitive-behavioral treatments (Beck, Freeman, & Associates,
1990). One of the challenges facing cognitive-behavioral therapy today is
developing effective treatments for these chronic, difficult-to-treat patients.

Characterological problems can reduce the effectiveness of traditional
cognitive-behavioral therapy in a number of ways. Some patients present
for treatment of Axis I symptoms, such as anxiety or depression, and either
fail to progress in treatment or relapse once treatment is withdrawn. For
example, a female patient presents for cognitive-behavioral treatment of
agoraphobia. Through a program consisting of breathing training, chal-
lenging catastrophic thoughts, and graduated exposure to phobic situa-
tions, she significantly reduces her fear of panic symptoms and overcomes
her avoidance of numerous situations. Once treatment ends, however, the
patient lapses back into her agoraphobia. A lifetime of dependence, along
with feelings of vulnerability and incompetence—what we call her De-
pendence and Vulnerability schemas—prevent her from venturing out into
the world on her own. She lacks the self-confidence to make decisions and
has failed to acquire such practical skills as driving, navigating her sur-
roundings, managing money, and selecting proper destinations. She prefers
instead to let significant others make the necessary arrangements. Without
the guidance of the therapist, the patient cannot orchestrate the public ex-
cursions necessary to maintain her treatment gains.

Other patients come initially for cognitive-behavioral treatment of Axis
I symptoms. After these symptoms have been resolved, their charactero-
logical problems become a focus of treatment. For example, a male patient
undergoes cognitive-behavioral therapy for his obsessive–compulsive disor-
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Some cognitive-behavioral therapists have adapted these protocols to work with diffi-
cult patients in ways that are consistent with schema therapy (c.f. Beck, Freeman, & Associ-
ates, 1990). We discuss some of these modifications later in this chapter (see pp. 48–53).
For the most part, however, current treatment protocols within cognitive-behavioral therapy
do not reflect these adaptations.



der. Through a short-term behavioral program of exposure combined with
response prevention, he largely eliminates the obsessive thoughts and com-
pulsive rituals that had consumed most of his waking life. Once his Axis I
symptoms have abated, however, and he has time to resume other activities,
he must face the almost complete absence of a social life that is a result of his
solitary lifestyle. The patient has what we call a “Defectiveness schema,”
with which he copes by avoiding social situations. He is so acutely sensitive
to perceived slights and rejections that, since childhood, he has avoided
most personal interaction with others. He must grapple with his lifelong pat-
tern of avoidance if he is ever to develop a rewarding social life.

Still other patients who come for cognitive-behavioral treatment lack
specific symptoms to serve as targets of therapy. Their problems are vague
or diffuse and lack clear precipitants. They feel that something vital is
wrong or missing from their lives. These are patients whose presenting
problems are their characterological problems: They come seeking treat-
ment for chronic difficulties in their relationships with significant others
or in their work. Because they either do not have significant Axis I symp-
toms or have so many of them, traditional cognitive-behavioral therapy is
difficult to apply to them.

Assumptions of Traditional Cognitive-Behavioral Therapy
Violated by Characterological Patients

Traditional cognitive-behavioral therapy makes several assumptions about
patients that often prove untrue of those patients with characterological
problems. These patients have a number of psychological attributes that
distinguish them from straightforward Axis I cases and make them less
suitable candidates for cognitive-behavioral treatment.

One such assumption is that patients will comply with the treatment
protocol. Standard cognitive-behavioral therapy assumes that patients are
motivated to reduce symptoms, build skills, and solve their current prob-
lems and that, therefore, with some prodding and positive reinforcement,
they will comply with the necessary treatment procedures. However, for
many characterological patients, their motivations and approaches to ther-
apy are complicated, and they are often unwilling or unable to comply
with cognitive-behavioral therapy procedures. They may not complete
homework assignments. They may demonstrate great reluctance to learn
self-control strategies. They may appear more motivated to obtain consola-
tion from the therapist than to learn strategies for helping themselves.

Another such assumption in cognitive-behavioral therapy is that, with
brief training, patients can access their cognitions and emotions and report
them to the therapist. Early in therapy, patients are expected to observe
and record their thoughts and feelings. However, patients with char-
acterological problems are often unable to do so. They often seem out of
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touch with their cognitions or emotions. Many of these patients engage in
cognitive and affective avoidance. They block disturbing thoughts and im-
ages. They avoid looking deeply into themselves. They avoid their own
disturbing memories and negative feelings. They also avoid many of the
behaviors and situations that are essential to their progress. This pattern of
avoidance probably develops as an instrumental response, learned because
it is reinforced by the reduction of negative affect. Negative emotions such
as anxiety or depression are triggered by stimuli associated with childhood
memories, prompting avoidance of the stimuli in order to avoid the emo-
tions. Avoidance becomes a habitual and exceedingly difficult to change
strategy for coping with negative affect.

Cognitive-behavioral therapy also assumes that patients can change
their problematic cognitions and behaviors through such practices as em-
pirical analysis, logical discourse, experimentation, gradual steps, and rep-
etition. However, for characterological patients, this is often not the case.
In our experience, their distorted thoughts and self-defeating behaviors are
extremely resistant to modification solely through cognitive-behavioral
techniques. Even after months of therapy, there is often no sustained im-
provement.

Because characterological patients usually lack psychological flexibil-
ity, they are much less responsive to cognitive-behavioral techniques and
frequently do not make meaningful changes in a short period of time.
Rather, they are psychologically rigid. Rigidity is a hallmark of personality
disorders (American Psychiatric Association, 1994, p. 633). These patients
tend to express hopelessness about changing. Their characterological
problems are ego-syntonic: Their self-destructive patterns seem to be so
much a part of who they are that they cannot imagine altering them. Their
problems are central to their sense of identity, and to give them up can
seem like a form of death—a death of a part of the self. When challenged,
these patients rigidly, reflexively, and sometimes aggressively cling to what
they already believe to be true about themselves and the world.

Cognitive-behavioral therapy also assumes that patients can engage in
a collaborative relationship with the therapist within a few sessions. Diffi-
culties in the therapeutic relationship are typically not a major focus of
cognitive-behavioral treatments. Rather, such difficulties are viewed as ob-
stacles to be overcome in order to attain the patient’s compliance with
treatment procedures. The therapist–patient relationship is not generally
regarded as an “active ingredient” of the treatment. However, patients with
characterological disorders often have difficulty forming a therapeutic alli-
ance, thus mirroring their difficulties in relating to others outside of ther-
apy. Many difficult-to-treat patients have had dysfunctional interpersonal
relationships that began early in life. Lifelong disturbances in relationships
with significant others are another hallmark of personality disorders
(Millon, 1981). These patients often find it difficult to form secure thera-
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peutic relationships. Some of these patients, such as those with borderline
or dependent personality disorders, frequently become so absorbed in try-
ing to get the therapist to meet their emotional needs that they are unable
to focus on their own lives outside of therapy. Others, such as those with
narcissistic, paranoid, schizoid, or obsessive–compulsive personality disor-
ders, are frequently so disengaged or hostile that they are unable to collab-
orate with the therapist. Because interpersonal issues are often the core
problem, the therapeutic relationship is one of the best areas for assessing
and treating these patients—a focus that is most often neglected in tradi-
tional cognitive-behavioral therapy.

Finally, in cognitive-behavioral treatment, the patient is presumed to
have problems that are readily discernible as targets of treatment. In the
case of patients with characterological problems, this presumption is often
not met. These patients commonly have presenting problems that are
vague, chronic, and pervasive. They are unhappy in major life areas and
have been dissatisfied for as long as they can remember. Perhaps they have
been unable to establish a long-term romantic relationship, have failed to
reach their potential in their work, or experience their lives as empty. They
are fundamentally dissatisfied in love, work, or play. These very broad,
hard-to-define life themes usually do not make easy-to-address targets for
standard cognitive-behavioral treatment.

Later we look at how specific schemas can make it difficult for pa-
tients to benefit from standard cognitive-behavioral therapy.

THE DEVELOPMENT OF SCHEMA THERAPY

For the many reasons just described, Young (1990, 1999) developed
schema therapy to treat patients with chronic characterological problems
who were not being adequately helped by traditional cognitive-behavioral
therapy: the “treatment failures.” He developed schema therapy as a sys-
tematic approach that expands on cognitive-behavioral therapy by inte-
grating techniques drawn from several different schools of therapy. Schema
therapy can be brief, intermediate, or longer term, depending on the pa-
tient. It expands on traditional cognitive-behavioral therapy by placing
much greater emphasis on exploring the childhood and adolescent origins
of psychological problems, on emotive techniques, on the therapist–pa-
tient relationship, and on maladaptive coping styles.

Once acute symptoms have abated, schema therapy is appropriate for
the treatment of many Axis I and Axis II disorders that have a significant
basis in lifelong characterological themes. Therapy is often undertaken in
conjunction with other modalities, such as cognitive-behavioral therapy
and psychotropic medication. Schema therapy is designed to treat the
chronic characterological aspects of disorders, not acute psychiatric symp-
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toms (such as full-blown major depression or recurring panic attacks).
Schema therapy has proven useful in treating chronic depression and anxi-
ety, eating disorders, difficult couples problems, and long-standing diffi-
culties in maintaining satisfying intimate relationships. It has also been
helpful with criminal offenders and in preventing relapse among substance
abusers.

Schema therapy addresses the core psychological themes that are typi-
cal of patients with characterological disorders. As we discuss in detail in
the next section, we call these core themes Early Maladaptive Schemas.
Schema therapy helps patients and therapists to make sense of chronic,
pervasive problems and to organize them in a comprehensible manner.
The model traces these schemas from early childhood to the present, with
particular emphasis on the patient’s interpersonal relationships. Using the
model, patients gain the ability to view their characterological problems as
ego-dystonic and thus become more empowered to give them up. The
therapist allies with patients in fighting their schemas, utilizing cognitive,
affective, behavioral, and interpersonal strategies. When patients repeat
dysfunctional patterns based on their schemas, the therapist empathically
confronts them with the reasons for change. Through “limited reparent-
ing,” the therapist supplies many patients with a partial antidote to needs
that were not adequately met in childhood.

EARLY MALADAPTIVE SCHEMAS

History of the Schema Construct

We now turn to a detailed look at the basic constructs that make up
schema theory. We begin with the history and development of the term
“schema.”

The word “schema” is utilized in many fields of study. In general terms,
a schema is a structure, framework, or outline. In early Greek philosophy,
Stoic logicians, especially Chrysippus (ca. 279–206 B.C.), presented princi-
ples of logic in the form of “inference schemata” (Nussbaum, 1994). In
Kantian philosophy, a schema is a conception of what is common to all mem-
bers of a class. The term is also used in set theory, algebraic geometry, educa-
tion, literary analysis, and computer programming, to name just some of the
diverse fields in which the concept of a “schema” is used.

The term “schema” has an especially rich history within psychology,
most widely in the area of cognitive development. Within cognitive devel-
opment, a schema is a pattern imposed on reality or experience to help in-
dividuals explain it, to mediate perception, and to guide their responses. A
schema is an abstract representation of the distinctive characteristics of an
event, a kind of blueprint of its most salient elements. In psychology the
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term is probably most commonly associated with Piaget, who wrote in de-
tail about schemata in different stages of childhood cognitive develop-
ment. Within cognitive psychology, a schema can also be thought of as an
abstract cognitive plan that serves as a guide for interpreting information
and solving problems. Thus we may have a linguistic schema for under-
standing a sentence or a cultural schema for interpreting a myth.

Moving from cognitive psychology to cognitive therapy, Beck (1967)
referred in his early writing to schemas. However, in the context of psy-
chology and psychotherapy, a schema can be thought of generally as any
broad organizing principle for making sense of one’s life experience. An
important concept with relevance for psychotherapy is the notion that
schemas, many of which are formed early in life, continue to be elaborated
and then superimposed on later life experiences, even when they are no
longer applicable. This is sometimes referred to as the need for “cognitive
consistency,” for maintaining a stable view of oneself and the world, even
if it is, in reality, inaccurate or distorted. By this broad definition, a schema
can be positive or negative, adaptive or maladaptive; schemas can be
formed in childhood or later in life.

Young’s Definition of a Schema

Young (1990, 1999) hypothesized that some of these schemas—especially
schemas that develop primarily as a result of toxic childhood experiences—
might be at the core of personality disorders, milder characterological prob-
lems, and many chronic Axis I disorders. To explore this idea, he defined a
subset of schemas that he labeled Early Maladaptive Schemas.

Our revised, comprehensive definition of an Early Maladaptive Schema is:

• a broad, pervasive theme or pattern
• comprised of memories, emotions, cognitions, and bodily sensa-

tions
• regarding oneself and one’s relationships with others
• developed during childhood or adolescence
• elaborated throughout one’s lifetime and
• dysfunctional to a significant degree

Briefly, Early Maladaptive Schemas are self-defeating emotional and
cognitive patterns that begin early in our development and repeat through-
out life. Note that, according to this definition, an individual’s behavior is
not part of the schema itself; Young theorizes that maladaptive behaviors
develop as responses to a schema. Thus behaviors are driven by schemas
but are not part of schemas. We explore this concept more when we dis-
cuss coping styles later in this chapter.
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