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Abstract

Borderline personality disorder (BPD) is one of thest common and severe
forms of personality disorder in clinical practic&chema therapy is a relatively
new system of psychotherapy well suited to patiesits BPD. Two main concepts
found within schema therapy are “early maladaptebemas” and “schema
modes”. Early maladaptive schemas are core belladsit the self and others that
contribute greatly to the formation of personatiigorders. A schema mode is a
combination of schemas and a coping strategy amtheaefined as “an organized
pattern of thinking, feeling and behaving based @anset of schemas”.
Dysfunctional schema modes in BPD are essentiatlgtt of the self that have not
been integrated into a cohesive personality stracand therefore potentially
operate in a dissociated manner. Schema modes tmggparticularly useful in
understanding the dramatic emotional shifts seeBFD patients. As part of the
literature review of schema therapy in this thesisystematic review of 17 studies
was done that examined the relationship betwedy saladaptive schemas and
BPD. This review showed that the schemas of disecion and rejection
including abandonment, mistrust/abuse, social igsla emotional deprivation
and defectiveness/shame were the most prevaleammsshin patients with BPD.
As schema modes represent a new concept and tmembaology of schema
modes has only been studied in adults, this studgdto extend the literature by
identifying the schema modes present in adolesceititsborderline personality
disorder or traits, and also assess the relatipris¢tiween dysfunctional schema
modes and dissociation in BPD patients. Recruitro€df adolescent/youth BPD
patients from Monash Health enabled comparison thiéh42 non-patients, who
were recruited from sporting clubs, schools andvensities. Borderline
psychopathology was assessed by the SCID-Il stedtinterview. Subjects
completed the Schema Mode Inventory (SMI), Wessegdziation Scale (WDS),
Psychiatric Screening Questionnaire (PDSQ) and D®Mand ICD-10
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Personality Questionnaire (DIP-Q). Analyses empidylann-Whitney U tests for
comparing patient and non-patient groups, whileratational analyses and
stepwise regression explored the relationship batwechema modes and
dissociation. Key results were that patients witPDBscored significantly higher
than non-patients in all maladaptive modes excagtissistic modes (bully/attack
and self-aggrandizer modes). The strongest coiwatatwere found between
dissociation and the following modes: Detachedddtot, Angry Child, Impulsive
Child, Punitive Parent, Demanding parent, and \Vahbke Child. Step-wise
regression showed that the detached protector randeimpulsive child mode
made a significant contribution to the dissociasonres and explained 58 percent
of the variance in dissociation. Clinically, thelséter modes could seriously
handicap the therapeutic relationship and neee tmbsidered as primary targets
of treatment in patients with BPD. The identificatiand integration of dissociated
schema modes into therapy could be a significagtagreutic goal for persons
diagnosed with BPD.
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Chapter 1. Introduction

1.1. Overview of the Present Research

Personality disorders (PDs) are prevalent psychodbglisturbances with significant
clinical ramifications (Bradley, Zittel Conklin, &Vesten, 2005). Therapists and
researchers rarely apply Axis Il diagnosis in aslodéaits as DSM-IV suggests that PDs in
adolescents be diagnosed with caution (Bradlely,&2@G05). However, a substantial body
of research indicates that, despite considerableldpmental alterations in adolescence,
long-lasting maladaptive personality features camdzognized in adolescents. A recent
succession of studies has suggested that the preeabf PDs in adolescents, according
to the criteria applied to adults, is approximatglyilar to that in adults (roughly 15%),
and PD symptoms in adolescents are diagnostici@hlesover time (Bernstein, Cohen,
Skodol, Bezirganian, & Brook, 1996; Johnson et #)99) and anticipate the diagnosis
of axis | and axis Il disorders in early adultho(@rilo, Walker, Becker, Edell, &
McGlashan, 1997; Johnson et al., 1999; Johnson.,e2@0). Alongside the doubts
regarding the diagnosis of PDs in adolescents, [BSkkntioned that “for a personality
disorder to be diagnosed in an individual younpant18 years, the features must have
been present for at least 1 year”. DSM-5 made amexion for antisocial personality
disorder which cannot be diagnosed in anyone yautigen 18 years (American

Psychiatric Association, 2013, pp. 647-648).

Borderline PD (BPD) in adolescents and adults hesnbat the centre of empirical
attention. Findings demonstrate that the symptdnBP® (e.g., unmodulated emotions,
unstable interpersonal relationships) and childh@oxgeriences (e.g., disorganized
attachment, history of early neglect and abuseBRD are similar in adolescents and
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adults (Johnson et al., 1995; Ludolph et al., 1890, Grapentine, Francis, & Picariello,

1996).

The development of early intervention programsaftwlescents who met the BPD criteria
would be beneficial and should cater for the unigeeds of youth (Chanen, Jovev,
McCutcheon, Jackson, & McGorry, 2008). These eartgrventions are intended to
reduce the borderline general psychopathology, argpsychosocial functioning, and

reduce the risk of depression, suicide, violenaksaif-harm (Chanen et al., 2008).

Whereas BPD had long been understood as a chnodhi@enarkably untreatable disorder,
more recent data indicate a high remission rateua5% by 2 years and 85% by 10
years), with remission defined as “no more than tiiagnostic criteria being met for at

least 12 months, and a low relapse rate (of abeit)I (Gunderson, 2011, p. 2038).

Psychotherapy is reported to be the primary treatrfir BPD (American Psychiatric

Association, 2004; Gunderson, 2011; Zanarini, 2008)rently, there are four broad and
comprehensive psychological models for understandimd treating BPD phenomenon.
Two of these approaches are considered psychodgnamssence: mentalization-based
treatment and transference-focused psychotherapg.other two are regarded to be
cognitive-behavioural in nature: dialectical belvaval therapy and schema-focused

therapy (Zanarini, 2009).

A recent multi-place trial organized in the Netheds showed that schema therapy can
lead to recovery from BPD in about half of the eats, while two-thirds of the patients
experience a clinically significant improvement é&&n-Bloo et al., 2006). “Schema
therapy proved to be more than twice as effectiseaapsychodynamic treatment
(Transference-focused psychotherapy)” (Arntz, vaendgren, Drost, Sendt, &

Baumgarten-Kustner, 2009, p. xiii). Evidence & é&iffectiveness of the schema therapy
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for BPD has been provided by another randomizettalnial (Farrell, Shaw, & Webber,
2009) and case studies (Morrison, 2000; Nordahh&aéter, 2005). A systematic review
of the evidence base for schema therapy, inclutsfudies that clinically tested schema
therapy, suggests that schema therapy producely Isigimificant positive outcomes in

terms of decreasing BPD symptoms (Masley, Gillasid8impson, & Taylor, 2011).

Dialectical behaviour therapy (DBT) is another dtiga behavioural model of treatment
which has been suggested as the treatment of ctwigedividuals with BPD (Koons et

al., 2001; Stoffers et al., 2012). Stoffers et(aD12) assert that DBT is a preferred
treatment because of the scarcity of evidence adiar other treatments rather than

evidence of the effectiveness of DBT compared heiotherapies.

DBT, schema therapy, and the cognitive analytiaapg introduced by Ryle, are
integrative  approaches  incorporating the  psychodyoma notions  of
transference/countertransference and the importafdbe relationship between the
therapist and the patient. All of these therapiepleasise a humanist respect for the
patient's experience while they pursue the objestiof treatment from different
perspectives. The purpose of this study is to aehéebetter understanding of cognitive-
emotive inter- and interpersonal constructs undeglBPD. Ryle (1997) asserted that
DBT lacks any account of inter- and interpersomatpsses defining repeated sequence
of mental and behavioural patterns. However, agmiutreatments including schema
therapy and cognitive analytic therapy have intoetlisuch processes such as schema
modes, reciprocal role procedures or self-statelsef®a therapy descriptions of poorly
integrated schema modes in BPD inspirationally eagdhe dissociated self-states
described in cognitive analytic therapy. Howeveuwying the last decades, schema

therapists have succeeded in developing sophisticgtiestionnaires measuring these



aspects of the mind and providing a path for qtatnte research in this area. “Schema”
and “schema mode” are basic constructs that makechipma theory. A schema is a
cognitive emotional pattern projected on experigndeslp individuals explain it (Young,
Klosko, & Weishaar, 2003). While schema is a tcaihcept, schema mode is a state
concept consisting of several schemas and a cgprategy (avoidance, surrender and
compensation). These schema modes could replaanotiger from moment to moment.
Schema modes might act independently from eachr gikea result of an intense
dissociation between them (Young et al., 2003).rd@toee, the main focus of this study
will be on cognitive emotive and behavioural stawes called schemas and schema
modes defined in schema therapy, particularly sehenodes in relation to the
dissociation in borderline PD phenomenon experignte adolescence and early
adulthood. In this chapter, we describe these oactstin more detail. A systematic
review of the literature is also provided in chagewhich investigates the prominent
schemas in borderline patients. As will be desdile the next sections of the
introduction, the main pathology of the borderlgwndition is the individual’'s extreme
instability in terms of thought, emotion and beloavi Researchers in the domain of
cognitive therapy, psychoanalysis, and attachmesry have suggested that BPD is
characterized by “poorly integrated schemas thttrsipidly and unpredictably” (Blizard,
2010, p. 2). The recognition of dissociation careficacious in treating BPD because,
if schema modes or self-states are dissociatedalitiégy of one mode to participate in
therapy directed to another mode may be restridibd.founder of schema therapy has
characterized schema modes by the degree to winddda has become dissociated from
an individual's other modes (Young et al., 2008)s tstudy will examine the extent to

which the prominent schema modes in BPD are relatédssociation.



Owing to the recent emphasis of Young on the maaeept as the essence of schema
therapy work with severe personality disorders i & Young, 2006), and the
benefits of the mode conceptualization over thelyeanaladaptive schema
conceptualization for formulation and treatmenB&D —which will be described further
in this chapter-, a new batch of studies have lesnted to the role of schema modes in
borderline personality disorder. However, onlywa &udies thus far (done by Arntz and
Lobbestael) have studied the schema modes re@®BD patients. In fact, the number
of studies in this area is scarce and is in itarinf. Examination of the schema mode
model of Young et al. (2003) has received littlep@mnal consideration (Johnston,
Dorahy, Courtney, Bayles, & O'Kane, 2009). Oneta Young's theory is the role of
dissociation in the structure, permanence, andtiomof maladaptive schema modes in
the BPD. Dissociation can be defined in terms dfs{@ns and symptoms, (2) a process
such as cutting off an integrated operation org3jivision in the structural organization
of personality (Dell & O'Neil, 2009; Vermetten, Ry, & Spiegel, 2007). Although
Young and his colleagues’ definition of dissociatizas not been specifically linked to
any of symptom, process or structure, it can beicked from their writings (Young et al.,
2003) that their definition is consistent with disgtion as divided personality segments
or divided consciousness (i.e., Structural dissmriq as originally suggested by Janet
(1907) (Johnston et al., 2009). It is hypothesited different forms of dissociation are
associated with mode pathology in BPD. To put ibthar way, an increase in mode
severity and a decrease of in-between mode integratill heighten the dissociative

structure of BPD.

There has been only one adult study that examimedeiationship between dissociation
and BPD (Johnston et al., 2009). This study sugdesiat, in BPD, reported dissociative

experiences might be related to the dissociativasidn of the personality into
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maladaptive schema modes, and in particular, teeepice of parts of the mind being

associated with maladaptive child modes.

As Kellogg and Young (2006) hypothesized, therefatg main dysfunctional modes
that characterize BPD patients: two child modes abandoned/abused child mode, and
the angry and impulsive child mode, and two oldedes, the punitive parent mode and
the detached protector mode. All the research vatard to the prevalent borderline
modes in comparison to non-clinical populations bhaen done in adult borderline
populations. The nature of schema modes in youngeterline individuals has not been
empirically studied. As a result, the aims of thisdy are as follows: Firstly, extend the
literature by identifying which schema modes amspnt in adolescents with borderline
personality disorder /traits. Secondly, assessrétationship between dysfunctional
schema modes and dissociation in BPD and therpfdar¥oung’s schema mode concept

within an empirical framework.

Secondary aim of this research project is the ewatian of the relationship between

BPD and what were previously defined in DSM-1V agsd and axis-Il disorders.

In order to explore the extent to which borderlipersonality disorder /traits are
associated with levels of schema modes, a contoalgof non-patients is included in the

study.
Based on Young, the hypotheses of the study are:
» Adolescent BPD patients will score lower than tlen-patient group on the

healthy adult mode and happy child modes, and highehe vulnerable child,

angry child, the enraged child, the impulsive childnitive parent, the demanding



parent, detached protector, detached self-sootimet,the compliant surrender
schema modes.

» The level of dissociation will be significantly Higr in the adolescent BPD group
than the non-patient group, and the presence cddaptive schema modes will
be associated with higher dissociation in BPD pisie

* The child schema modes will predict the dissocmasioores.

The hypotheses will be examined through a quaivitatross-sectional study of
adolescents with BPD. A SCID-II structured intewiwill be applied for diagnosis of
BPD. Axis-I and-ll DSM-IV psychopathology will belss assessed by self-report
inventories. Schema mode and dissociation willdsessed by questionnaires. Statistical
analysis will be performed using the latest versodnStatistical Package for Social
Sciences (IBM SPSS statistics version 22). The Mathitney U test for independent
groups will be used to compare the schema modéne gfatients and non-patient groups.
Pearson Correlations will be used to assess tlatimaeship between dissociation and
schema modes. A regression analysis will be usedetttify predictors of dissociation

among schema modes and establish a predictiveidarfor schema modes.

Prior to reporting on the study, in Chapter 1,dgest the need for research in the area of
the schema mode concept, the borderline PD phermmiaradolescents, the theoretical
framework and objectives of the project. Chaptpr@ides a systematic review of the
relationship between early maladaptive schemasgarderline personality disorder/traits.
Reviews of the relevant literature pertaining te ttevelopment of the definition of
borderline personality disorder and dissociationdifferent schools of thought in
psychology are presented in Chapter 3. Chaptetlihesithe process of obtaining ethics

approval, research methods, and measures appligdsimproject. Chapter 5 provides
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detailed information on the results of the statadtanalyses of results. In Chapter 6, the
results of the study are discussed in light ofptexious research and the existing theories

regarding BPD, dissociation and schema modes.

In the following sections of this chapter, firstiye standard definition of borderline
personality disorder in the latest (fifth) editioh Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) will be discussed (thednigal roots of the definition of BPD
are discussed in chapter 3). This is followed bgxamination of studies in regard to the
validity of the diagnosis of BPD in adolescentsttRermore, the schema therapy theory
and concepts, especially in relation to BPD, wélldescribed in detail. The development
of the concept of schema mode in schema therapyythend the shift towards schema
mode concept particularly in an effort to underdtéire dramatic shifts of BPD patients,

will be discussed in the following sections on téeets of schema therapy.

1.2. General Introduction

Based on the definition of DSM-5, a personalityodier is an “enduring pattern of inner
experience and behaviour that deviates markedty fhe expectations of the individual's
culture, is pervasive and inflexible, has an onseddolescence or early adulthood, is

stable over time and leads to distress or impaitinen

During the reformation process of the fifth editioh the Diagnostic and Statistical
Manual of Mental Disorders, multiple recommendedsiens to introduce a dimensional
approach were made that would have mainly chartgeday by which individuals with

these disorders are understood and diagnosed. Basddedback received from a
multilevel review of suggested revisions, the Aroan Psychiatric Association Board
finally decided to retain the DSM-IV approach rethto categorical diagnosis with the

same 10 personality disorders (American Psychi&sgociation, 2013).
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In Section 1l of DSM-5, the criteria for persongldisorders have not altered from those
in DSM-IV and again personality disorders are catizgd into three clusters based on
descriptive resemblances. Cluster A consists odrgad, schizoid, and schizo-typal
personality disorders. Individuals with these diws often appear peculiar and eccentric.
Cluster B includes antisocial, borderline, histi@@and narcissistic personality disorders.
Individuals with these disorders often seem drasnagntimental, or erratic. Cluster C
consists of avoidant, dependent and obsessive-deiv@upersonality disorders.
Individuals with these disorders often show anxietyfear. This clustering system,
although useful in some research settings and &donehframeworks, has a number of
limitations and has not been accredited in somthefstudies (American Psychiatric

Association, 2013).

However, DSM-5 moved from the multi-axial systematoew form of assessment that
removes the divisions between personality disordadsother psychological disorders.
DSM-5 has moved to a documentation of diagnosibawit axial designation (formerly
Axes I, Il, and Ill), with separate indications feignificant psychosocial and contextual
factors (formerly Axis 1V) and disability (formerhjxis V). The DSM-5 system thus
combines the first three axes described in pasioediof DSM into one axis with all

mental and other medical diagnoses (American PayrahiAssociation, 2013).

The APA'’s alternative dimensional-categorical mddediagnosing personality disorder
is included in section Il for further study. Althgh 4 DSM-1V personality disorders were
omitted in this section, the new DSM-5 model regdirsix personality disorder types
(Borderline, Obsessive-compulsive, Avoidant, Schigml, Antisocial, Narcissistic)

personality disorders. In this thesis, | will fooms patients with borderline personality

disorder.



1.3. Theoretical Background

1.3.1. Borderline Personality Disorder

The essential characteristic of BPD is “a pervapatern of instability of interpersonal
relationship, self-image and affects and markeduisipity that begins in [adolescence
and established by] early adulthood and is preiseatvariety of contexts”. Individuals
with BPD make vehement efforts to avoid real ortdaized abandonment. These
abandonment fears are associated with an intolerainoeing alone and an extreme need
to receive support from other people (American Rstdc Association, 2013, p. 663).

BPD is diagnosed when at least 5 out of 9 followgniteria (Table 1) are met:

Table 1: Diagnostic Criteria for Borderline Persitgdisorder (American Psychiatric Association,
2013, p. 663)

(1) Frantic efforts to avoid real or imagined abamuent (Note: Do not include suicidal or self-
mutilating behaviour covered in Criterion 5);

(2) A pattern of unstable and intense interpersagkdtionships characterized by alternatjng
between extremes of idealization and devaluation;

(3) Identity disturbance: markedly and persistentigtable self-image or sense of self.

(4) Impulsivity in at least two areas that are ptitdly self-damaging (e.g., spending, sex, sultsan
abuse, reckless driving, binge eating) (Note: Dbimclude suicidal or self-mutilating behaviour
covered in Criterion 5);

(5) Recurrent suicidal behaviour, gestures, oratisteor self-mutilating behaviour;

(6) Affective instability due to a marked reactviof mood (e.g., intense episodic dysphoyia,
irritability, or anxiety usually lasting a few hauand only rarely more than a few days);

(7) Chronic feelings of emptiness;

(8) Inappropriate, intense anger or difficulty qoliing anger (e.g., frequent displays of temper,
constant anger, recurrent physical fights);

(9) Transient, stress-related paranoid ideatiosewere dissociative symptoms.

Borderline personality disorder is a prevailing na¢xisorder associated with high rates
of suicide, extreme functional disturbance, higtesaof comorbid mental problems,
intensive use of treatment, and high financial Efur costs to society (Leichsenring,

Leibing, Kruse, New, & Leweke, 2011). BPD is so vaent that most clinical
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practitioners must treat at least one patient Witk disorder. They present with severe
problems and intense misery. They are difficulréat successfully. Some mental health
clinicians feel overwhelmed and inadequate in dgaWith these patients, and are in
search of a treatment that is proven to resultames relief (Linehan, 1993). The
prevalence of borderline personality disorder tiested to be 1.6% of the population
but may be as high as 5.9% (American Psychiatrisofisition, 2013, p. 665). The
prevalence of borderline personality disorder isLal6% in primary healthcare settings,
about 10% among individuals seeking help in ougpaitinental health clinics, and about
20% among psychiatric inpatients (American Psycigidtssociation, 2013), and 30% to

60% of patients with personality disorders (Benja&iSadock, 2010).

Results from the Australian National Survey of M#iealth and Well-being part-11l in
2004 showed that some specific PDs, especially BRide more vigorously associated
with having one or more Axis-I disorders, greatesnial incapability and lost days of
total and partial work functioning than having nD Br other PDs. This study also
reported a prevalence figure of 0.96% for BPD, ibthis figure is combined with the
figure of 1.33% for impulsive PD, then the finabud is 2.28% (Jackson & Burgess,
2004). BPD is approximately five times more premalamong first-degree biological
relatives of patients than in general populatidmer€ is also an increased familial risk for
drug use disorders, antisocial personality disquaied depressive/bipolar disorders. BPD
is diagnosed predominantly (about 75%) in women ¢Acan Psychiatric Association,
2013). BPD patients usually seek treatment afteniaide attempt or intentional self-
mutilation. Such experiences end up in an averageal hospital stay of 6.3 days and
one emergency visit every two years (Bender e2801; Zanarini, Frankenburg, Hennen,

& Silk, 2004).
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For a diagnosis of BPD, any combination of five ofinine DSM criteria are required.
This culminates in 151 feasible divergent combonaiof criteria for a BPD diagnosis.
Such heterogeneity has encouraged researchesntifydcore underlying variables that

are assumed to be responsible for a broad varfi@&D symptoms (Skodol et al., 2002).

Due to the fact that borderline personality disolidene of the most common, complex
and severe PDs in clinical practice, doing reseamthts phenomenology and basic

psychopathology will lead us to new effective int@rtions.

1.4. BPD in adolescence

Diagnosis of borderline personality disorders inladcents has been the subject of much
controversy among mental health experts. Findimygal that signs of BPD usually
become apparent in adolescence (Chanen, McCutcleway, Jackson, & McGorry,
2007; Gunderson, 2011). A noticeable amount of eawid shows that the diagnostic
criteria for BPD (and other PDs) are as reliabétidvand stable before the age of 18 years
as they are in adulthood (Chanen et al., 2004; &hajovev, & Jackson, 2007; Chanen

et al., 2007; Westen, Shedler, Durrett, Glass, &tbtes, 2003).

Beginning with the fourth edition of the Diagnostiad Statistical Manual of Mental
Disorders (DSM; American Psychiatric Associatiof94), application of the diagnosis
of borderline personality disorder (BPD) to youtlaswvpermitted (Michonski, Sharp,
Steinberg, & Zanarini, 2013). DSM-5 allows for ttiegnosis of PDs in adolescence if
the symptoms are intense enough to consistentgrfare with the person’s daily

functioning for one year or longer (American Pswythc Association, 2013, p.647).

!Adolescents are individuals who are between chiddhand adulthood, in the process of reaching sexual
maturity; WHO describes the adolescent age spanthassecond decade of life, 10-19 vyears
(http://www.who.int), (Sadock, Sadock, Ruiz, & Kap| 2009).
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There is an extensive body of research in regatta the validity, reliability, prevalence
and benefits of the diagnosis of BPD in adolescetiish is presented in the following

paragraphs.

Chanen et al. (2004) reported that in late teeageatients, the 2-year permanence of
the global category of PD is high. The researcthig area suggests that the BPD is not
uncommon in adolescents. It has been argued tisaniinly a disorder of young people,
as BPD traits in young people appear to be at &sabigh, if not remarkably higher, than
in adults (Chanen et al., 2007). In community sgtj BPD is appraised to affect about
3% of adolescents (Chanen et al., 2007, p.S18)inical settings, BPD is more prevalent,
ranging from 11% (of outpatients) to 49% (of inpats) (Chanen et al., 2008). Westen,
Shedler, Durrett, Glass, and Martens (2003, p. 248) argued that “with some
exceptions, personality pathology in adolescencembles that in adults and is
diagnosable in adolescents ages 14-18". Chaneh €088) asserted that validity,
reliability, and prevalence of the diagnosis of BiRlddolescents resemble that of adults.
Adolescents with BPD experience severe and pemasinsequences over their
subsequent years. It is clearly evident that ctiargmathology is a significant form of
psychological problems in adolescence (Kasen, Cdblardol, Johnson, & Brook, 1999;
Levy et al., 1999). Findings of several differemtidies support the application of
borderline PD criteria before age 18 years (Levgletl999; Westen et al., 2003). BPD
in adolescence has a parallel structure (Durréitesten, 2005), similar phenomenology,
origin and prevalence of post early catastrophipeeences compared to adult BPD
(Westen & Chang, 2000). Also adequate concurrelidityaexists (Chanen et al., 2007;
Levy et al., 1999), and comparable stability tolaB@D (Chanen et al., 2004; Crawford,
Cohen, & Brook, 2001). Significantly, adolescent Bpatients suffer from high

morbidity (Bernstein et al., 1993; Chanen et @002 Johnson et al., 1999; Levy et al.,
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1999). Due to the considerable amount of reseandhe stability (Chanen et al., 2004)
and validity (Bernstein et al., 1993; LewinsohnhRe, Seeley, & Klein, 1997; Westen
et al., 2003) of a borderline diagnosis in oldeslascents, we included adolescents aged
14-18 in this research. Moreover, in exploring sghenodes in BPD, an examination of
the phenomenology in adolescents target the disoede it becomes apparent
developmentally. In the following sections of thisapter, BPD is described based on the
theory of schema therapy. However, first the basincepts of schema therapy are

discussed.

1.5. Schema Therapy

Schema therapy is a creative, integrative therappded by Young and colleagues in
1990s, that combines elements from attachment,itbegibehavioural, gestalt, object
relations, constructivist and psychoanalytic apphes into a rich, unifying conceptual
and treatment model, and provides a system of ps$igerapy that is particularly
productive for individuals with chronic psychologiaisorders who have usually been
considered hard to manage (Young et al., 2003, |®&hema Therapy significantly
expands on (1) conventional cognitive-behaviourberdpies and concepts by
highlighting psychodynamic elements and explorimg¢hildhood and adolescent causes
of psychological problems, (2) emotive techniq8}the therapist-patient relationship,
and (4) dysfunctional coping styles (Jeffrey & Ygut999; Young et al., 2003, p.5). The
evidence of the effectiveness of the schema thefapy8PD has been provided by
randomized control trials (Farrell et al., 2009e&in-Bloo et al., 2006) and case studies

(Morrison, 2000; Nordahl & Nysaeter, 2005).

Schema therapy and cognitive therapy share as ¢isé fomdamental target of treatment
the cognitive construct called maladaptive schelBadl,(1998; Sempértegui, Karreman,
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Arntz, & Bekker, 2013). There are four main consept Schema Therapy: early
maladaptive schemas, coping styles, schema doraathschema modes (Masley et al.,

2011; Young et al., 2003), each of which will b@lkxned below.

1.5.1. Schemas and Schema Domains

The word “schema” originates from data processihgoty, which states that

“information is ordered in our memory thematicallyan Genderen, Rijkeboer, & Arntz,

2012, p. 27; Williams, 1997). The basic assumpisothat experiences are kept in our
autobiographic memory in the form of schemas fromdarly years of life (Conway &

Pleydell-Pearce, 2000).

Every day, we experience a large number of stifinoin our environment. Even if only
chased for half an hour, it would not be almostsfime to record everything we sense,
feel, or think. To get rid of cognitive overloadevare constrained to form classified
structures or frameworks to be able to procesas@dming information. Cognitive theory
names these frameworks as schemas. Beck descritetias as templates for perceiving,
encoding, storing and remembering the informatiBack, Freeman, & Davis, 2004;
Lobbestael & Arntz, 2012; Widiger, 2012). Basicallgese schemas shape the glasses
through which we recognize the pain and happinefsedife. Once formed, people have
the inclination to retain their schemas, whicheissible given the fact that humans strive
for cognitive consistency. So, once we have a seheve are motivated to maintain it,
and we are likely to store information in such aywat is consistent with our schemas,
which will ultimately cause these schemas to predsame overgeneralized meanings
(Lobbestael & Arntz, 2012). Schemas are composéskoisory perceptions, experienced
affects and actions, and the meaning given to themsh that primary childhood

experiences are maintained and memorized non -aNgrMichiel Van & Van
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Vreeswijk, 2012; Young et al., 2003). For examgeywing up in an unloving and
rejecting environment in the early years of lifél wredispose a child to develop schemas
in the disconnection and rejection domain, likermlmament or emotional deprivation
schemas. In essence, Bowlby’'s attachment theorgwifid/, 1988) which plays an
important role in Young’'s model, would nominatesbearly insecurities as attachment
styles (for example, insecure attachment styleJungoet al. (2003) assumes that the
schemas result from unfulfilled core emotional reeedchildhood. They postulated five
core emotional needs for human beings based olitéhature and their own clinical

observation, but not based on empirically testadiss:

1. Secure affective bonds to others (includes safietlsecurity, emotional
stability, nurturance and acceptance).

2. Autonomy, independence, competence, and senseitid

3. Freedom to state authentic desires and emotions

4. Spontaneity, play, amusement and recreation

5. Realistic standards/restrictions and self-control

The interaction between a child’s innate temperanamd early environment may
eventuate in frustration, rather than gratificatiohthese basic needs, which will lead to
the formation of maladaptive schemas (Young et28l03). Temperament is referred to
as the biological underpinning of personality aadrechild has a unique and special
temperament from birth. Some children are more eggive, some are shyer and some
are more irritable (Young et al., 2003). Young hysised that some of the schemas —
especially schemas that evolve early in life assalt of harmful childhood experiences
might be contributory to the development of perdiopngathologies, milder character

issues and many chronic Axis | disorders. To exptbrs idea, he introduced a subset of
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schemas that he named “Early Maladaptive SchemE®dse schemas are “broad,
pervasive themes or patterns, comprised of memaastions, cognitions and bodily
sensations, regarding oneself and one’s relatipnshith others, developed during
childhood or adolescence, elaborated throughoutsdifetime and dysfunctional to a
significant degree” (Young et al., 2003, p. 7). [favlaladaptive Schemas fight for
survival as a result of a human drive for consisgéYoung et al., 2003). Although
Young asserted that there are both positive andtivegschemas, he did not spell out the
adaptive schemas. However, other researchers leiveed positive schemas related to
worthiness, self-efficacy, optimism, success, trastd social connectedness (Keyfitz,
Lumley, Hennig, & Dozois, 2013). Based on the depeiental stages of Erikson (1950),
Young argues that “the successful resolution ohesigge results in an adaptive schema,

whereas the failure to resolve a stage leads taladaptive schema” (Young et al., 2003,
p.9).

In Young’s model, the 18 early maladaptive schethas be defined are grouped into
five broad categories of unmet emotional nééliat are called “schema domains” (Table

2).

2 “An important notion with relevance for psychothapy is the concept that schemas, many of which are
formed in primary stages of life, continue to babalrated and then prevailed on the individual'srlat
experiences, even when they are no longer relerampplicable; this is sometimes referred to asted

for ‘cognitive consistency’, for maintaining a contous view of oneself and the world, even if itiis
reality incorrect or distorted” (Young et al., 2003

3 This list of needs is rooted in both the “theor@sothers” and “Young and his colleagues’ clinical
observations” and has not been tested empiricdliy(g et al., 2003, p.9).
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Table 2: Definitions of schema domains (Lobbesfadintz, 2012; Young et al., 2003
p.16,17,18,19)

(1) Disconnection and Rejection Domain: Patients with schemas in this domain have had early
experiences that impeded their ability to form secure, satisfying attachments to others. As a result,
they have presumptions leading them to believe that their needs for stability, safety, nurturance, love
and belonging will not be met. Typically patients have features from the early maladaptive schemas of
(a) unstable “Abandonment/Instability”, (b) abusive “Mistrust/Abuse”, (c) cold “Emotional
Deprivation”, (d) rejecting “Defectiveness/Shame”, or (e) isolated from the outside world “Social
Isolation/Alienation”.

(2) Impaired Autonomy and Performance: Patients with schemas in this domain have
expectations about themselves and the world that interfere with their ability to differentiate
themselves from parent figures and function independently. The early maladaptive schemas
related to this domain include (a) “Dependence/Incompetence”, (b) “Vulnerability to Harm or
lliness”, (c) “Enmeshment/Undeveloped Self” and (d) “Failure” schemas.

(3) Impaired Limits Domain: Patients in this domain have not developed adequate internal limits
in regard to reciprocity or self-discipline. Early maladaptive schemas in this domain include (a)
“Entitlement/Grandiosity” and (b) “Insufficient Self-Control/Self-Discipline”.

(4) Other-Directedness Domain: The patients in this domain place an excessive emphasis on
meeting the needs of others rather than their own needs. They do this in order to gain approval,
maintain emotional connection or avoid retaliation. Early maladaptive schemas of this domain
include (a) “Subjugation”, (b) “Self-Sacrifice” and (c) “Approval-Seeking/Recognition-Seeking”.

(5) Over-vigilance and Inhibition Domain: Patients in this domain suppress their spontaneous
feelings and impulses. They often strive to meet rigid, internalized rules about their own
performance at the expense of happiness, self-expression, relaxation, close relationships or good
health. The early maladaptive schemas related to this domain are (a) “Negativity/Pessimism”, (b)
“Emotional Inhibition”, (c) “Unrelenting Standards/Hyper-criticalness” and (d) “Punitiveness”.

Now | turn to an examination of the contributionschemas to BPD.

1.5.2. Schemas and Borderline Personality Disorder

Patients with a personality disorder are inclineddemonstrate specific patterns of
behaviour that are overdeveloped and other paftewisch are immature or
underdeveloped. These exaggerated strategies hefs bieat have resulted from genetic
predispositions and environmental factors mighehlaad survival value in the history of
people’s lives. Applying these cognitive and bebaxal strategies, people had been able

to interpret and respond as best they could tdé¢neands of their environment. Beck has
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linked all personality disorders except Borderlamed Schizo-typal with specific core
beliefs (Beck et al., 2004). Beck et al. (2004palkgimed that these two disorders do not
show a typical idiosyncratic collection of beliefisd strategies (Beck et al., 2004). Based
on early cognitive understandings of BPD, patients BPD were believed likely to have
numerous beliefs that were also characteristib@father PDs (Beck et al., 2004; Beck
& Freeman, 1990). Consistent with Beck’s accour20f4, Young et al. (2003, p. 306)
mentioned that patients with BPD usually have ainadisof the 18 schemas especially
“Abandonment, Mistrust/Abuse, Emotional DeprivatioDefensiveness, Insufficient
Self-Control, Subjugation, and Punitiveness”. Sgosat research with the Personality
Beliefs Questionnaire (Bhar, Beck, & Butler, 2012)-126-item self-report measure of
beliefs linked with 10 personality disordersonfirmed that BPD patients had high scores
on almost all of the PBQ scales (Butler, Brown, IB& Grisham, 2002) . However, such
understandings of BPD also assumed that althoudividuals with BPD may have
beliefs that are comparable to individuals withestRDs, those with BPD may endorse a
unique set of beliefs, and that it is this comborathat discriminates them from other
PDs. Butler et al. (2002) studied BPDs’ patterneraforsement over the 126 items of the
PBQ and found that they endorsed specific PBQ iteoms the PBQ dependent, paranoid,
avoidant, and histrionic scales. These 14 PBQ itdiffierentiated patients with BPD
from patients with other PDs. After validating thefindings in a different sample, an
independent scale was developed from the 14 it&RE patients were seen to score
significantly higher on the newly developed PBQ leolide scale than on any other PBQ

scale, and finally this scale was joined to thalfinBQ (Bhar et al., 2012).
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A number of studies have contributed to the assesssof the EM$ BPD® relations. A
systematic review was done to assess the relatphstween early maladaptive schemas
and BPD. Chapter two of the thesis is specifiethi® systematic review. The aim of the
review was to synthesize the evidence on the oglstiip between BPD and schemas. A
comprehensive literature search using keywords safgect headings was performed
with 9 electronic databases, resulting in 17 stdi@hese papers underwent
methodological quality assessment. Schemas ofisiserthection/rejection domain were
the most prevalent, endorsed in at least ten sutleghly endorsed schemas in BPD
populations were: Abandonment, Mistrust/Abuse, @&oclsolation, Emotional
Deprivation and Defectiveness/Shame. The pattdrassmciation between schemas and
BPD were examined in clinical, offender, substansimg and non-clinical populations

(Barazandeh, Kissane, Saeedi, & Gordon, 2016).

It was also found in the review that there is argjrrelationship between the severity of
personality pathology and the severity and quawfitynaladaptive schemas/core beliefs

patients have.

In order to explore the underlying factors relatedhe feelings of disconnection and
rejection in BPD patients, Zanarini et al. (20@@plied a semi-structured interview to
assess the childhood experiences of abuse andchégl®oth parents, reported by 358

BPD inpatients and 109 axis Il controls. To quote,

“84 percent of borderline patients reported havexperienced some type of
biparental abuse or neglect before the age of B3p5eported a childhood
history of biparental abuse; 77% reported a childddistory of biparental
neglect. These experiences were also reportedsbfpstantial percentage of
Axis Il controls; However, borderline patients wesignificantly more likely

4 Early Maladaptive Schemas

5 Borderline Personality Disorder
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than axis Il controls to report having been veralemotionally and
physically but not sexually abused by caretaketsodi sexes” (Zanarini et
al., 2000, p. 264).

They were also more likely than controls to repaxting caretakers of both genders reject
the validity of their opinions and feelings, fail provide them with protection, neglect
their physical needs, take back from them emotignahd treat them in an inconsistent
manner. Taken together, the results of this studgeast that bi-parental failure may be
an important factor in the aetiology of BPD (Zanast al., 2000). As a result, it seems
justifiable for BPD patients to have a higher esdonent of Disconnection/Rejection
schemas. Due to the high rates of abuse in therhist BPD and the high presence of
labile and hard to manage temperament, it is rikeg/ for them to develop insecure
and vulnerable attachment styles (Fonagy & Bater®@®8). Beck (1990) also proposed
that individuals with BPD believe that they arepghess in a hostile world, without any
security, and are thus forced to vacillate betwaatonomy and dependence without
being able to rely on others (Jovev & Jackson, 20Rédsearch on the childhood history
of BPD individuals has shown environmental and teramental factors which
predispose a child to feel disconnected, vulneraht® dependent (Fonagy & Bateman,

2008; Thimm, 2010; Zanarini et al., 2000).

The mediating role of cognitions was studied bytArDietzel, and Dreessen (1999) who
demonstrated that borderline assumptionediated the relationship between childhood
abuse (self-reported sexual abuse and emotionaif@ly abuse) and BPD

psychopathology assessed by SCID-I and Il intervievthis study all participants were

6 As the content of schemas are assumed to be nfaimhed by “tacit knowledge”, therefore unavailable
for direct introspection, it is hypothesized in niiye theories that important aspects of schenaashe
represented in so-called assumptions, which aieetbés “verbal circumscriptions of basic beliefsbme

of the assumptions correlated with BPD are; “Ifavthreally get to know me, they will find me repeuie
and will not be able to love me; and they will leawe.” Alternatively, “I can't manage it by myselfeed
someone | can fall back on” (Arntz et al., 1999546).
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female and 16 BPD patients were compared to 12erhds patients and to 15 normal
controls. Participants scored a brief version oé tRersonality Disorder Beliefs

Questionnaire (PDBQ), with six series of assumi@® items for each PD) which were
assumed to be specific to avoidant, dependentselygecompulsive, paranoid, histrionic
and borderline personality disorders. From the @®Dsubsets, the BPD assumption
subscale was the only discriminating subscale endiscriminant analysis; although on
initial consideration, paranoid and histrionic asgtions also discriminated BPD

patients from cluster C patients, these differemtiesipated when the effect of those two
PD traits as assessed with SCID-II were covarigdThe subscale of BPD assumptions

proved to be the most specific to BPD participgBt®nbachn = 0.95).

Thimm (2010), in another similar study, explorbée aassociations between perceived
parental caring behaviours, EMS and PD symptorasimical sample (n=108). He used
a self-report inventory developed to measure aslultiderstandings of their parents’
rearing style called EMBU(Arrindell, Gerlsma, Vandereycken, Hageman, & Réeise,
1998), the DSM-IV and ICD-10 Personality Questiarm@DIP-Q), (Ottosson, Rodlund,
Ekselius, von Knorring, & et al., 1995) and SQgéneral, compatible with the theory of
Young et al. (2003), the results of mediationallgses demonstrated that the influences
of childhood maltreatment on PD pathology in adutithare maintained by EMSs (when
the effect of depression was controlled). Spedlfica the domain
Disconnection/Rejection mediates significantly bedw parental rejection and low

maternal emotional warmth and cluster B symptoragthérmore, the schema domain of

" The Egna Minnen Betrsffande Uppfostran (EMBU) (Rerdacobsson, Linndstrém, von Knorring, &
Perris, 1980) is a measure for the assessmenutiEgerceptions of their parents rearing behaviour
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Impaired Limits was a significant mediator betwgmarental rejection and cluster B

symptoms.

In addition to schemas, coping style is anotheiortgmt concept of schema therapy. Now

| turn to the definition of coping styles in schetharapy.

1.5.3. Coping Styles

The Early Maladaptive Schemas (EMSs) have two foreddal outcomes: “Schema
Healing” and “Schema Perpetuation” (Young et @002, p. 30). Schema Healing is the
final aim of schema therapy. Because a maladaptiveema is “a set of memories,
emotions, bodily sensations and cognitions” thatseaharm, schema healing involves
reducing all of these: the strength of the thoudintsed to the schema, the schema’s
emotional charge, the intensity of the bodily senaad the dysfunctional cognitions
(p.31). Schema healing also embraces behaviougehas patients learn to change and
replace harmful coping systems with functional grai$ of behaviour (p. 31). In fact,
treatment encompasses cognitive, affective andviainal interventions. As an EMS
heals, it becomes much more difficult to operat&eWit is operating, the experience is

less painful and the patient recovers more qui@ig2).

Schema Perpetuation refers to “everything the patiees that keeps the schema going”
(p-30). Perpetuation includes “all the thoughtglifeys, and behaviours that lead to
reinforcing rather than healing the schema”. Matdida schemas are perpetuated
through three mechanisms: cognitive distortion;defeating life patterns, and schema
coping styles (Young et al., 2003, p. 30). Throeginitive distortions, the individual
distorts situations in a way that the schema iafoeted and retained; highlighting
information that fits with the schema and denyingnainimizing information that
contradicts the schema. Sometimes individuals engag self-defeating patterns,
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“unconsciously selecting and remaining in situati@md relationships that trigger and
perpetuate the schema, while ignoring and avoithegrelationships that are likely to

cure the schema” (Young et al., 2003, p. 30).

Patients adopt maladaptive coping patterns eatijeirin order to adjust to schemas, so
that they do not have to encounter the intensenfgdagmotions that schemas usually
generate. Schema therapy discriminates betweesctiema itself and the strategies an
individual applies to cope with the schema, diffénegatients apply different coping styles
in different situations at different periods of ithiives to cope with the same schema.
Therefore, in the schema therapy model, the scligselfcontains memories, emotions,

bodily sensations and cognitions, but not the iligl's behavioural reactions.

Behaviour is not considered a part of the schentharschema therapy approach; it is

regarded as part of the coping reaction (Yound.e2@03, p.32).

Inspired by the conventional fight, flight or freeresponse, Young recognized three

distinct coping styles:

(1) Schema overcompensation “acting as thouglopipesite of the schema were true”,

(2) Schema avoidance “avoiding the activation efshhema”, and

(3) Schema surrender “giving in to the schema” fiegiael & Arntz, 2012).

For example, consider three patients who deal thigir defectiveness/shame schemas
via different mechanisms. While the three of theml frustrated, one surrenders to the
schema and seeks out rejecting partners and friendswithdraws from getting close to
others, and the third tries to overcompensate alogta an aloof and superior attitude
toward others (Young et al., 2003, p.33). In shemn, these coping styles can provide

some relief, but in the long run, they lead to bies in important areas of life (Young et
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al., 2003). Using a maladaptive coping style isegalty not an effortful and conscious
choice, but an unconscious, automatic responseh@atening or troublesome situation
(Michiel Van & Van Vreeswijk, 2012). In Figure 1,hich follows, the reciprocal
relationship between EMSs and Maladaptive CopingleSt (MCS) is portrayed.
Symptoms and their associated problems result thisninteraction between EMSs and

MCSs. In the next section, | will examine how EM&l MCSs are combined.

Temperament

Influence of <:> Traumatic
parents events

Maladaptive
schemas
: Symptoms and
problems
Maladaptive

coping styles

Figure 1: Origins of Maladaptive Schemas (Michi@iv& Van Vreeswijk, 2012, a copy of figure
2.1, p.28).
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Having examined early maladaptive schemas withairtechema domain and then
maladaptive coping styles, let me turn to the wesé can be integrated by introduction

of the concept of schema modes.

1.54. Schema Modes

The concept of schema mode is possibly the mosplEpart of schema theory to
explain as it includes many elements. Schema made$moment-to-moment affective
states and coping responses - adaptive and mailaglapiiat we all experience” (Young
et al., 2003, p. 37). Often our schema modes dieased by life circumstances to which
we are oversensitive, “our emotional buttons” (Ygwt al., 2003, p. 37). At any specific
moment in time, some of our schema operations Yiieg our schemas and coping
reactions) are inactive, whereas others are setriotion by life events and predominate
in our current senses and behaviour (Young et2@D3). The predominant state that
individuals are in at a given point in time is edlla “schema mode”. Young used the
term “flip” to refer to the changing of modes. A d& therefore, answers the question,
“At this moment in time, what set of EMSs or schewgerations is the patient

manifesting?” (Young et al., 2003, p.37).

The concept of modes grew largely out of Youngisichl experience with BPD. When
they tried to apply the schema model to these pistiehey frequently encountered two
problems. First, Young et al. (2003, p. 306) mergib that “patients with BPD usually
have almost all of the 18 EMSs described (espgchtlandonment, Mistrust/Abuse,
Emotional deprivation, Defensiveness, Insufficiédelf-Control, Subjugation, and
Punitiveness)”. To work with so many EMSs simultangy using their original schema
approach proved challenging and they needed a pnactical unit of analysis (Young et

al., 2003). Second, in their work with patientshaBPD, they (like many other clinicians)
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encountered the tendency of these patients torabpiftly from one intense affective state
to another. One moment these patients are enrtdgeedext moment they are frightened,
then fragile, then impulsive to the point at whittbecame virtually like dealing with
different people (Young et al., 2003). EMSs, whigk basically traits, did not explain
this rapid switching from state to state. They digwed the concept of modes to explain
the shifting emotional states of the patients VB®D (Young et al., 2003). The patient
with BPD switches consistently from mode to modeeisponse to life events. Young et
al. (2003) assert that while healthier patients mamly have fewer and less extreme
modes and spend longer periods of time in each mateents with BPD have a greater
number of more intense modes and change modesnfimment to moment. Moreover,
when a patient with BPD flips into a mode, the othdes seem to disappear. Unlike
healthier patients, who can experience differerd@scsimultaneously, so that one mode
moderates the strength of the other, patientsBRD who are in one mode seem to have
almost no access to the other modes. The modesary completely dissociated (Young

et al., 2003, p. 307).

As indicated in the second, sixth and ninth BPDieda (tablel), instability and
dissociative experiences are symptoms of bordepaients. The dramatic shifts in
emotional and behavioural states shown by BPD miatieave confused therapists and
researchers for years. This phenomenon is so fuawlainto the disorder that the DSM-
5 states that the essential characteristic of BT ipervasive pattern of instability of
interpersonal relationships, self-image and affeatsl marked impulsivity” (American
Psychiatric Association, 2013). This phenomenon Ie@sn defined through various

perspectives in order to explain the essence &frghstates in the borderline disorder.
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Psychodynamic theories and transference-focusechptiyerapy, which is regarded as
psychodynamic in nature, (Zanarini, 2009) have eatgyl that the primitive defence
mechanism of splittify leading to fragmented representations of the aedf others,

underlies the abrupt shifts. (Arntz, Klokman, & Sieerda, 2005).

In the theory of cognitive analytic ther@CAT), Ryle (1997) sees borderline patients
in a continuum of dissociation, which is less sevdian Dissociative Identity Disorder
(DID)°. Borderline patients are inclined to “abrupt ansicdmforting shifts between
markedly contrasting states”’(Ryle, 1997, p. 82gsth experiences and much of the
variability explained as typical of the BPDs, aralarstood in the CAT model to be the
influence of shifts between partially dissociatesdf-states (Ryle, 1997). Borderline
patients have a small number of self-states, ehalnich can be described by its pattern
of reciprocal “role proceduré$ and accompanying mood, behaviour, and symptoms
(Ryle, 1997). This pattern of partial dissociatisnbelieved to be on the continuum
between “normal mood instability and state-depethdemory on the one hand and the
extreme dissociations between sub-personalitie$aleers” seen in dissociated identity

disorder on the other (Ryle, 1997, p. 83). Figuikugtrates this spectrum.

8 Clinically, splitting is defined by a tendencydee self or others as all good or all bad. Indiaigwho
frustrate, disappoint or interfere with one's pareg needs and wishes may be categoricsdlgn as bad
and evil, whereas individuals who gratify or whe gotential sources of needed responses tendsedre
unidimensionally as all good. (Kernberg, 1985)

9Cognitive Analytic Therapy (CAT) is an integratiteerapy drawing on cognitive-behavioural and
psychoanalytical sources (Ryle, 1997)

10 The defining feature of dissociative identity dider is the presence of two or more distinct pesgn
states or an experience of possession (AmericachRgsic Association, 2013)

11 Procedures that organize the relationship patteased on predicting or eliciting the reactionghaf
other (Ryle, 1997).
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moods disturbance
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Depersonalization
Increasing amnesia ------ >

Figure 2: Continuum of dissociation and identitgtdibance (Bamber, 2004; Pollock &
Llewelyn, 2001, p.55)

In Mentalization-based Theraldy disorganized attachment leads to an incoherdiyt se

who is not able to reflect on states of mind irf aatl others. However, these fragmented

and inconsistent representations of self and otimeng be seen as abrupt changes in the
behaviour and feelings of BPD patients (Batemare Ryonagy, & Kerr, 2007; Fonagy

& Bateman, 2008).

There are two main cognitive-behavioural conceatbns of BPD, Linehan’s
dialectical-behavioural view and Beck and Youngkeama model (Beck et al., 2004).
The dialectical behavioural therapy model indicateg BPD is primarily a disorder of
the emotion regulation system. Emotion dysregutaitoseen as a result of biological
predispositions, which are aggravated by specifiGrenmental experiences such as an

invalidating environment (Linehan, 1993).

12 Bateman and Fonagy developed mentalization-basathtent (MBT) for patients with BPD (Anthony
& Bateman, 2004). This treatment aims to incregsatient’scuriosity about and skill in identifying his or
her feelings and thoughts and those of other peaplevell. They speculate that this difficulty in
mentalization arouse because of difficulty in ditaent (Zanarini, 2009).
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At first, Beck explained some assumptions of bdiderpatients. The paradoxical
combination of “dependent assumptions” (“the bebé&fthe patient to be weak and
incapable, whereas others are strong and capadohel’)‘paranoid assumptions” (“the
belief that others cannot be trusted and are miet’) were thought to increase the
unstable and extreme interpersonal behaviour gb#tient, altering between clinging to
other people and pushing others away out of distrBeck also asserted that
“dichotomous thinking” contributes to the emotiotatmoil and extreme decisions of
these patients, as lack of ability to see thinggrades of grey leads to the extreme shifts

patients with BPD make-up (Beck et al., 2004).

Recently, Young expanded Beck’s concepts into aenetetborate model of BPD that
might be particularly useful in understanding thamdatic shifts of these patients. To
further explain the swinging behaviour of BPD patse Young’s model is based on the
idea that borderline patients, triggered by envimental stimuli, often regress into some
stiff emotional moments experienced as a chiléuch a moment, a schema mode which
is “an organized pattern of thinking, feeling arehaving based on a set of schemas,
relatively independent from other schema modes$ getivated. Schema modes should
be thus understood as “the combination of activfé®s and a coping strategy with the
related coping reactions” (Sempértegui et al., 20Mhile healthy people also
demonstrate schema modes, but rather in a slighdugl and cohesive manner, people
with BPD can only present one schema mode at the tBamber, 2004). BPD patients
are assumed to flip abruptly from one mode to ther As Beck observed, some of these
states appear very childish and may be very puzftinboth the patient and other people
(Arntz et al., 2005; Beck et al., 2004). In 200®uYig originally proposed the existence

of 10 specific modes that can be grouped into fvaad categories: (1) Child modes, (2)
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Dysfunctional Coping modes, (3) Dysfunctional Parandes and (4) The Healthy Adult

mode (Lobbestael & Arntz, 2012; Young et al., 2003)

Schema modes can be regarded as the most “inverdiv@ructs” of schema therapy
(Lobbestael & Arntz, 2012). In fact, modes are netv constructs on a content level,
given they represent a mixture of EMSs and copiethids generally occurring together.
Their new facet rests in their form. Specially, WHEMSs represent trait concepts and
continuous presence, modes represent the momenbiteent state a person finds
himself/herself in. The unique aspect about moddkat “they provide an explanation
why different, even incompatible states can be seemne personality disorder”
(Lobbestael & Arntz, 2012, p. 332). At every paimttime, one mode is believed to be
dominant and to determine the emotions, thouglis beehaviours an individual shows.
Every person is assumed to have different schemdesyalthough modes in a way
represent parts of the self; however, they arednatled from each other by amnesic
barriers. To put it in another way, an individugain principle aware at all times what she
or he feels in a special mode state. Just as isake with EMSs, schema modes are
assumed to be continuous in nature (Lobbestael 8zA2012). Consequently, more
healthy people are assumed to have less intengsfartttional modes, while in a patient
with a severe personality disorder, activated negdide modes are stronger and less
controllable. There are also adaptive modes. Adaptiodes predominate in healthy
people, while they may only be of low or rare presein severe personality disorders
(Lobbestael & Arntz, 2012). Given the introductipresented in this section there are a
few differences between the early maladaptive seh@@MS) concept and the schema
mode concept that make the schema mode conceptusefa as a target of change in

the treatment of BPD patients.
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. The Schema mode concept explains the rapid chamdpehaviours and feelings
seen in severe personality pathology more compseivedy (Lobbestael, van
Vreeswijk, & Arntz, 2007; Young et al., 2003).

. EMSs and coping strategies are mostly triggeree@thwy; therefore, they are
blended in the schema mode concept to make theaesof BPD patients more
understandable and manageable for the therapisbbéstael et al., 2007).

. Schema modes explain how some contradictory betyvilke clinging and
avoiding are seen at the same time or why cont@gictates can be present in
one personality disorder (Lobbestael & Arntz, 2012)

. The large numbers of EMSs that can be seen in Horel@ersonality disorder in
addition to three coping strategies make the foatmuh of the disorder in terms
of EMSs hard to grasp for the patient (Young et2003).

. Schema modes better explain the dissociation betdigerent states of mind in
BPD.

. EMSs reflect mostly the cognitive and emotional teats of the mind while
schema modes reflect cognitive, emotional and bhebeal systems (Young et al.,
2003).

. EMSs are stable, trait constructs, while modes alpending on the situation
one is in and thus are state concepts (Lobbedtaél 2007).

. In schema mode conceptualization and measurententidalthy and adaptive
states of mind are defined and considered as weliaadaptive states.

. Inthe schema mode formulation of BPD, differente®are labelled by the client

herself with her most familiar descriptive names.

10. The schema mode conceptualization allows the mtagied therapist to develop

dialogues between different maladaptive modes dagdtave modes; for example,
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developing a dialogue between the healthy adult pmaitive parent mode
(Bamber, 2004).
11. In general, schema therapy based on schema nodese “practical, flexible,

active, directive and user-friendly” for (patiemtdatherapist) (Bamber, 2004, p.

437).
As a result of this introductory review and the sideration of the importance of schema
modes in BPD patients, | propose in my study oigpds with BPD to examine schema
modes. | also examine the relationship between damischema modes of BPD patients
and dissociation. Now | will examine schema moaeBRPD more fully.
1.5.4.1Schema Mode Problems of Patients with Borderlinesdtality

Disorder

Young believed that “it is not the presence of EMBat differentiate patients with
personality disorders from healthier patients laiher the intense coping styles they
employ to deal with these schemas and the modesystallize out of these coping
strategies”(Young et al., 2003, p. 306). As broughearlier, the concept of modes grew
largely out of Young and his colleagues’ clinicalperience with patients with BPD
(Young et al., 2003). In Schema therapy (Kellogly&ung, 2006), BPD is believed to
have a three-factor origin: 1, genetics, biologyd amperament; 2, childhood
experiences in the family and child’s environmanigd 3, the interaction between the
child’s temperament and the parenting style, dis@pstrategies and behaviours of the
caregivers. The proposed genetic and temperanwigals are based on a predisposition
for “an emotionally intense, labile temperament’dathe family environmental

circumstances that may contribute to the developmietihe disorder are as follows:

1- The family system is “not safe and stable”;

2- The family system is “depriving”;
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3- The family system is “harshly punitive and rejegtin

4- The family system is “subjugating”.

The four criteria stated are what would be expgetiebe found in a family environment
specified by the lack of care, violence and abusksasignificant number of BPD patients
report experiences of sexual, physical and/or ematiabuse (Kellogg & Young, 2006,

p. 447).

Young concluded that as a result of the interadtietween genetic factors and a family
problematic environment, “the inner world of therderline patient includes several
modes, or aspects of self that interact in harmiys. In this interaction, the patient is
living in a kind of inner theatre in which the fescof ruthlessness, rage, surrender and
self-numbing each take their turn on the stagerdhee three broad groups of modes-
Child, Parent and Coping Modes.” Of the severaéptal modes, there are five modes
that prove central to the borderline constellafigallogg & Young, 2006, p. 447). Let

me describe these in more detail.

1.5.4.2The Abandoned and Abused Child:

The abandoned/ abused or vulnerable child repreemtheme of “fearsome isolation”.
In this mode, patients appear “frail and childlik€hey seem “desponded, frantic, fearful,
unloved and lost”. They feel “helpless and entir@lyne” and are obsessed with finding
a parenting figure that will provide caring. Thssa “core state of being” for the BPD
patient, and it underlines one of the key philosogtbases of this kind of treatment that
“the therapist should imagine these patients astimmng as young children at a core

emotional level” (Kellogg & Young, 2006, p. 448).
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1.5.4.3The Angry and Impulsive Child:

The angry and impulsive child mode representsta sfdhe mind in a child who is aware
that she/he did not have her desires met and gieierced unfair suffering. The angry
child mode shows rage about the maltreatment arsdtisfied emotional needs that
primarily shaped her EMSs: the feelings of beingraoned, abused, rejected, deprived,
subjugated, and punished unfairly. The resultage ria frequently deeply annoying to
people dealing with these patients; it is typicajen as one of the hardships of treating
BPD patients. The further predicament is that éxdhildhood environment of many BPD
patients, the expression of affects, especiallyeaagd desires were prohibited. After the
manifestations of the enraged mode, the punitivergamay become operational and
punish the vulnerable child. These kinds of dispyage may then be followed by
cutting or other forms of self-mutilation as thetipat re-enacts the dynamics of the

family (Kellogg & Young, 2006).

1.5.4.4The Punitive Parent Mode:

The function of this mode is to penalize the pdtifm her wrong actions, such as
expressing feelings and emotions. The punitivemas “the patient’s identification with

a parent (and others) who depreciated and rejéodgphtient in childhood”. The punitive
parent is a highly punitive and becomes a harshgbdhe self that penalizes the patient
for being “bad”. BPD patients, when under the colndf this mode, usually characterize
themselves as mean and dirty, and may exhibit peidal behaviours such as cutting
themselves or other self-harm behaviours. The giigtravorks to help patients identify
this part of themselves as a state or mode, agi/éothis aspect of the personality an
attributive name. BPD patients ultimately learmtestion the harsh punishments of this

aspect of themselves and to fight back againstyhasiny (Kellogg & Young, 2006).
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1.5.4.5The Detached Protector Mode:

Despite the general opinion that patients who 2B have sensational presentations
of “acting out” behaviour and increased levels ofodonal intensity, often, they are
typically functioning in what is known as the “delteed protector mode”, in which the
patient adopts a “style of emotional withdrawasadinnection, isolation, and behavioural
avoidance”. In the detached protector mode, patierety have a feeling of being numb
or empty. They may adopt “a suspicious or aloafictao avoid investing emotionally in
people or activities”. Behavioural examples inclddecial withdrawal, excessive self-
reliance, fantasizing, and compulsive distractioAhother complication here is that
although the detached protector mode has beenuh@ipbatients’ survival, it interferes
with therapeutic progress and maintains the abasdiand abused child blocked off from

a therapeutic relationship and connection (Kell&ggoung, 2006, pp. 448-449).

1.5.4.6The Healthy Adult Mode:
The healthy adult mode is what the BPD patientastig missing. This mode serves an
“executive” function in regards to the other modBEise healthy adult assists the child’s

core emotional needs to be met. The healthy adudtenmas three basic roles:

1- Nurtures, accredits and protects the vulnereibile;

2- Sets boundaries for the angry child and impelsivild;

3- Combats or moderates the maladaptive copinglgsidinctional parent modes.

Schema therapy for BPD is assumed to take at Zepsars, because an essential aim is
for the patients to start to incorporate aspectheftherapist within themselves as the

healthy parent. In this way, patients can finaklyfdr themselves what the therapist is
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doing for them in the treatment (Kellogg & Yound(B, p. 449). | will next consider

how schema modes of BPD patients are recognized.

1.5.5. Studies of Schema Modes related to BPD

Identification of schema modes can be done by threthods, by:

1- Distinguishing troublesome circumstances thatiepgs usually experience, and
interpreting the emotion and behaviour that theynalestrate in these situations as

schema modes;

2- Tracking and finding modes by applying expeiigriechniques, in which patients are

guided to remember their past memories; and

3- The most trustworthy, reliable and consistenthme used to identify modes: self-
report questionnaires. The first two methods arstipaused in psychotherapy sessions,
while the use of questionnaires is appropriatébfih therapy and research (Lobbestael,

2012).

In the early stages of measuring Schema Modes, itwentories were applied to
recognize them. First, there was the Schema Modesi@mnaire (SMQ) generated by
Klokman, Arntz, and Sieswerda (2005). The SMQ cstssif 119 items, which determine
the presence of seven schema modes: the Abanddnes#d Child, the Angry Child, the
Detached Protector, the Punitive Parent, the CampliSurrendet®, the Over -

Compensatadf, and the Healthy Adult. Each mode has 17 iteneven items express a

thought, five express feelings, and five expredsmbmur’. Lobbestael, van Vreeswijk,

13 Behaving in a passive submissive manner in omlgain reassurance or to avoid rejection. Thisepatt
ends up in giving others permission to mistreainkié/idual unfairly and the his/her healthy neegimain

unfulfilled (Lobbestael et al., 2007)

14 Acts in order to fight the schema by adoptingratey as though the opposite of the schema weaee tr
For example, they try to be perfect (Young et2003).
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Arntz, Spinhoven, and Hoen (2005) added the Bully Attack mod& to the SMQ made

by Klokman, et al (2005). They believed that thisd®a would be characteristic of patients
with an antisocial personality disorder. The twont@ned studies showed that the
connection between the items in the mode scalegaad: the Cronbach’s alpha values

varied in these two studies fram= 0.80 toa = 0.94, with an average af= 0.91.

The second mode inventory is the Young — Atkinsard® Inventory (YAMI) that was
developed in 2004 by Young, Atkinson, Engels, aneéiStiaar (2004). This inventory
consists of 186 items measuring the presence ahd@es: the Impulsive Child, the
Demanding Parent, and the Happy Child mode scadeadaled to the seven mode scales
of the SMQ. Another difference from the SMQ is tha Abandoned/Abused Child is
labelled the Vulnerable Child in the YAMI, which ditates a wider definition.
Furthermore, “the items of the YAMI are not randeed or split into sections regarding
thoughts, feelings, and behaviours, but are cledtgto modes”. The items in the YAMI
are measured for frequency using a six - poinescahging from “never or almost never”
to “all of the time.” So far, not enough data avaitable on the validity or reliability of

the YAMI (Michiel Van & Van Vreeswijk, 2012).

The two studies given below used SMQ in order 8e8s schema modes in personality

disorders.

Arntz et al. (2005) examined Young's model of BP{pdthesizing that BPD patients
tend to shift from 1 of 4 maladaptive schema mddemother. Young hypothesised that
four schema modes are central to BPD: the Aband@mhédd mode; the Angry/Impulsive

Child mode; the Punitive Parent mode, and the Dethdrotector mode. In addition,

15 Directly harms other people in a controlled amdtegic way emotionally, physically, sexually, vaiti,
or through antisocial or criminal acts (Lobbesttedl., 2007).
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there is a Healthy Adult mode, representing thdtheaide of the patient, which is of
course, given the extreme psychopathology of tipasients, not powerful. Arntz et al
(2005) used SCID-I and Il to assess BPD patiertd&h and Cluster C personality
disorders patients (n=18) and 18 non-patients {amen). The Schema Mode
Questionnaire (Arntz et al.,, 2005) was applied #seas cognitions, feelings and
behaviours characteristic of 7 schema modes (Tdte sind trait versions). Results of
MANOVA indicated that both trait and state measurata of Schema modes confirmed
the assumption that high scores on Detached PootdRtinishing Parent, Angry Child
and Abandoned/Abused Child mode subscales spdbifida@scribe BPD. Also in
accordance with the hypothesis, the BPD group aedtihe lowest scores on the Healthy
Adult mode. This study adds predictive validitytt®e psychometric properties of the
SMQ measure. Whereas BPD patients might also nsiniéatures of the compliant
surrender mode, this mode is not specific to thesrtheir scores were similar to those of
the cluster-C PD patients. Cluster C patients ragthisignificantly higher scores on the
state version of the over-compensator mode compataoth other control groups, which
may indicate this mode as more characteristic ost@r C patients. In this study, the
Cluster C patients differed significantly from caoi$ on all modes except the Angry
Child mode (both in trait and state forms) and es@anpensator mode (just trait form).
The findings showed a gradual increase in pathosdd@dPD schema mode scores from
non-patients, via cluster-C patients, to BPD pasieiithis showed that the difference
between BPD and Cluster C patients was mostly gatine, rather than qualitative, and

guestions the specificity of certain schema modespécific disorders.

In order to measure and analyse the presence dhfyihethesized schema modes in
patients with BPD, antisocial and non-patient calsirLobbestael, Arntz, and Sieswerda

(2005) selected 16 patients with BPD, 16 patienth antisocial personality disorder
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(APD) and 16 non-patient controls (all 50% of betixes) using SCID-1 and Il interviews.
The Schema Mode Questionnaire (Lobbestael et@5)2avas used to assess cognitions,
feeling and behaviours related to 6 schema mod#seoSMQ: The Detached Protector
(e.g. ‘It is best to detach from other peoplefeél numb and empty’), the Angry Child
(e.g. ‘I have to reveal my negative feelings antrge of them’, ‘I directly fulfil my
needs’), the Abandoned and Abused Child (e.g. ‘haedy and week’, ‘I look for support
and reassurance’), the Punitive Parent (e.g. ‘leaihand deserve punishment’, ‘I feel
guilty’) and the Healthy Adult mode (e.g. ‘| am wioy of love’, ‘I feel positive’), and the
Bully and Attack mode (e.g. ‘Fighting is the besfahce’, ‘I battle others’). The BPD
group had significantly higher scores on the folRDBrelated schema modes, and
significantly lower scores on the Healthy Adult read comparison to the APD and the
control group. The modes of the Detached Protetter Angry Child, the Abandoned
and Abused Child and the Punitive parent are dygtuaé anticipated, characteristic of
BPD patients and also, but in a lower degree, oD Afatients. The Bully and Attack
mode was shown to be specific for the APD group the difference between APD and
BPD did not reach significance. The Healthy Adutide held a low presence in BPD
patients, while the APD patients reported this mimdee as high as the non-patients. In
this study, participants were also interviewed d¢wiew abusive sexual, physical and
emotional events before the age of 18; the frequand severity of three forms of abuse
- emotional, sexual and physical - were equallyhnhigboth BPD and APD groups, and

significantly higher than in the non-clinical group

As the SMQ and YAMI questionnaires assess a sniatlber of schema modes and the
information regarding the reliability and validity the questionnaire have been limited,
Young and colleagues published the Schema Modentamein 2007 (Young, Arntz, &

Atkinson, 2007). The SMI was, in particular, an axpion of SMQ and the YAMI,
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containing all items of them except a few itemse BMI comprised of items based on
recommendations made by Beck, Freeman, and Da¥ig{2and Young and colleagues
(2003) and on clinical observation (Lobbestael,Z00riginally, the SMI consisted of
269 items, measuring 16 modes. Acquiring data using questionnaire was time-
consuming. Therefore, Lobbestael, van Vreeswijkinspven, Schouten, and Arntz
(2010) constructed the short form of SMI (Schemal® Questionnaire, 118 items) out
of the long SMI (269 items). The new questionnameasured 14 Schema modes. This
was done in a sample of 863 participants: non-peién=319), patients with axis |
(n=136), patients with axis 1l (n=236). Results fioned that the presence of all
dysfunctional modes escalated significantly from-patient controls, to Axis | patients,
to Axis Il patients, and declined comparably foaltiey modes. The findings of this study
showed that both axis | and axis Il psychopathologg a contribution in explanation of
the variance of most of the modes. The influencaxis 11 pathology on the explained
variance of modes was strongest. These data umeléinke assumption that schema modes
are mainly associated with PDs. Results supportetiactor structure of the short form
of SMI, with adequate internal consistencies of shbscales (Cronbaclis from .79

to .96), sufficient test-retest reliability and med construct validity. This inventory
measures the presence of 14 schema modes (tal{ie fBpdes in addition to Young's
initial proposal of 10 schema modes, and the Owverpgensator mode was divided into

the Self-Aggrandizer and the Bully and Attack mo@ebbestael et al., 2010).

Lobbestael, Van Vreswijk, and Arntz (2008) examindw relationship between
personality disorders and the 14 schema modessaskbg SMI (Young et al, 2007). It
was the first study to empirically assess the aaton between schema modes and PDs
in a large sample of different PDs. As indicaté®, $MI scales consist of 14 Schema

Modes: Vulnerable Child, Angry Child, Enraged Chilchpulsive Child, Undisciplined
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Child, Happy Child, Compliant Surrender, Detachedtéttor, Detached Self-Soother,
Self-Aggrandizer, Bully and Attack, Punitive ParebDemanding Parent and Healthy
Adult modes. The sample consisted of 489 parti¢péhxis | n=127, Axis Il n= 240,
‘not otherwise specified’ n=23, normal people n=9®most 61% of the sample were
female. The diagnosis of different disorders wasn@red by means of the Structured
Clinical Interview for DSM-IV axis | and axis Il dorders (SCID | and SCID II) or the
Structural Interview for DSM-1V Personality Disordg(SIDP-1V). Kendall's partial tau
coefficient was used to control for each PD—mod®eiation for all the other PD scores.
The results of this study showed uniqgue mode @®fibr all PDs and confirmed most of
the assumed PD—mode associations, supporting tistraot validity of the mode model.
The borderline PD group correlated with the higi®sinodes) number of maladaptive
modes (P<0.001). Borderline PD displayed an assogiaith 5 Child modes including
the Vulnerable Child, the Impulsive Child, the AngChild, the Enraged Child, the
Undisciplined Child and one parental mode - theit@nParent, and 3 coping modes:
the Detached Protector, the Detached Self-Soatinerthe Compliant Surrender modes.
Borderline PD was negatively associated with the he&althy modes (Happy Child and

Healthy Adult Modes) (P<0.001).
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Table 3: Common emotions experienced in differehema modes adapted from Khalily, Wota,
and Hallahan (2011, p. 77)

Mode
Domains

Modes

Description of emotions

Child

Happy

Feels loved, content, connected, validated, satisfiulfilled,
protected, accepted, praised, worthwhile, nurtusederstood
self-confident, competent, safe, resilient, stroirg,control,
adaptable, optimistic and spontaneous.

Vulnerable
Child

Feels the strong emotional pain and fear of abaméon, which
has a direct link with the abuse history. Because most
essential emotional needs are unmet, emptinestoartiness
have developed. The feelings of immense emotioaal pnd
fear of being abandoned are closely linked with ¢hdd’'s
abusive past (Michiel Van & Van Vreeswijk, 2012¢dtings of
social isolation, distress, being misunderstoodfeaive,
deprived, overwhelmed, self-doubt, incompetent, dge
helpless, fear, anxiety, victimization and exclasionloved,
abandoned, fragile, and pessimistic are also fratg(Michiel
Van & Van Vreeswijk, 2012).

14

Angry Child

Strong feelings of anger and frustration with inpate, as thq
basic emotional (or physical) needs are not beiagg m

Enraged Child

Experiences intense feelings of anger and imptistiiat may|
end up in damaging and hurting objects or otheplgeo

Impulsive
Child

Acts on incidental desires or impulses from montemhoment
in a selfish or uncontrolled manner to get theimoway and
often have problems delaying short-term gratifimadti

Undisciplined
Child

Individuals may also appear “spoiled” and fail tomplete
everyday tasks and get quickly frustrated and spos up.

Compliant
Surrender

Acts in a passive, subservient, reassurance-seekingelf-
deprecating way around others due to fear of cdnflir
rejection, can passively allow him/herself to bestneiated andg
continue this self-defeating schema-driven pattern.

Detached
Protector

Cuts off needs and feelings, withdraws psycholdbji¢eom the
overwhelming pain of the schemas by emotionallyacleing
from people and often rejects their help. Can feighdrawn,
numb, empty, distracted, depersonalized, bored mndues|
distracting, self-stimulating activities in a contgiue way or to
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excess. May adopt a cynical or pessimistic staocavoid
people or activities.

Shut off emotions by engaging in activities thall womehow
soothe, stimulate or distract them from feelingshede
behaviours are usually undertaken in an addictivvmpulsive
way, which include workaholism, gambling, involvemen
dangerous sports, overeating, fantasizing, playiogputer
games, promiscuity, and alcohol/drug abuse.

Detached Self
Maladaptive soother

Coping

Feels and behaves in an excessively grandiosetlednfi
competitive, aggressive, dominant, arrogant, haygitiusive,
condescending, devaluing, over-controlled, manipéa

Self- exploitive, attention-seeking or status-seeking wapese
Aggrandizer | feelings or behaviours originally developed to cemgate fof
unmet core needs. They are almost utterly selfrblesband
show little empathy for other’'s needs and feelings.

Directly harms other people in a strategic andstadinanner

emotionally, physically, sexually, or verbally. Thetivation
Bully and Y. prysically Y Y

may be to overcompensate or prevent abuse or latioili
attack

Thinks oneself or others deserve punishment odsopland
often acts on these emotions by being blaminggciziihg,
unforgiving, or being abusive towards self (egf®&arm) or
others.

Punitive
Maladaptive

Parent Feels one should strive for high standards, pedecavoids
. time wasting and expressing one’s offhand feeliagsnires
Demanding | . . . 9 >xP 9 gm

discipline, and believes one should struggle fghtstatus, be

humble and put other’'s needs before one’s own.

Healthy Healthy Adult | Nurtures and validates the abandoned child mods.|igst
for the angry and impulsive child modes and promaied
Adult supports the healthy child mode. Battles and uliihya
replaces the dysfunctional coping modes and moekethe
maladaptive parent modes. Performs adaptive adtottibns
such as working, parenting, taking responsibiltyd pursues
gratifying adult activities such as sex, intelledtand cultural
interests, health promoting and athletic activities

Finally, another study modified the last versioh§MI to investigate schema modes of
cluster-C, paranoid, histrionic and narcissisticrspeality disorders. The newly

introduced SMI-2 (174 items) assesses 18 schemasnadd is different from the SMI
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in that two modes (the Happy Child and Bully andagk) were removed and seven
modes (Lonely Child, Abandoned/Abused Child, DegendChild, Avoiding Protector,

Approval/Recognition- Seeking, Perfectionist Ov€pntroller, and Suspicious Over-
Controller) were added and was successful in disndting patients and controls. The
sample consisted of 323 patients with a main diagnon one of the PDs mentioned —
cluster-C, paranoid, histrionic and/or narcissi®iid and 121 non-patients. (Bamelis,

Renner, Heidkamp, & Arntz, 2011; Michiel Van & Vafneeswijk, 2012)

In conclusion, the summary of the studies aboutadsociation of BPD and schema
modes is provided in Table 4. The specific scherndeas in BPD were only traced in 4

studies, listed below Table 4.
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Table 4: Identification of Schema Modes in StudiEPatients with BPD

1-Lonely Child

2- Abandoned and Abused | 1,2,3,4
Child (Vulnerable Child)

3- Dependent Child

4- Angry Child 1,2,3,4
5- Enraged Child 3.4
6- Impulsive Child 3.4

7- Undisciplined Child 34

8- Happy Child

3,4 (negative correlations)

9- Compliant Surrender

3,4

10- Detached Protector

1,2,3,4

11- Detached Self-Soother

3,4

12- Angry Protector

13- Self-Aggrandiser

14- Perfectionist Over
Controller

15- Suspicious Over
Controller

16- Bully and Attack

17- Conning and
Manipulative

18- Predator

19- Attention and Approval
Seeker

20- Punitive Parent

12,34

21-Demanding Parent

4

22-Healthy Adult Mode

1,2,3,4 (negative correlajion

All the relationships are significant ade (P<.05)

1-(Arntz et al., 2005)

2-(Lobbestael et al., 2005)
3-(Lobbestael et al., 2008)

4-(Lobbestael & Arntz, 2012)
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1.6. Schema Mode Changes and Dissociation Symptoms in
Borderline Patients

1.6.1. Dissociation and Borderline Personality Disorder

In a broad sense, dissociation refers to the separmaf mental and experimental matters
or contents that would naturally be connected. @isgion is often mentally defensive,
protecting against overwhelming emotions and mesesorhowever, it can be an
unconscious, automatic and organismic response &reergent danger (Howell, 2005).
The term dissociation refers to a grouping of miestates which involve absence,
expanding from minor experiences including day dre#o severe experiences found in
dissociative identity disorder (Kennerley, 1996dnt® degree of dissociation has no
detrimental effect or can be efficacious; for inst®, dissociation permits unconscious
behaviour — automatic driving is more beneficiaine dissociation warrants the isolation
of a traumatic event until the person is able foecwith it — the numbness in the primary
stages of grief, or derealisation during an injusicncident. However, victims of trauma
can experience dissociation in an intense, ovemingl and demoralizing form
involving amnesia, flashbacks, depersonalizatioautrof-body experience (Kennerley,

1996).

Dissociative symptoms can potentially disrupt eveaim of psychological functioning.
They are experienced as (a) uninvited intrusions awareness and behaviour, with
concomitant losses of consistency in subjectiveeggpce (i.e, “positive” dissociative
symptoms such as fragmentation or disintegrationdentity, depersonalization, and
derealisation) and/or (b) losing the ability to @&s information or to monitor mental

functions that normally are readily under contraidaaccessible (i.e, “negative”
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dissociative symptoms, such as amnesia). The didsacdisorders are often seen after
a trauma. Many of the symptoms, such as shameaiased bewilderment or
embarrassment, are impacted by the proximity to tthema............. (American

Psychiatric Association, 2013, p.291).

Pathological dissociation has been reported andrithesl in articles on BPD since the
diagnostic term was introduced (Korzekwa, Dell,HsnThabane, & Fougere, 2009). In
1994, “transient, stress-related . . . severe digige symptoms” was added to the
diagnostic criteria for BPD in the Diagnostic antdtstical Manual of Mental Disorders
(American Psychiatric Association, 1994). In fabe most significant revision made in
DSM-IV and continued to DSM-5 in the diagnosis d?B was the addition of a ninth
criterion, “transient, stress-related severe dissive symptoms or paranoid ideation”
(American Psychiatric Association, 2013, p. 663nical evidence indicates that
dissociative symptoms and paranoid ideation arentiost prevalent of a range of
cognitive/perceptual symptoms in BPD; they occualmost 75% of borderline patients
and have excellent specificity, i.e., rarely ocouother diagnostic groups. (Skodol et al.,
2002). Thus, the presence of dissociative sympidistsiguishes BPD from other PDs
(Wildgoose, Waller, Clarke, & Reid, 2000). Reseafths constantly shown that
dissociation is significantly higher in BPD than mormal controls, those with other
personality disorders and general psychiatric peiéBarnow et al., 2012; Herman, Perry,
& Van der Kolk, 1989; Ross, 2007; Simeon, Nelsdias: Greenberg, & Hollander, 2003;

Zanarini, Ruser, Frankenburg, Hennen, & Gunder26a0).

1.6.2. Schema Mode Changes and Dissociative States in
Borderline patients

As Young (2003) argued, the dysfunctional schemdaadan BPD are essentially “facets

of the self that have not been integrated into hesive personality structure” and
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therefore function in a dissociated manner (Joms&bal., 2009, p. 249). It is the
“constant movement between these dysfunctional sidkdat are responsible for the
pattern of instability in affect, self-image, inpersonal relations and poor impulse control
that characterize BPD” (Johnston et al., 200948) 2In studying adults, Johnston et al.
(2009) assessed the relationship between priodlubild trauma, dysfunctional schema
modes and dissociation in BPD. The sample conta@iefigmale and 3 male adults, and
the study used a structural interview diagnosi8@b (BPD items of SCID-II, n=30).
Other measures were: Childhood Trauma Questionrf@if&)), Wessex Dissociation
Scale (WDS) and only BPD modes of Schema Mode (@umstire (trait version) (SMQ)
(Arntz et al., 2005). Pearson’s correlations intidasignificant relationships between
dissociation and Detached Protector, Punitive Raemgry and Impulsive Child and
Abandoned/Abused Child. The results demonstratithie ‘Angry and Impulsive Child’
and ‘Abandoned and Abused Child’ modes accountgdifgiantly for 52% of the
dissociation variance and uniquely predicted disdimn scores. Thus in BPD patients,
reported dissociative experiences can be assoamtedhe dissociative division of the
personality into maladaptive schema modes, andamicplar the presence of parts

associated with maladaptive child modes (Johndtah,e2009).

In regard to the activation of the dissociatedestatd detached protector mode, Arntz et
al. (2005) studied whether BPD-specific emotionaess specifically increases the
detached protector mode. In order to test this thgsis, participants subsequently
watched a neutral and an emotional movie sectitate@ to the borderline patient’s
specific dominant affects. After showing each moyarticipants again completed the
state version of schema mode questionnaire. Tsssinduction produced negative

emotions in all groups, but the BPD group was uaiquthat the Detached Protector

49



mode (theoretically the most usual reaction for Bp@lients to distress) increased

significantly more than what was observed in bathtml groups.

Lobbestael and Arntz (2010), Lobbestael, Arntz, &irand Chakhssi (2009) and
Lobbestael and Arntz (2012) have studied the impgiciduced emotion in schema mode
change in borderline patients. All of these stadipplied the same sample and the same
abbreviated version of the SMI questionnaire (4miX (Young et al., 2007), which

assesses 14 schema modes (Three items for eacf. mode

Lobbestael and Arntz (2010) measured the emotieaativity of BPD (n=45) and APD

(n=21), cluster C patients (n=46) and non-clinigatticipants (n=35) to abuse-related
stress (on a direct and indirect level). Followiognfrontation with a film section

regarding abuse, alterations in affect and scheptes) psychophysiology and implicit
abuse-related self-images were assessed in theipamts. Findings showed that there
was a significant escalation of the maladaptive @sahd a significant decline of adaptive
modes after watching the film fragment in the BRDup. Group differences indicated
that the BPD group showed a stronger rise in makagamodes than the other groups,
but the group differences in adaptive modes wetesigaificant. This study highlighted

the hyper-responsivity of BPD participants for nagaaffect (self-reported) and schema
modes, some physiological indexes and non-direstjyressed cognitive associations.
An intriguing finding was that BPD-patients wereetlonly group that showed a
significant escalation in maladaptive schema motkis finding is compatible with that

of Arntz et al. (2005) who also found that watchagimilar abuse-related film section

uniquely caused the Detached Protector mode t@ten the BPD group.

Another study by Lobbestael et al. (2009) on thmesgaample evaluated the effect of

anger inciting on mode switch and found that theyemmelated schema modes
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significantly escalated in BPD group, and in Clusfegroup, but significantly lowered
in APD group. Thus, this study supported Young'pdthesis (Young et al., 2003) that
mode changes are especially conspicuous and prominethe BPD population.

(Lobbestael & Arntz, 2010).

One further study (Lobbestael & Arntz, 2012) udgimg same sample assessed the impact
of autobiographical anger recollection on schemdemhanges. In this study, alteration
in self-reported schema modes was measured aftgr anduction in all groups. At
baseline, the BPD group had significantly higheres on all 12 maladaptive modes and
significantly lower scores on the adaptive modesgared to overall means. The cluster
C-PD-group had completely similar baseline schensaarscores to that of the BPD-
group. Non-patients demonstrated a totally oppgmtéern; significantly lower baseline
scores on all maladaptive modes and significantiédr scores on the adaptive modes.
After remembering and verbalizing a conflict frohetpast with an aggressor to a level
of intensely experienced emotions of rage, BPD sehmode change was significant in
the Angry Child and Detached Self-Soother modes (j©5). The Antisocial group
showed a significant decrease in Healthy Adult Bmpulsive Child modes, while the

changes in cluster C and non-patients were notpocunsus.

In conclusion, the studies demonstrated that BRI2mis are one of the most vulnerable
patient groups to shift in the intensity of schemades especially in stressful or anger

provoking situations.

1.7. Summary

Chapter 1 includes an overview of the researchept@nd an explanation of the aims of
the study, and the hypotheses are stated. Inebifos, understanding of the cognitive,

emotive and behavioural constructs in BPD in ad@ets and young adults is considered
51



as a primary focus of the study. Schema therapyrisduced as a theory that has been
successful in defining and measuring such constraietl also in the treatment of BPD.
As the development of the definition of BPD arecdssed in Chapter 3, this Chapter
includes the standard definition of BPD given i tlatest edition of DSM. Studies
concerning the validity, reliability of the BPD diaosis in adolescents are also reported.
The fundamental concepts of schema therapy appevathktudies conducted in this field

in relation to BPD are extensively discussed.
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Chapter 2. Systematic Review

2.1. A systematic review of the relationship betweeryear
maladaptive schemas and borderline personality
disorder/traits

As mentioned in the previous chapter, a definimbrschema mode was introduced by
schema therapists when they encountered extrenegility and shifts in the mental
states of borderline patients. Schema therapigigeaithe mode concept in the treatment
of borderline patients as it helped them to recognhe dissociation between different
states of the mind and the intense and suddenissitoetween these states. According
to Young (Young et al.,, 2003, p. 37), a schema misdéhose schemas or schema
operations — adaptive or maladaptive — that areently active for an individual.” A
schema mode consists of a number of schemas inigatitm with a coping style. Thus,
schemas are major components of schema modes naheelgognitive-emotional
contents. In order to acquire a sound understarafitige BPD phenomenon in terms of
schema modes, we found it useful to explore thersels which are the most dominant
in the borderline patient's mind and investigate tklationship between schemas and

BPD in the relevant literature.

The following systematic review is presented irstbhapter to explore the dominant
schemas reported in the literature that estalfisicore cognitive emotional contents of

the mind in borderline PD patients.
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1. Introduction

Borderline personality disorder (BPD) is a common mental disorder
linked with high rates of self-harm, severe functional impairment, co-
morbid mental disorders, intensive use of treatment, and high costs to
society. (Bender et al.,, 2001; Leichsenring et al., 2011; Oldham, 2006;
Skodol, Gunderson, Shea, & Mcglashan, 2005; Skodol et al,, 2002). The
median prevalence of BPD is estimated to be 1.6% but may be as high
as 5.6% (American Psychiatric Association, 2013). BPD is present in
about 15 to 20% of patients in outpatient clinics and psychiatric hospi-
tals (Gunderson, 2011). The essential feature of BPD is “a pervasive pat-
tern of instability of interpersonal relationship, self-image and affects
and marked impulsivity” that begins in adolescence, is established by
early adulthood and is present in a variety of contexts (American Psy-
chiatric Association, 2013, p. 663 ). While four DSM-IV personality disor-
ders were omitted in the alternative DSM-5 model for personality
disorders, BPD was one of the six personality disorders that were
retained (American Psychiatric Association, 2013). Because BPD is
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quality assessment. Schemas of the disconnection/rejection domain were the most prevalent, endorsed in at least
ten studies. Highly endorsed schemas in BPD populations were: abandonment, mistrust/abuse, social isolation,
emotional deprivation and defectiveness/shame. The patterns of association between schemas and BPD were ex-
amined in clinical, offender, substance using and non-clinical populations.

© 2016 Elsevier Ltd. All rights reserved.

common and challenging to treat, research on its phenomenology and
psychopathology can lead to improved interventions.

Individuals with a personality disorder demonstrate some patterns
of behaviour that are overdeveloped and others that are underdevel-
oped. These exaggerated behaviours and underlying structures have re-
sulted from both genetic predisposition and environmental influences
(Beck et al., 2004). Human beings have a fundamental tendency to
maintain familiar patterns of thinking and behaving in order to increase
the chances of predictability and thus reduce anxiety. The motivation to
seek familiarity and maintain a stable view of oneself and the world has
been called the “cognitive consistency principle” (Reeves and Taylor,
2007; Rudman, 2004; Young et al., 2003).

Our desire for consistency leads each person to use long-lasting cog-
nitive structures for processing information — these have been called
“schemas” (Young et al,, 2003). The concept of schema has a long histo-
ry in psychology. This term, which can be traced to Piaget, has been used
to explain those structures that integrate and attach meaning to events
(Beck etal., 2004). Piaget (1952) described “schema” as the way that the
structure of the internal world has built up through processes of assim-
ilation of ideas, and then modification as needed into consistent cogni-
tions that formed the basic cognitive system of the person. These
structures help us to interpret every stimulus and maintain cognitive
consistency. The idea is that experiences are stored in our autobiograph-
ic memory by way of “schemas” formed in the early years of life
(Conway & Pleydell-Pearce, 2000). Every day, we encounter a large
number of stimuli from our environment. Even if only pursued for an
hour, it would be almost impossible to list everything we see, hear,
smell, feel, or think. To avoid cognitive overload, we are forced to form
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organizational frameworks to be able to process the vast amount of in-
coming information. Cognitive theory refers to these frameworks as
schemas.

Beck defined schemas as “templates for perception, encoding, stor-
age and retrieval of information” (Beck et al., 2004; Lobbestael and
Arntz, 2012). These schemas form the lenses through which we look
at the world. Once formed, people have the tendency to retain their
schemas, which is logical given that people strive for consistency in
life. So, once we have a schema, we are likely to process information
in such a way that it fits with our schemas, which can eventually
cause these schemas to overgeneralize (Lobbestael and Arntz, 2012).
Schemas thus consist of “sensory perceptions, experienced emotions
and actions, and the meaning given to them, such that early childhood
experiences are memorized non-verbally” (Michiel Van and Van
Vreeswijk, 2012, p. 28).

Apart from cognitive theorists, other disciplines have developed
similar concepts. Thus, attachment theory emphasizes the crucial role
played by internal working models as directors of emotions and behav-
iours (Caligor et al., 2007; Rholes and Simpson, 2006) and cognitive
neuroscience views these constructs as “associational neural networks”
(Caligor et al,, 2007; Westen and Gabbard, 2002), In psychodynamic ob-
ject relations theory, psychological functions are organized by internal-
ized relationship patterns that have been labelled as “internal object
relations” (Caligor et al., 2007). Alford and Beck (1998) recommend
that the schema concept can provide a common language to facilitate
the utilization of certain psychotherapeutic approaches.

Beck introduced a hierarchical model of cognition. Guiding common
surface cognitions, he emphasized a middle level of conditional cogni-
tive ideas as core beliefs. At a deeper level of cognitive constructs, un-
conditional and unconscious schemas organize thought and behaviour
(Kriston et al., 2012). Beck strove to define specific cognitive core beliefs
for all personality disorders, but failed to do so for Borderline and
Schizotypal conditions. Beck et al. (2004) claimed that these two disor-
ders do not show a typical idiosyncratic set of beliefs. According to early
cognitive conceptualizations of BPD, individuals endorsed numerous
beliefs that overlapped with and contained certain characteristic of
the other PDs (1990). When investigators began to examine schemas
in patients with BPD, they found that almost all of the named schemas
were found in BPD (Young et al., 2003).

To illustrate this conundrum, research with the Personality Beliefs
Questionnaire (PBQ) (Bhar et al, 2012) — a 126-item self-report mea-
sure of beliefs associated across 10 personality disorders — confirmed
that BPD patients scored highly on almost all of the PBQ scales (Butler
et al., 2002). However, such conceptualizations of BPD hypothesized
that, although individuals with BPD may have beliefs that are similar
to individuals with other PDs, those with BPD will endorse a unique
combination of beliefs, and that it is this combination that differentiates
them from other PDs. Butler et al. (2002) examined BPDs' patterns of
endorsement across the 126 items of the PBQ, and found certain items
from the PBQ dependent, paranoid, avoidant, and histrionic scales that
discriminated BPD patients from patients with other PDs. After cross-
validating these findings in a different sample, an independent scale
was constructed from relevant items. BPD patients scored significantly
higher on this newly developed PBQ borderline scale than on any
other PBQ subscale, and ultimately this scale was added to the final
PBQ (Bhar et al., 2012).Young hypothesized that some of the schemas
- especially schemas that develop primarily as a result of toxic child-
hood experiences - might be at the core of personality disorders, milder
characterological problems and many chronic Axis [ disorders. To ex-
plore this idea, he defined a subset of schemas that he labelled Early
Maladaptive Schemas. These schemas are “broad, pervasive themes or
patterns, comprised of memories, emotions, cognitions and bodily sen-
sations, regarding oneself and one's relationship with others, developed
during childhood or adolescence, elaborated throughout one's lifetime
and dysfunctional to a significant degree”. (Young et al., 2003, p. 7).
He asserts that schemas are different from core beliefs as they
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incorporate more unconscious and emotional memories and they in-
volve different brain systems for processing this information. These pat-
terns can produce intense bodily sensations and affections without
conscious awareness (Young et al., 2003). Within Young's model, the
18 early maladaptive schemas are named and can be grouped into five
broad categories of unmet emotional needs that are called “schema do-
mains”. These domains have been called 1) Disconnection & Rejection,
2) Impaired Autonomy, 3) Impaired limits, 4) Other-directedness and
5) Over-vigilance (See Table 1.). The schema domains were defined
based on unmet core emotional needs in childhood. The definition of
needs is rooted in both the “Theories of others” and “Young and his col-
leagues' clinical observations” but has not been tested empirically
(Young et al., 2003, p. 9). As many studies in schema research have ap-
plied schema domains based on Young's categorization, we will also re-
view their results based on the same categorization. Studies that
statistically explored the higher order structure of schemas have result-
ed in inconsistent findings and future studies are needed that include
theoretical models and clinical experience of practitioners. (Kriston
etal, 2012).

Although early maladaptive schemas are clearly associated with
BPD, there is still controversy around which schemas are seen in this
population or which are more prevalent. The aim of this study is to con-
duct a systematic review of the current evidence to explore what
schemas have been found to be associated with BPD. The patterns of re-
lationship between schemas and BPD were examined in clinical, offend-
er, substance using and non-clinical populations.

2. Methods

This review followed The PRISMA Statement: Preferred Reporting
Items for Systematic Reviews and Meta Analyses (Moher et al,, 2015).
We searched Embase, CINAHL, Cochrane Library, Informit, OVID
Medline, PsychINFO, PubMed, Scopus and Web of Science on October
1st, 2014. The following search terms were applied, utilising truncations
[*] to increase search sensitivity, in combination with the Boolean oper-
ator ‘AND’: (Schema* OR Belief* OR EMS*) AND (“borderline personality
disorder*” OR “borderline trait*" OR “borderline organization” OR BPD).

The inclusion criteria were: 1) Journal articles and published disser-
tations reporting the relationship between beliefs or schemas and bor-
derline personality disorder/traits. 2) English papers were included in
this study.

Exclusion criteria were 1) Studies measuring beliefs or other con-
structs that are not explicitly related to Young's Early Maladaptive
Schemas. 2) Case reports, book chapters, qualitative studies, conference
proceedings, theoretical papers or reviews,

Two reviewers assessed studies for the inclusion/exclusion criteria.
Studies were first screened by title and abstract, and then the full text
for eligible studies was sourced. The reviewers then shared their conclu-
sions on the information provided. The quality of the methodology used
in each study was assessed by these two reviewers. Methodological
quality appraisal was completed with the Standard Quality Assessment
Criteria for Evaluating Primary Research Papers (Kmet et al., 2004),
which has been an effective tool for quality appraisal of observational
studies (Kmet et al., 2004; Robinson et al., 2015). It consists of 14 criteria
to assess quality. For each criterion, a score of 2 was endorsed for fully
meeting the criterion; 1 and 0 for partially and not meeting the criteri-
on. The methodological quality score was calculated for each paper by
summing the total score of all relevant criteria and dividing by the
total possible score (Kmet et al., 2004). Critical appraisal assessments
provide analytical evaluations of the study characteristics, in particular
the methods used to minimise biases in any research. This information
is valuable for consumers of research to ascertain that the methodology
and the results are reliable and can be applied in other environments
such as policy, education and clinical practice (Katrak et al., 2004). The
method of quality appraisal used in this study has been cited by more
than 100 papers in Google Scholar.
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3. Results

An initial search of databases resulted in 1248 articles. Fig. 1
shows the study selection process. After duplication removal, 1115
publications remained. Screening at title and abstract level led to
72 articles. After assessing for eligibility criteria, 23 publications
remained. From these final publications, 5 studies were excluded as
they studied beliefs not schemas. “Although closely related and
often used interchangeably, beliefs markedly differ from schemas.
While schemas are overarching knowledge representations that are
present in everyone and mainly consist of tacit knowledge inaccessi-
ble for direct inspection, beliefs represent lower level parts of a sche-
ma that can be represented in words” (Labbestael and Arntz, 2012,
p-326). Personality Belief questionnaires measure beliefs associated
with PDs while schema questionnaires measure broader concepts
not necessarily related to PDs. Finally, a total of 17 studies were in-
cluded in this systematic review.

As it is shown in Tables 2 and 3, the schemas of the disconnection,/re-
Jjection schema domain were the most prevalent schemas endorsed in at
least ten studies. The most highly endorsed schemas in BPD population
were as follows: Abandonment (in 13 studies), Mistrust/Abuse (in 12
studies), Social Isolation (in 11 studies) and Emotional Deprivation
and Defectiveness/Shame (in 10 studies). The numbers included studies
in which schemas were measured as domains and studies in which
schemas were measured more specifically. Some studies reported a cor-
relational relationship between schemas and borderline features; other
studies reported the result of regression analysis that specified the role
of schemas in predicting borderline characteristics. Table 2 provides an
overview of these studies. In the column called “highly endorsed
schemas in BPD” the schemas specified as a result of regression analysis
or reported as “highly endorsed schemas” or “schemas appeared with
higher levels of significance” in the study are indicated.

In the studies reviewed here, five Schema measures have been used:
YSQ-Long Form (205-item ) (Schmidt et al,, 1995), different editions of
YSQ-Short Form (75-item) (Young, 1998), YSQ-L3 (232-item) (Young
& Brown, 2003a), YSQ-S3 (90-item) (Young, 2005), and EMSQ-R (75-
item) (Ball and Young, 1999). These questionnaires measure 15
schemas, except for the YSQ-53, which measures 18 schemas. We only
include the 15 main schemas in Table 3, as just two studies used the
YSQ-S3, and its extra schemas add little additional information.

Database Search:

N=1248

Table 1
Definitions of schema domains (Lobbestael and Amtz, 2012; Young et al., 2003).

(1) Disconnection and Rejection Domain: Patients with schemas in this domain
have had early experiences that impeded their ability to form secure, satisfying
attachment to others. As a result, they have presumptions leading them to
believe that their needs for stability, safety, nurturance, love and belonging will
not be met. Typically patients have features from the schema domain of unstable
“Abandonment/Instability”, abusive “Mistrust/Abuse”, cold “Emotional
Deprivation”, rejecting “Defectiveness/Shame”, or isolated from the outside
world “Social Isolation/Alienation™.

(2) Impaired Autonomy and Performance: Patients with schemas in this domain
have expectations about themselves and the world that interfere with their
ability to differentiate themselves from parent figures and function
independently. The schemas related to this domain include
“Dependence/Incompetence”, "Vulnerability to Harm or [llness”,
“Enmeshment/Undeveloped Self" and “Failure” schemas.

(3) hnpaired Limits Domain: Patients in this domain have not developed adequate
internal limits in regard to reciprocity or self-discipline. Schemas of this domain
include “Entitlement/Grandiosity™ and “Insufficient Self-Control/Self-Discipline”.

(4) Other-Directedness Domain: The patients in this domain place an excessive
emphasis on meeting the needs of others rather than their own needs. They do
this in order to gain approval, maintain emotional connection or avoid
retaliation. Schemas of this domain include *Subjugation”, *Self-Sacrifice” and
“Approval-Seeking/Recognition-Seeking”.

(5) Over-vigilance and Inhibition Demain: Patients in this domain suppress their
spontaneous feelings and impulses. They often strive to meet rigid, internalized
rules about their own performance at the expense of happiness, self-expression,
relaxation, close relationships or good health. The schemas related to this
domain are “Negativity/Pessimism”, “Emotional Inhibition", “Unrelenting
Standards/Hyper-criticalness” and "Punitiveness”

3.1. Clinical populations

Eight studies had subjects from a clinical population, As can be seen
in Table 2, the sample sizes of all studies reporting on clinical popula-
tions ranged from 27 to 145. The mean age of participants ranged
from 19 to 39 years. All except two studies included subjects of both
genders. To establish the diagnosis of BPD, seven studies utilized
sound semi-structured interviews named SCID-II or SIDP. For assess-
ment of axis | disorders, SCID-1 was utilized in six studies. The analysis
strategy used in these studies was analysis of variance in 5 studies,
while regression analysis was also used in two studies.

All schemas except enmeshment were related to BPD symptoms in
at least two studies, and schemas of the disconnection/rejection domain

Duplicate removal

Duplicate removals:

N=1115

Screening for title and abstract

!

Publications retained for full
text screening: N=72

Screening for inclusion criteria:

Publications included:

N=17

Non-English articles: N=1

Not related to schema-BPD
relations: N=54

Fig. 1. Flow chart of study selection process.
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Table 2
Characteristics of the reviewed studies.

Population Publication Participant groups Number of participants Gender of Mean age of participants Materials
participants
Clinical 1 Nilssonet al. (2010)  Bipolar outpatients, borderline outpatients, 85 Female Bipolar group: 32 (<:7.40), BPD group: 33 YSQ-53 (90-item) (Young, 2005)
population student controls Bipolar group: 25, (£8.84) SCID-II Interview (First, 1997)
BPD group: 31, student controls: 29
2 Lawrence et al. Sub-syndromal (4 BPD criteria) or full BPD: 30 Female/male BPD females: 18.56 (- 3.45), BPD males: SCID I/P interview, the BPD module of SCID-1I
(2011) syndrome BPD group and control group Control; 28 19.33 (+1.53), Control females: 19.16 interview (First, 1997), YSQ-52(75- item) (Young &
(43), control males 19.22, (42.92) Brown, 2003b)
3 Nordahl et al. (2005)  Patients with and without persanality Psychiatric outpatients: 104 Female/male 37.7 (+10.7), range: 19-68 SCID linterview (First, Spitzer, Gibbon, & Williams,
disorders 1995a), SCID Il interview, YSQ 2nd edition{205-
item) (Young and Brown, 1994b)
4 Mayo (2005) Depressed women with and without BPD ~ BPD and MDD; 12 Female 33 (+10.8) SAD 1 interview, BPD module of SCID Il interview,
Controls with MDD: 15 EMSQ-R? (75- item)(Ball and Young, 1994)
5 Simeonet al. (2003)  BPD group and healthy group BPD = 20, healthy control: 24 Female/male BPD group: 37 (+12.6), healthy control SCID Iinterview, SIDP” interview (Pfohl et al., 1997),
group: 35.3 (£ 11.7) Schema Questionnaire (205-item) (Schmidt et al.,
1995)
6 Jovev and Jackson Three personality disorder groups: BPD, BPD =13, i 113 Female/male 38.81 (+10.79) SCID 1 and SCID ITinterview, Schema
(2004) obsessive- compulsive and avoidant Avoidant: 22 Questionnaire-short form (75-item) (Young, 1998)
7 Hulbertet al. (2011)  Two groups of outpatients: BPD group with  BPD group: 30, MDD group: 30 Female/male BFD group: 19.42 (42.55), MDD group: SCID I and SCID [l interview (First, 1997), Young
at least 3 BPD criteria, patients with major 19.88 (+2.84) Schema Questionnaire (205-item) (Young & Brown,
depressive disorder 1994b)
8 Thimm (2011) A group of outpatients 145 outpatients Female/male 39 (+11.9) DIP-Q questionnaire*(Ottosson et al., 1995), Schema
(107 women and 38 men) Questionnaire - short form (75-item) (Young, 1999)
Offender 9 Gilbert and Daffern A group of offenders 87 offenders (78 male and 9 female) Female/male 334 (+10.7) range: 19-64 SCID Il interview (First, 1997), Young Schema
population (2013) Questionnaire- Short Form, version 3 (90-items)
(Young, 2005)
10 Loper (2003) A group of incarcerated women screened 116 Female 32.81 (+8.92) SCID-II screening questionnaire (First, et al, 1995b),
for at least one personality disorder EMSQ-R (75-item) (Ball and Young, 1999)

11 Specht et al. (2009) A group of incarcerated women 105 Femnale 339(+85) SCID-Il interview (First, 1997), Schema
Questionnaire-short form (75-item) (Young & Brown,
1994a)

Substance using 12 Shoreyet al. (2014) A sample of men seeking substance abuse 98 Male 38.89 (+=10.60) PDQ-4 questionnaire® (Hyler et al., 1988), Young

population
13 Ball and Cecero
(2001)
Non-clinical 14 Meyer et al. (2001)
population

15 Carr and Francis

(2010)

16 Reeves and Taylor

(2007)
Schmidt (1994)

=t

treatment
A sample of outpatients who met
diagnostic criteria for borderline or

antisocial or avoidant or depressive PD
A group of undergraduate students

University based non-clinical population

A group of university students

A group of undergraduate students

41, men (46%), women (54%)

178 (60 males and 118 females)

804 (405 men, 399 women )

1100

Female/male

Female

Female/male

Female/male

Female/male

374 (+59)

20 (4£0.7) range: 18-22

27.18 (+10.58)

19.9 (+1.44)

Schema Questionnaire (YSQ-13), (232-item), (Young
& Brown, 2003a)

SCID-II interview, Young Schema Questionnaire
(205-item)

BSI questionnaire' (Conte et al., 1980), Young
schema questionnaire-Short Form (75-item) (Young,
1998)

PDQ-4 questionnaire, Young Schema
Questionnaire-Short Form (75-item) (Young &
Brown, 2003b)

SCID-II-Q questionnaire. Young Schema
Questionnaire-short form (75-item) ( Young, 1998)
PDQ-R questionnaire ( Hyler and Rieder, 1987),
Schema Q ire (205-item i at
1992) (Schmidt et al., 1992)

T

© Major Depressive Disorder.
f

Early Maladaptive Schemas Questionnaire-Research.
Structured Interview for DSM-1V Personality Disorders.
The schemas included in this domain are dependency, enmeshment, vulnerability and incompetence (Schmidt, 1994).
The schemas included in this domain include unrelenting standards and self-sacrifice (Schmidt, 1994),

& DSM-IV and ICD-10 Personality Questionnaire,

" personality Disorder Questionnaire-4.

! Borderline Syndrome Index.

4 Structured Clinical Interview for DSM-IV Personality Questionnaire (First, 1997).

The significant difference found for the entitlement schema was due to the lower scores of the entitlement in MDD group (Hulbert et al, 2011).
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Table 2 (continued)

Population Analysis Schema domains Schemas (in order of higher to lower correlations) Highly endorsed Quality
schemas in BPD rating
Clinical 1-way analysis of covariance All 18 schemas in comparison to control (P = 0.000). 0.75
population All schemas except failure to achieve, enmeshment, self-sacrifice and
entitlement in comparison to bipolar patients (P = 0.000)

Analysis of variance Abandonment, mistrust/abuse, defectiveness/shame, failure, Abandonment, mistrust/abuse (endorsed by BPD patientsat  0.79
social isolation, subjugation, emotional deprivation, insufficient clinically significant level)
self-control, vulnerability to harm, dependence/incompetence,
emotional inhibition. (P = 0.003)

Bivariate correlations Abandonment, defectiveness/shame, social isolation, vulnerability Abandonment, defectiveness/shame, social isolation, 0.75
to harm (P < 0.001). Emotional deprivation, vulnerability to harm (approached significance at
dependent/incompetent, mistrust/abuse (P < 0.003) P<0.001)

Wilcoxon-Mann-Witney U test A defecti h , insufficient self-control Abandonment, defectiveness/shame, insufficient self-control 0,54
(P = 0.05), emotional deprivation, social isolation (P = 0.1) (approached significance at P < 0.05)

Analysis of covariance, Regression Disconnection, over-connection® and exaggerated Disconnection Schema domain (result of regression analysis) 0.83

analysis standards® (P < 0.001)

Multivariate analysis of variance In comparison to obsessive-compulsive group, BPD group had 0.75
higher scores on Abandonment, dependence/incompetence and
subjugation (P < 0.01). Comparing to Avoidant group, BPD group
had higher score on dependence/incompetence
(P<0.05)

T test Compared to MDD® group, BPD group had high scores on 0.87
Mistrust/abuse and entitlement’ (P < 0.01).

Hierarchical regression analysis Mistrust/abuse (P < 0.001) Mistrust/abuse (result of regression analysis) 0.70

Offender Correlation, regression analysis Disconnection/rejection, impaired limits Mistrust/abuse, insufficient self-control, social isolation, negativity Disconnection/rejection schema domain (result of regression 0.87
population (P <0.05) (regression analysis before controlling  dependence/incompetence (P < 0.001) analysis after control for ASPD)
for ASPD)
Multivariate regression analyses Disconnection/rejection and impaired limits Disconnection/rejection, impaired limits schema domains 0.75
(P<0.01) (result of regression analysis)
Correlation, regression analyses All schema domains: disconnection/rejection, Disconnection/rejection and impaired limits (P < 0.01) 0.87
impaired autonomy, other-directedness impaired (result of regression analysis before controlling the effect of
limits, over-vigilance/inhibition (p < 0.05) ASPD). Disconnection/rejection after control for ASPD.
Substance using  Correlation, T test, regression All schema domains: over-vigilance/inhibition, Over-vigilance and inhibition and impaired autonomy (result 0.83
population analyses disconnection/rejection, impaired autonomy, of regression analysis)
impaired limits, other-directedness (P < 0.001)
Correlation Mistrust abuse, abandonment (P < 0.05) 075
Non-clinical Bivariate correlation Social isolation, defectiveness/shame, emotional deprivation, 0.72
population vulnerability to harm, mistrust/abuse, abandonment, subjugation,
emotional inhibition, failure to achieve,
dependence/incompetence, insufficient self-control,
enmeshment, (P = 0.01)

Hierarchical multiple regressions 077

Hierarchical multiple regressions Abandonment and social isolation (P = 0.000) Abandonment and social isolation (approached significance  0.95
And a negative association with enmeshment (P = 0.001) at P < 0/000)

Correlation Insufficient self-control (“P" is not reported) 054
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were related to BPD at least in five studies. [n a closer look at these se-
lected studies, when the BPD group was compared to a healthy control
group, higher endorsement of most of the early maladaptive schemas
approached the level of statistical significance (Lawrence et al., 2011;
Nilsson et al., 2010; Simeon et al., 2003). In studies in which the
schemas of BPD group were compared with axis [ or axis Il disordered
patients (Jovev and Jackson, 2004), more specific schemas appeared as
significant with a dominant presence of disconnection/rejection
schemas (Hulbert et al., 2011; Mayo, 2005; Nordahl et al., 2005;
Thimm, 2011).

For example, in studies by Nilsson et al. (2010) and Simeon et al.
(2003), all schema domains were significantly elevated in BPD groups
in comparison to healthy controls. The study by Lawrence et al. (2011)
showed that 11 out of 15 schemas were significantly higher in the
BPD than the control groups.

In studies by Nordahl et al. (2005) and Mayo (2005) in which the
schemas of the BPD group were compared with other axis | disorders
without PD, the schemas of disconnection/rejection domain and depen-
dence/incompetence, vulnerability to harm and insufficient self-control
were highlighted. In the studies by Hulbert et al. (2011), in which BPD
was compared with Major Depressive Disorder (MDD), and in the
Thimm (2011) study, that was conducted in a cohort of psychiatric out-
patients with a diagnosis of axis I disorders, the schema which was
significantly elevated in BPD was mistrust/abuse.

In the Jovev and Jackson (2004) study that compared schemas of
BPD patients with other axis Il PDs, more specific schemas were
found, for instance, schemas of abandonment, dependence/incompe-
tence and subjugation were significantly higher in BPD compared to
Obsessive Compulsive Personality Disorder (OCPD), When compared
to avoidant PD, only the dependence/incompetence schema was highly
elevated in BPD patients.

3.2. Offender populations

Three studies that looked at offender populations explored the rela-
tionship between schemas and BPD. Almost three-quarters of the par-
ticipants of these studies were women and the number of participants
ranged from 87 to 116. The mean age of the samples was 33 years.
The SCID-II interview was used for diagnosis of BPD in two studies,
while Axis-I disorders were not considered in most of the studies. The
analysis strategy of all the studies was regression analysis. Specht et al.
(2009) included the depression scores of their subjects in their analysis.
Schemas of the disconnection and rejection domain were endorsed in
all three studies. A schema related to the “impaired limit" domain, la-
belled “insufficient self-control”, was also reported in all three studies,
and dependence/incompetence was endorsed in two studies. Thus,
schemas related to unmet basic needs such as safety, security nurtur-
ance and love are a core aspect of BPD in offenders who have experi-
enced severe early abuse and trauma (Gilbert and Daffern, 2013;
Loper, 2003). The impaired limits domain — an important schema
domain in offender populations (Loper, 2003; Specht et al., 2009) -
was associated with antisocial and violent behaviour (Loper, 2003).
Considering the significant correlation between borderline and antiso-
cial personalities especially in offender populations, studies by Gilbert
and Daffern (2013) and Specht et al. (2009) controlled for ASPD traits
in the final regression analysis, and found that only the disconnection
and rejection schema domain remained significant.

3.3. Substance-using populations

In two studies of substance using populations, only 13.6% of the sam-
ples were women. The number of participants in each study ranged
from 41 to 98, with a mean age of 38 years. In one study, the SCID-II in-
terview and, in another study, the PDQ-4 questionnaire was applied for
the diagnosis of BPD. There was no report on axis | assessment in these
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studies. The method of data analysis was correlation and regression was
also used in one of the studies.

The schemas of abandonment and mistrust/abuse were endorsed in
substance users with BPD. As shown in Table 2, Shorey et al. (2014) used
a completely male sample, where all five schema domains were associ-
ated with BPD symptoms. Moreover, participants meeting the threshold
for ASPD and BPD scored higher on all five schema domains than indi-
viduals without Antisocial Personality Disorder (ASPD). After control-
ling for the effect of antisacial traits, shared variance among other
schema domains, age and substance use, the domains of impaired au-
tonomy and over-vigilance remained significantly associated with
BPD. Many of the studies done on BPD have consisted of samples of
women — these indicate a strong relationship between BPD and the dis-
connection and rejection domain. Schemas of male substance users
with BPD features may differ from those seen in women (Shorey et al.,
2014).

34, Non-clinical populations

Four studies examined the relationship between schemas and bor-
derline features in the samples largely consisting of university students
with mean age of 22 years. The gender composition of the samples con-
sists of both female and male subjects in three studies and the number
of participants ranged from 61 to 1100. The method of BPD diagnosis
was questionnaire-based in all studies. Two studies used correlations
and the two other applied regressions for data analysis.

Schemas of abandonment, social isolation and insufficient self-
control were endorsed in two studies. In one study (Carr and Francis,
2010) BPD was not associated with any schemas, which might be ex-
plained by controlling for comorbid axis I and other PD symptoms. Sub-
stantial comorbidity with axis I and I disorders is the norm in BPD
(Jovev and Jackson, 2004).

4, Discussion

The results illustrated in Table 3 show that schemas of abandon-
ment, mistrust/abuse, social isolation, emotional deprivation, defective-
ness/shame, dependence/incompetence and insufficient self-control
were respectively the most prevalent schemas in BPD. Schemas
reflecting themes of emotional disconnection and rejection are strongly
endorsed in BPD groups. The disconnection/rejection domain reflects
structures that may contribute to long standing mental dysfunction.
They reflect ideas that one is not “worthy of love and desirable to
others" and not “connected to other people in a stable and trusting
manner” (Loper, 2003). How does this come about? By comparing bor-
derline patients with other personality disordered individuals, BPD pa-
tients were significantly more likely to report having been verbally,
emotionally and physically abused by caretakers of both sexes”
(Zanarini et al,, 2000).They were also significantly more likely to report
having caretakers of both sexes deny the validity of their thoughts and
feelings, fail to provide them with needed protection, neglect their
physical care, withdraw from them emotionally, and treat them in an
unstable manner, Taken together, such experiences of bi-parental fail-
ure may be important in the aetiology of BPD (Zanarini et al., 2000).
Due to high rates of abuse in patients’ past histories and the high pres-
ence of labile temperaments, it is more likely for them to develop inse-
cure and vulnerable attachment styles (Fonagy and Bateman, 2008).
The most disturbing facet of BPD is the inclination to recreate negative
experience within the other person by externalization of the image of
a depriving/abusing figure, which has been internalized by the trauma-
tized victim as an alien part of the self. An extreme need for this other
person can be overwhelming and addictive and, at the same time, aver-
sive and destructive due to negative projections (Bateman et al,, 2007).
Patients with schemas in the disconnection and rejection domain are
often most psychologically-injured (Young et al., 2003).



}:;lxen:xy of findings on the association between borderline personality disorder and early maladaptive schemas.
Schema domains Schemas Studies Number of
Clinical popularion Offenders Addicted Non-clinical
z 4 g i 10 11 13 4 15 16 17
1-Emotional deprivation 10
2-Abandonment 13
E}’:{‘i’:;“""“ 01 3 Mstrustyabuse 12
4-Social isolation 1
5-Defectiveness/shame 10
G-Failure 4
7-Dependencefincompetence 8
:‘;‘]‘g"m AUCGAOMY | g v inerability to harm and fliness - 6
9-Enmeshment 4
10-Subjugation 7
Other-directedness | 11-Self sacrifice 4
Over vigilance and 12-Emotional inhibition 5
Inhilith 13-Unrelenting standards 3
Impaired limits 14-Entitlement 5
15-Insufficient seff control . 8

“The dark colour indicates highly endorsed schema or schema domain in the study.
The blank spaces between schemas in the table illustrate the domain endorsement in the studies that did not specify schemas.
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The high endorsement of disconnection/rejection schemas might
explain the intense relationship problems in BPD patients. Disturbances
in self and interpersonal functions constitute the core of all personality
psychopathology (American Psychiatric Association, 2013); however,
the “unstable relationships” symptom is a unique feature that strongly
distinguishes BPD from other mental disorders (Sanislow et al., 2002;
Stanley and Siever, 2010). Gunderson reported that two relational
criteria, “avoidance of abandonment” and “changing relationships” dif-
ferentiated borderline from other personality disorders, since symp-
toms reflect both interpersonal and intrapersonal problems which are
specific to BPD. (Gunderson, 2007; Stanley and Siever, 2010).

In addition to a toxic early environment, there are specific neurobi-
ological systems, for instance neuropeptides (such as the opioids and
oxytocin) that mediate affiliative and interpersonal relations, and
which make children genetically hypersensitive to interpersonal inter-
actions. Dysfunctional regulation of peptides may specifically contribute
to the problematic affiliative behaviours by increasing the stress of
separation, rendering the maintenance of self-esteem and sense of
well-being; and by decreasing the capacity to trust and respond appro-
priately to others. All of these lead to self-destructive behaviours that
may provide short-term relief from affective pain (Gunderson, 2011;
Stanley and Siever, 2010). Therefore, neurohormones might mediate
the intense fear of rejection and abandonment and other patterns that
characterize BPD (Gunderson, 2011). A temperament with high
distress-proneness in infancy creates vulnerability, which under cir-
cumstances of dysfunctional care, may develop into ambivalent/disor-
ganized attachment and later BPD (Gunderson and Lyons-Ruth, 2008).

The dependence/incompetence schema shows the theme that “I do
not feel capable of getting by on my own in every day life” (Jovev and
Jackson, 2004). Their wellbeing is experienced as dependent on the
availability of significant others (Stanley and Siever, 2010). Depending
on others might reflect the insecure anxious attachment style frequent-
ly seen in BPD (Fonagy, 2000), which characterizes the adoption of
hyper-activating and proximity-seeking strategies. The high anxiety ex-
perienced by patients with BPD might be caused by core beliefs that
their basic needs for safety and security will not be met (Loper, 2003;
Rholes and Simpson, 2006). The insufficient self-control schema reflects
lack of emotional control and anger dysregulation associated with BPD
(Loper, 2003). This schema also reflects the traits of impulsivity, risk
taking and hostility, which characterize BPD in the new hybrid dimen-
sional model of DSM V (American Psychiatric Association, 2013).

The finding that almost all of the schemas were related to BPD in at
least two studies in clinical populations compared to healthy partici-
pants is consistent with Beck and Young's assertion that borderline pa-
tients can have schemas related to all forms of personality disorders
(Becket al.,, 2004; Young et al,, 2003). The heterogeneity of the BPD con-
struct might underpin this (Lawrence et al,, 2011). This has also led to
the development of the schema mode concept in which a set of schemas
and processes is grouped into ene category. Under the influence of one
dominant mode at a time, BPD patients usually experience the corre-
sponding sets of thoughts and feelings (Arntz and Van Genderen,
2011). However, the dominance of the disconnection/rejection schema
domain in BPD, as seen in Table 3, supports the idea that toxic family en-
vironments, which impede the child's basic needs for secure attachment
might be a key factor in the development of BPD. The results also em-
phasize the importance of administering the Young Schema Question-
naire (YSQ) in clinical populations with impartiality and without
preconceived ideas about which schemas might be present (Lawrence
etal, 2011).

In order to increase the reliability of diagnosis, the DSM system en-
sures that most of the diagnostic criteria are based on cbservable behav-
iours. This approach has some limitations because the same behaviours
can have very different functions and meaning, depending on the un-
derlying psychological structures (Clarkin et al., 2007). Angry outbursts,
for example, may contribute to a fear of abandonment in BPD. These
same surface behaviours may in fact reflect the controlling attitudes of
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a paranoid individual or the entitlement of a narcissistically grandiose
individual. The schemas thus make a substantial contribution to our
deeper understanding of the core components that form the BPD orga-
nisation of personality.

As offenders are a population characterized by unlawful behaviours,
any borderline traits will usually coexist with antisocial traits in this
population. Not surprisingly, offenders highly endorsed the impaired
limits domain, especially insufficient self-control. After removing the ef-
fect of comorbid antisocial symptoms, borderline offenders were char-
acterized by schemas in disconnection/rejection domains, consistent
with findings in clinical populations. Intervention plans that emphasize
identification and modifications of belief structures related to both bor-
derline and antisocial personality symptoms may be beneficial in reduc-
ing the offending behavioural patterns of this population (Loper, 2003 ).

The fact that substance abusers with BPD traits endorsed higher
scores in early maladaptive schemas underscores the relevance of
these schemas to the development and treatment of substance use.
Some people using substances might suffer from the enduring ways of
viewing themselves and interacting with the world that needs to be
targeted in their interventions. Feelings related to abandonment and
abuse might be key therapeutic targets in substance users to avoid sub-
stances being taken as a distracting or self-soothing factor. MacLean
(1990) asserted that substance use and drug addiction are attempts to
replace opiates or endogenous factors normally provided by social at-
tachments (Insel, 2003).

Six studies looking at clinical populations included a report on the
comorbidity of axis | disorders; however, they mostly omitted control
groups (Hulbert et al., 2011; Jovev and Jackson, 2004; Lawrence et al.,
2011; Mayo, 2005; Nordahl et al,, 2005; Simeon et al., 2003). Three stud-
ies did include a control group comprised of one specific axis [ disorder.
Two of these compared MDD patients with BPD patients (without con-
trolling for the MDD in BPD group) and found more endorsement of the
schemas related to the disconnection/rejection in BPD group (Hulbert
etal, 2011; Mayo, 2005). In one study in which BPD patients were com-
pared with bipolar patients, BPD patients were characterized by signif-
icantly higher mean scores on 14 out of 18 schemas (Nilsson et al.,
2010). Specht et al. (2009) also examined the extent to which comorbid
depression and ASPD influenced the schema-BPD relations in offender
populations. Their finding suggests that depression accounts for a por-
tion of the shared variance between BPD and the disconnection/rejec-
tion schema, while ASPD symptoms account for a portion of the
shared variance between BPD and the impaired limits schema domain.

Two non-clinical studies investigated the influence of Axis Il comor-
bidity on schema-BPD relations. Reeves and Taylor (2007) found three
schemas related to BPD (abandonment, social isolation and enmesh-
ment) after controlling for the symptoms of other PDs within the
same cluster. In contrast, Carr and Francis (2010) found no significant
association between BPD and schemas, after statistically controlling
for other PDs (both intra and inter cluster), depression, anxiety and eat-
ing disorders in a nonclinical population, This finding indicates that ex-
cluding the effect of comorbid disorders may create a highly atypical
sample, as comorbidity is the norm in BPD (Lawrence et al,, 2011). Fu-
ture research could certainly explore and control for the comorbidity
of additional personality disorders.

At the surface level, the strength of association reported in the stud-
ies reviewed here seemed not affected by the length of the schema
questionnaires, as reports of strong associations were evident irrespec-
tive of the use of long or short forms of schema questionnaires. In effect,
however, most of the studies utilized short forms of schema question-
naires, necessitating further research to fully assess the impact of the
length of questionnaire.

The reliability and validity of five forms of schema questionnaires
were reported in seven studies. There were reports of high reliability
(e ranges from 0,58 to 0.96) and good validity for both short and long
forms of SQ. Loper (2003) indicated that two sub-scales of the EMSQ-
R questionnaire evidenced poor internal reliability. These sub-scales
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are the ‘Other-directedness’ with an alpha of 0.35 and ‘Over vigilance/
Inhibition’ with an alpha of 0.49.

In all of the studies reviewed here, the assessments of the patients
were done before treatment began or in the earlier stages of the treat-
ment. Whether treatment can have influence on the schema endorse-
ment is not clear in these studies and could be the subject of future
research. Six studies included in this review, investigated schemas in
Jjust one gender, mostly female, limiting generalizability to men, Anoth-
er limitation was the use of different schema questionnaires ranging
from 75 to 232 questions. Although many were developed by Young
and his colleagues, and the overall pattern of schemas was the same
across questionnaires, they differed in the number of schemas mea-
sured and the number of questions asked. Non-clinical participants
were university-based, which might not be representative of the larger
community. All studies were cross-sectional which does not indicate
any causal relationship. Longitudinal designs are needed to determine
whether schemas precede the onset of BPD symptoms. The strength of
this study was the use of systematic search strategies, which led to a
good number of papers. The studies reviewed here were largely hetero-
geneous as they used five forms of schema questionnaires and different
population groups. This made it difficult to compare the effect sizes of
associations reported in these studies. Uniform methodology will be
crucial in future research to address this.

For BPD patients, interventions in many respects parallel child devel-
opment. The patient begins as a very young child and, under the
influence of the therapist-patient relationship, gradually evolves into
a healthy adult. Psychotherapy is regarded the primary treatment for
BPD (American l’sy(hiatric Association, 2004; Gunderson, 2011;
Zanarini, 2009). To improve treatments for BPD, we need to better un-
derstand the specific psychological mechanisms that characterize the
disorder (Scott et al.,, 2009). The findings of this review demonstrate
that early maladaptive schemas are associated with the presence of per-
sonality disorder/traits, providing clear therapeutic targets. As schemas
reflect information related to relationship patterns, the findings of this
review could be useful for clinicians with different psychotherapeutic
approaches. Further research needs to examine schemas in relation to
schema domains and schema modes. Furthermore, schemas could be
explored in relation to the traits of the proposed dimensional model
for DSM-V.
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Chapter 3. Literature Review

This research project aimed to study schema modéslssociation in borderline PD
patients. Thus, the history of the developmenhefdefinition of borderline personality
is investigated in the psychological literature. isThinvestigation covers the
psychoanalytic literature since the 1930s and mmeoent theories. This exploration
particularly focuses on the gradual birth of thedeoline PD concept. Proceeding to the
sections defining BPD from different perspectivég, history of the development of the
concept of dissociation is provided. The aim o tieiview is to demonstrate the evolution

of theoretical thinking about BPD and the concdptissociation.

3.1. Psychoanalytic Views on Borderline Personality
Disorder

The history of borderline personality organisatias its roots in psychoanalytic literature.
The word “borderline” was first used by Adolph $té@r 1938. He believed that this group
of patients manifest narcissistic features. Befiern, there was not a clear definition of
the borderline state. In order to lay out a cleatarstanding of narcissism and borderline
personality organisation, these concepts will lseutsed from the two distinct point of
views; Freud’'s and Kohut's theories. Then Kernbergheory about borderline

personality disorder will be discussed.

Stern and Kernberg have both considered patienth Wbrderline personality
organisation as being on the borderline betweerroseu and psychosis (Clarkin,

Yeomans, & Kernberg, 2007; Linehan, 1993).
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After discussion about the psychoanalytical viewpadf BPD, the cognitive and
neurobiological understanding of borderline persiondisorder (BPD) will be described

and then BPD will be looked at in relation to digation.

3.1.1. Adolph Stern

As stated, Stern was the first to employ the teondérline (Gunderson & Singer, 1975)
while stressing that ordinary psychoanalytic teghes were not effective with a large
number of these patients, who did not fit intogtendard neurotic or psychotic categories
(Millon, 2011; Wolberg, 1982). Adolph Stern desedbthe essential features of the
borderline group of patients in a treatise entiti&bychoanalytic Investigation of a
Therapy in the Borderline Neurosepublished in 1938 (Wolberg, 1982). He provided a
list of symptoms usually seen in these patientshasidescriptions is as relevant today as

it was 70 years ago (Paris, 2008).

3.1.1.1Narcissistic features

For Stern, this involved character traits consetjugron deficient maternal affection
(Millon, 2011) that became manifest in the simudtans idealization and devaluation of
other significant persons (Linehan, 1993). Cruatigglect and brutality by the parents
over a period of many years were prevalent in toeg Stern treated, leading to “affect
hunger” or what Stern called “narcissistic malrtignri”. As a result of an injured, starved
inner world in which the normal narcissistic gratftion and self-preservative needs had

not been satisfied, the symptoms developed (Si938).

3.1.1.2Psychic bleeding
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Patients displayed paralysis instead of a resilieaction in the face of painful

experiences.

3.1.1.3Hypersensitivity

Overreaction to subtle criticism or rejection thady result in development of paranoid
ideas (Linehan, 1993). Thus, alongside their “dgepbted insecurity”, these patients
display extreme caution and vigilance to dangelis Hypersensitivity automatically

serves as receptive apparatus to detect dangeppyand remain cautious (Stern, 1938).

3.1.1.4Psychic rigidity

A constant, protectively reflexive, bodily stiffreswhich anticipates danger in the
environment, a reaction that is learnt from theegigmce of rigid, punitive and crudely
restraining watchfulness by parental figures. Stelated psychic rigidity with insecurity,

based on a fear of what could happen, and he cmesidhat it was a defence that

reflexively helped to combat anxiety (Stern, 1988)lberg, 1982).

3.1.1.5Negative therapeutic reactions

Any interpretations by a treating analyst were aered injurious to self-esteem, and
were responded to by discouragement, rage or siliigygstures. They usually
experienced the analyst’s behaviour as an evidehdack of caring or appreciation

(Linehan, 1993; Wolberg, 1982).

3.1.1.6Feelings of inferiority

There were pervasive feelings of inferiority, wee&s, a sense that one is incapable of
being loved and an overall immaturity. These fegdiwere used to prove inadequacy and
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avoid adult responsibility. In the therapeutic sassthe sense of inferiority served to
induce parental type responses in the therapidtaiMi2011; Theodore & Millon, 2011;

Wolberg, 1982).

3.1.1.7Masochism

The presence of self-pity and the presentation lohg-suffering, helpless and injured
sense of self were seen in these patients. Sk&tis a form of sadomasochism that is
regarded as a protective mechanism against fegliiity or other negative affect. Stern
called it “wound-licking” —an inclination to indudgin self-pity. They hurt themselves in
almost all the relationships they experienced (5tE938). Wolberg believed that through
sadism, which is a concomitant of masochism, thiepprojected his reactive hostility

that she once experienced in her parental reldtipa®nto others (Wolberg, 1982).

3.1.1.8Somatic insecurity or anxiety

The chronic anxiety and insecurity of the borderlpatient originated from the basic
rejection received in childhood, but was expressemiatically and took the form of

worry about the body (Wolberg, 1982). Stern asdetfiat, through treatment, a deeper
understanding of this underlying insecurity waseaded, “Stretching back to earliest

childhood, its roots penetrating to periods beyoramory” (Stern, 1938).

3.1.1.9The use of projective mechanism

An inclination to attribute internal difficultiesotimagined hostile sources in the
environment rather than recognise them in the $ak. narcissistically needy person can
defend against what he considers a hostile envieomnthrough these defensive

procedures.
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3.1.1.10 Difficulties in reality testing

Borderline patients can accept a fantasied roletbérs as either a god-magician or
assaultive persecutor. For example, they expedhr@apist to be the substitute of their

parents and they might believe that the therapistam unlimited universal power.

Stern believed that the entire clinical picturdofderline symptoms could be understood
as resulting from narcissistic injury. As Wolbed®82) reported, “In at least 75 percent
of the group Stern treated, the mothers were nieusstd some had had psychotic
episodes”. Specifically, all of these mothers wdgdicient in expressing affection.
Inadvertently, their parenting lacked empathy amtgassion, leading to “affect hunger”
or what Stern called “narcissistic malnutrition’As a result of an injured, starved
narcissism in which the normal needs for gratifaratand self-preservation were not
satisfied, these patients do not develop a sensecofrity acquired by being loved. Stern
believed that such a disturbance in the developmoérhe person early in life was
responsible in these patients for neurotic perstynahits. Stern emphasized that the
fundamental underlying character component thatltes in this borderline group was
narcissism. They were deprived of something soiart@ adequate psychic growth as if
deprived food to body. The unsatisfied and unsabtd narcissistic needs are responsible

for this demand. (Stern, 1938).

Stern referred to Freud’s statements that all neusgmptoms are an effort made by the
ego to reduce intolerable anxiety. While in theroéa group, this anxiety develops on
the basis of the infantile sexual impulses, in lloederline group of patients, anxiety
grows on the basis of the infantile narcissistipuses. Stern (1938) believed that for

these patients, anxiety was mostly experiencechagaalier point of time than when
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castration anxietyf developed in the other group of neuroses. He \madighat these
patients have strongly suppressed feelings of skaisecurity and inferiority, which

in turn led them to desire the best and greatestr{51938).

As a result of the very important role that narsissplayed as an aetiological factor in
this group of patients, two important modification®re suggested to improve the
efficacy of the psychoanalytic approach in theseepts. First, borderline patients need
more supportive treatment until the patient’'s p@wvef trust and security become
adequate. Second, modification consists of givirarerpriority to understanding the

transference relationship than found in historiotdrpretative practice. Encouraging the
patient to understand any dependent attitudesrésait from unmet needs can be a
disturbing process for patients. It is more efiitito work on the person’s developmental
history after a certain amount of healthy intelledtfunctioning has become available

(Stern, 1938).

3.1.1.11 Positive and Negative Therapeutic Reactions

In regard to the transference relationship in thisup of patients, an excessive
dependence on the analyst became evident. Thenizatiecept the superhuman size,
omnipotence and omniscience of the therapist lilelen believe in fairy stories (Stern,
1938). They cannot expect help or love from anotheless they represent in fantasy the
parental figure in the extreme, exaggerated prapwstof childhood. When they find
incongruences in their projected picture of theapest and the real therapist, they can

make violent attempts to recapture the old beaitifision. Superficial improvement is

16 In Freud's theory, sexual and aggressive instinatse expressed through the childhood wish for
incestuous relationship with the parent of opposéte and a murderous wish toward the rivalled gasen
the same sex. Experiencing these wishes createdesrse anxiety because the wish carried the famttis
retaliation from the rivalled parent. This anxietgis called castration anxiety (Siegel, 1996, p. 26)
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common during periods of a positive transferendee growth of self-esteem occurs at
times when the patient experiences approval oepeate for her by the analyst (Stern,

1938).

However, negative therapeutic reaction was a cahgtzenomenon. Negative emotions
in the patient would usually correspond to the-delbreciation produced by what the
patient perceived to be criticism on the part @& #malyst. As the patient projected her
own ego ideal on to the analyst, the experienceis#gpproval was extremely anxiety-
provoking. The patient tried to avoid this anxidly means of negative therapeutic
reactions. Feelings of chagrin, guilt, fear of mmhent and of not being accepted were
prevalent due to the effort to win approval frora tiver-valued analyst. In this group of
patients, growing up was a fantasy of perfectioith iesultant anxiety when the ideal
was not achieved. The patients’ conception of séalbehaviour and accomplishment
was illusory as they lived in a childlike world. @hdare not risk doing what adults do

(Stern, 1938).

Another common phenomenon found in the transferefdhis group of patients was
their lack of authentic connection with the analytstthe periods of hostility and anxiety,
patients were in a state of withdrawal. This mofizansference was typical and varied
with the quantity of narcissism involved. This exgbn of the analyst was related to
insecurities and an endeavour by the patient te hatself from a hostile parental figure

(Stern, 1938).

Much of the work that these patients did was biagéds includes intellectual and
superficial association, long descriptions, prdgisehosen words and sentences,
contained and constrained demeanour, and declaratiovords of anger, anxiety and

love without their emotional contents in a flat ambnotone way. Therefore, any
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constraining or absence of affect was characteridtimuch of the transference (Stern,

1938).

3.1.1.12 Success in treatment

Stern made the following points about evidencerfgsrovement as therapy unfolded:

* Recognition of narcissism as an underlying prodess which the defences
(symptoms) developed on the basis of needs. Thers be attention to and
treatment of the distributed narcissism.

» Also attention to and treatment of the disturbegichesexual impulses was
included.

* In fact, successful treatment became charactehyetie appearance of anxiety
in patients who had earlier repressed it and shdittkdaffect in transference.

» Consideration of the fact that the great need e$éhpatients is to feel protected
to a degree that takes precedence over all otleeisne

» The therapist should not expect free associatiattor in a developed way, and
expect difficulty in patients safely expressing @ng

* The ability to bring in-depth transference anddristl interpretations into the
work can only occur after some degree of maturéy Ibeen gained and the

extreme need for protection was reduced (Sterrg)193

It is evident that in Stern’s writings about thederline condition, narcissism played an
important role as an etiological factor. | will disss more about the definition of

narcissism as | review the work of psychoanalysthss Freud and Heinz Kohut.
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3.1.2. Freud’s concept of Narcissism

In Freud’s early articles written in 1905 (Freu@53), he assigned two stages for the
development of objettrelationships: “autoerotism” and “object relatibigs. In initial
stage, there is limited awareness of the self parate from the other, and the child finds
satisfaction through the erotogenic zones of idybd he satisfactions of being fed and
cared for by another person lead the child to $efarccontact with the mother as a source
of pleasure, and thus, this develops into the stpbase of development, that of “object
relationship” (Crockatt, 2006). In 1914, Freud adidmother stage between these two
former stages called “primary narcissism”. In tloeirse of nursing, the child first senses
the mother’s love towards the self. The self ietaés the first object of the love by means
of an identification with the mother. Thereforeinpary narcissism and self-love grow
out of autoerotism (Crockatt, 2006). In the yeat4,9reud wrote a pivotal essay called
“on Narcissism: an introductidnin order to introduce the concept. He hypothesitet
there must be a primary infantile narcissism whigtbeing formed as ego —a new
psychical action develops (Freud, Strachey, Fr8trdchey, & Tyson, 1957) . Based on
Freud’'s writing, the development of the conceppoimary narcissism arose from his
observations of the mental life of the child ancpafitive people (Sandler, Fonagy, &
Person, 2012). For example, what he observedmitpre people was a style of thinking
— called megalomania — which is characterized ®r-@stimation of the power of their
dreams and their mental life, the great power eir tthoughts, and their belief in miracles
and magic. These particular patterns of thinkingenseen in children as well. Freud
followed the traces of narcissism in schizophreh@nosexuality, physical disease and

hypochondria in order to argue for the existencaatissism in earlier phases of the

17 Object is Freud’s term for people (Siegel, 1996)
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development of human. In essence, narcissism beocamderstood as a normal
maturational phase of healthy development in chidf‘a complement to the egoism
within the instinct of self-preservation” (Freudadt, 1957, pp. 72-73). Freud continued
to explore why an individual progresses from cotrtemt with narcissism and starts to
attach libidd® to objects. He introduced a famous metaphor tstilate this development
and asserted that investment of the human on sbigsimilar to a pseudopodium that
has been put out by an amoeba to absorb more Remxple normally evolve from self-
love to object-love because they need to do saidHpelieved that an intense egoism was
protective against falling ill; however, in the tassort, we must begin to love in order
not to fall ill (Freud et al., 1957). Being unalitelove would be dangerous due to the
deleterious consequences of built-up libido. Sedfsprvative and narcissistic inclinations
contradict investing in object-love; however, indivals actually carry on a twofold
existence. One is to serve his or her own desiréstee other is to transmit his germ cells
and to function as a link in a chain (Freud et B57). As with substantial aspects of
what Freud thought, the origin of love was pervhaéh Darwinism (Sharpless, 2015).
Therefore, love’s creation and development met vieeeds for the species (Sharpless,
2015). These theoretical explorations led Freutiédinal assertion that narcissism was
not a disorder, but rather a basic phase of sedexalopment that all humans traverse,

return to and/or become fixated upon (Sharplesk5R0

For example, schizophrenics show an opposite patk tb primary narcissism, which
Freud called “secondary narcissism”. They can destnate megalomania and the

withdrawal of interest from external objects everheir fantasy.

18 Freud coined the term “libido” to describe the rgryehe believed was associated with the instincts
(Siegel, 1996).
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Freud noted that the maturation from narcissisrotject love requires a relationship
between an infant and a caring and nurturing Spnit other. Object choice seems to
arise from sources of pleasure (Sharpless, 20 Stern noted, due to affective
malnutrition, this passage is not successful indbdine patients and their clinical

presentation can be understood to result from isgsen (Stern, 1938).

3.1.3. Heinz Kohut

Kohut criticized Freud’s model of narcissism. Hsexted that much harm could be done
by following this model, which proposed a transitipom a state of primary narcissism
to object love as a stage in the normal maturatipracess (Gabbard, 2014). In Kohut's
view, the side-effect of Freud’s thought was thaé should outgrow the narcissistic
phase and become more attentive about the need#hefs. Kohut asserted that
narcissistic needs remain throughout life and thenallel development in the realm of
object love (Gabbard, 2014). In comparison to Freelider model of narcissism, Kohut

postulated the parallel development of self-love e of others - a double-axis theory
- that paved the way for ongoing development inhbearcissistic and object love

(Gabbard, 2014; Siegel, 1996). He believed thatattempt to replace narcissism with
object love set up psychoanalysis as an agentofoety rather than for the individual,

and reflected the introduction of Western valués psychoanalysis (Siegel, 1996).

Kohut's concept of narcissism has its own develamaldine and a contribution to health,
adaption and achievement. This concept — neithigrofmsgical nor obnoxious - differs
with Freud’s concept of seeing object love as tidpeint in the maturation of narcissism
(Siegel, 1996). In Kohut's theory, the primary nssesm will be unavoidably disrupted
by the caretaker’s failed ministrations. The infargs to restore the disrupted bliss by

creating two systems to sustain narcissistic dgveént (Figure 1). One system attempts
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to develop a perfect self. The exhibitionistic wishbe seen and admired for unlimited
abilities and for nothing other than mere existeisce quality of the grandiose self. The
second system endeavours to restore the lost ptddsistate by imbuing an outside other
with extreme power and perfection, the idealizdtent Attachment to the perfect other
restores the child’s sense of wholeness and pleasiohut named this narcissistic
configuration® the “idealized parental imago” (Siegel, 1996). sThionfiguration
parallels the “ego ideal” in Freud’s definition, iwh is that aspect of the superego that
corresponds to massive introjection of the idedligealities of the object (Kohut, 1966).
The narcissism projected upon the parents wilkebatrojected by the child to make that
part of the superego called ego-ideal (Siegel, 19%96e idealized parental imago
contains the fantasy of a strong other with whonomis sought, a wish to merge with
the perfect other, who possesses vast knowledgené&ss and wisdom. The union brings
contentment, strength and wholeness that affeeteetjulation of tensions and ultimately

becomes part of one’s precious ideals (Siegel, 1996

Both of these two configurations transform the ima$ narcissism into mature

psychological structures: ambitions and idealsg&ie1996). The grandiose self is the
vehicle of human ambitions, while the idealizedepaal imago provides values and
ideals for the individual. Kohut illustrated hisipbby saying that man is led by his ideals

but pushed by his ambitions (Kohut, 1966).

The child might be traumatized by the empathiafai$ of a mother who does not provide

sensitive and accurate mirroring responses to hild’'s grandiose-exhibitionistic self.

1% An unconscious configuration is a cluster of needshes, feelings, fantasies and memories withén t
unconscious. For example, the oedipal story isrdigoration that represents a collection of wistiears
and fantasies and motivates internal life. For Kplgnandiose self and idealized parental imago are
similarly configurations that constitute the coféte narcissistic sector of personality. The tetstisicture”
and “configuration” are synonymous for Kohut (Sied®96).
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Said differently, the caretaker who does not emipattvith the child’s need to idealize
her does not provide a good model. If the grandimifs of the narcissistic self have
been insufficiently developed because of traunatteecks on the child’s self-esteem, the
grandiose imaginations will be repressed and remaimeir archaic forms. The adult will
tend to vacillate between an irrational overestiomaf the self and feelings of inferiority

or painful shame, which can be seen in narcisggisonality disorder (Kohut, 1966).

The processes that help individuals to evolve duthallucinated” narcissism and

develop healthy narcissism or real satisfactiofofgimal frustration” (Siegel, 1996).

Freud believed that the experiences of optimaltfatisn are responsible for the
differentiation between a wish and reality. Throaghustration that is neither so intense
as to be catastrophic, nor so minimal as to be poitant, wishes can be differentiated
from reality. Freud called this capacity to undansk reality and delay gratification, “the
reality principle”. Emotional maturity develops #&sse individual overcomes many

frustrations by accepting the reality of each dgiara (Siegel, 1996, p. 27). Primary
caretakers play an important role to provide opputies for the child to come to terms
with gradual, manageable frustrations, insteadaafatic situations. On the other hand,
when a child is either indulged or rejected, heha will develop maladaptive narcissism

instead of adaptively valuable narcissism, othexisown as robust self-esteem.

Like Stern, Kohut believed that BPD patients ararabterized by the combination of
greater ego injury and intensely protective, seaondarcissism (Siegel, 1996). In this
group of patients, an injured and defective egeeisking reassurance. What appears in
the relationship between analyst and borderlineepare a number of psychological
manoeuvres aiming to restore or shore up self-estéee attention is narcissistically

focused on herself, her injured ego and not owkiect. Thus, Kohut defined narcissistic
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behaviours as an injured ego’s restitutive attertgptgtain reassurance from an external
source. Kohut did not agree with traditional psyamalysis or drive/defence theory,
which tended to define narcissism as an offensiveefthat needs to be civilized (Siegel,

1996).

Kohut established the double-axis self as a cestratture. He classified pathology on

the basis of the self (Siegel, 1996). He belietad itiness is not the result of unconscious
drives, but rather an arrest in the developmewinefor both axes of the self. He defined
primary and secondary disturbances. Primary dianobs were the result of arrest in the
formation of the self, while the secondary disosdesere reactions to life dilemmas.

Kohut described five categories of primary distuntss: the psychoses, the borderline
states, the schizoid and the paranoid personalidied narcissistic disorders (Siegel,

1996).

He defined both psychotic and borderline state®itieer a permanent or prolonged
breakup or serious distortion of the self. Howewehorderline states, the fractured self
is protected more or less by defensive structusisgél, 1996), something which is

hypothesised to not be employed in frank psychosis.
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Kohut's Model:

You are perfect, |dealized Idealizing narcissism is

| am part of you parental imago internalized and creates:

Infant’s primary Disrupted bliss/ Unavoidable disruptions
narcissism due to caretaker’s failed ministrations

Attempts
to restore

lost bliss

Exhibitionistic narcissism is
modified and reintegrated
into the personality as:

| am perfect Grandiose self Ambitions

Freud’s Model:

Infant’s primar i . : Infant’s secondary
narcispsism ‘ — ObJeCt o FO"OWII’]g rebuff from ObJeCtS narcissism

Figure 2: Developmental line of narcissism in Kb$bdouble-axis model and Freud’s liner model (addgrom Gabbard, 2014; Siegel, 1996)
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3.1.4. Kernberg and Psychoanalytic Object Relation Theory

(Transference-focused Therapy)

Unlike Kohut, who put more emphasis on narcissisnome of the main psychologic
structures of the mind, Kernberg preferred to defomaracter based on the level of
personality organization, progressing from norneahéurotic to borderline (Clarkin et
al., 2007). He put more emphasis on the bordeldinel of personality organization, and
defined high or low levels of borderline organipati(Clarkin et al., 2007). The low
borderline personality organization was characteriby more dysregulated cognitions

and emotions.

Kernberg also described character pathology alongnéinuum (Clarkin et al., 2007).
This continuum extended from neurotic to psychpécsonality organization. Alongside
this continuum, the personality disorders rangednfimild to severe pathology. After
neurotic characters, which were considered mildlyese, there was high borderline
organization and then low borderline organizatiesoaiers on this continuum. At the
most severe end of the continuum lay psychoticrdess (Figure 2). Kernberg put
borderline, malignant narcissism, and antisociasqealities somewhere near the severe
end of the spectrum (Clarkin et al., 2007). Kergbé&r one of the writers in the
psychoanalytic tradition who notably differentiatédrderline phenomenology from

other diagnoses (Golynkina & Ryle, 1999).

Thus, Kernberg and Millon believed that personatityorders can be differentiated in
terms of degrees of severity or disorganizationlifi & Davis, 1996). Kernberg

combined the categorical and dimensional modgtedonality disorders. He made clear
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the distinction between the DSM borderline persipndisorder and the borderline level
of personality organization. In his theory, BPD dsspecific personality disorder,
diagnosed on the basis of a collection of deseeptiriteria. Borderline personality
organization (BPO) is a broader category based tnrctaral features that involve
pathology of identity formation. The BPO diagnasi®osumes the DSM BPD, as well as
all of the personality disorders (Caligor, Kernhe# Clarkin, 2007). Kernberg
formulated the concept of borderline as represgrdittevel of personality organization
that may fall at any point along a continuous geatli As illustrated in the Figure 3, the
dimensional model is defined by where an individali$ on an introversion/extroversion
spectrum and the relative degree of infusion of talefife with aggression. The
categorical model is based on a range of PDs (RalispDisorders) described in DSM-
5 and also the PDs excluded in the DSM classificafl he specific personality disorders
included in the spectrum of BPO ranges from les®rgeand extroverted personality
disorders like avoidant, to more severe and exttedepersonality like malignant

narcissism and antisocial personality disorderri@eet al., 2007).
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Figure 3: Continuum of Character Pathology (Claddimal., 2007)
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Figure 4: The relationship between personality syed structural diagnosis (Clarkin et al., 2007)
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In the psychodynamic conceptualization of perstydisorders, the apparent behaviours
such as criteria noted in the DSM-5 represent probtic features of underlying mental
structures. “In this context, the term structufergto a stable, repetitively activated, and
enduring pattern of psychological functions thajasizes the individual's behaviour,

perceptions, and subjective experience” (Caligal.e2007, p. 5).

In Kernberg's object relations theory, the two irrtpat drives described by Freud —libido
and aggression- are always experienced in rel&i@nspecific other which is called an
object. The psychological structure is made ofrimaé object relations that organize

motivations and behaviours (Clarkin et al., 2007).

Affect plays an important role in Kernberg's theanyd was defined as building blocks
of the drives. It was the affectively driven estsitoinent of object relations, both real and
fantasized interactions, which were laid down inmmey as an inner world of object

relations (Clarkin et al., 2007).

Children store qualities of a rewarding or aversigitionship in their memory when
they are at the peak of an emotional experiencark@ et al., 2007). Object relation
dyads consist of satisfying or negative experietiéesan ideal image of an all-good,
nurturing other and a content self, in contrasa epriving image of an abusive other
and a vulnerable self (Clarkin et al., 2007). Ofeitd who develop normally find the
opportunity to gradually integrate varied good &ad representations of self and other.
This integration results in more complex and réalipictures of the self and others
(Clarkin et al., 2007). This combination of mulgptiffering representations might
acknowledge the reality that people are not blaukwhite, and can be both satisfying
and frustrating at different times. In childrenkvitmerging BPD, this integration process

has not developed optimally, and idealized and goeitery images become divided
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almost permanently (Clarkin et al., 2007). Thesagas are not purely cognitive, and
they become attached to intense primitive affettsh as hatred of the depriving object.
The tendency to eliminate what is perceived asidepgris one definition of hatred
(Clarkin et al., 2007). In order to protect thegdlod image from hatred, a separation of
the good and bad segments is crucial in this puepsychological organization. This
separation is a primitive defence mechanism —ceidrahe pathology of borderline

personality- that is called splitting (Clarkin ét 2007).

Melanie Klein nominated the divided psychic struetas the paranoid-schizoid position
(Clarkin et al., 2007; Klein, 1996). The paranoasiion comes from the inclination to
project the persecutory object onto others anatbes to live in fear of aggression (Klein,
1996). This projection increases the anxiety ofége and ultimately leads the ego to
develop some primary defences. Thus, the fearrsiepatory and uncontrollable powers
or objects strengthen the schizoid mechanismsi{Ki&96). These schizoid mechanisms
are characterized by splitting, heightened hogtditd emotional withdrawal from object
figures (Klein, 1996). As the child develops, tldepressive” position comes from the
achievement of the first level of integration.dicalled depressive because it is the result
of mourning for the loss of the ideal provider irragnd guilt feelings in regards to
aggressive acts toward others. A goal of treatrisetd support the patient to advance

from the paranoid-schizoid to the depressive pmsitClarkin et al., 2007).

Infants need caregivers to help them avoid bactffend experience good affect. If the
caregiver knows how to read and respond to theniisfasignals, the negative affect
reduces; however, in the context of abnormal attesit in which the interactional

system between infant and caregiver is distortegdrwhelming negative emotions can

accumulate. In this way, the negative and poséifects can function independently and
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the motivational system driving them becomes dis¢ed. A defence mechanism called
projective identification is used to get rid of tilkense negative affective experiences
(Clarkin et al., 2007). The strong emotions fgitie infant are seen as coming from the
outside of the infant. Projective identificationbased on the predominance of splitting

which consists of

1) The first person projects an impulse or somethhich he or she feels unpleasant in

him/herself to another person.

2) Then the first person experiences the fear efaother person who is seen under the

impact of the projected affect.

3) As a result of the fear, the first person netedsontrol the other person and 4) The
second person to whom the affect has been projesteeriences a strong unconscious

arousal to act based on the projected contentsk{Clat al., 2007).

The concept of projective identification was dexed by Melanie Klein. She believed
that this mechanism has two layers. In the uppegrjaa person attributes an unwanted
feeling to another person. However, this attributie not the end of the story. In the
deeper level, such a projection mobilizes the ptegfeeling in the second person, which
is felt as an invasion (Weiss, 2014). In anothdenlee mechanism called idealization,
some relationships are idealized to protect theqmefrom any danger of activation of

negative affections and thoughts (Clarkin et &07).

Kernberg further distinguished patients with nornealconsolidated identity from those
with identity pathology on the basis of the natoféheir dominant defensive operations
and the stability of their reality testing (Clarlgnal., 2007). In sum, in the healthier group,

personality development was evident in the settifigl) normal identity, 2) the
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predominance of higher level, repression-baseddefe operations, and 3) intact reality
testing. These features define the “neurotic l®fgdersonality organization” (NPO) in

Kernberg's classification system. As personalityelepment is more severely distorted
a maladaptive rigidity arises in the setting otlinically significant identity pathology,

2) the predominance of lower level, splitting-bgsefensive operations, and 3) variable
reality testing in which ordinary reality testirgrnostly intact but the subtler capacity to
accurately perceive the inner states of othersnisaired. These features define the

“borderline level of personality organization” (BP(Zaligor et al., 2007).

Individuals with BPO are characterized by uncert@miantity, the use of primitive
defences, mostly intact yet frail reality testipgpblems in affect regulation and in sexual
and aggressive demonstration, diffuse internalizatlies and a poorer quality of

interpersonal relationships.

3.1.4.1ldentity diffusion

The problematic aspect of BPO is the lack of iraégn of the primitive positive and
negative segments of early object relations thae@med in the course of early severe
affective experiences (Clarkin et al., 2007). Taekl of integration causes the identity
diffusion, which is at the heart of BPO, and is relaéerized by the absence of an
integrated concept of the self and significant mtheClinically, the lack of integration of
these representations of self and others becomdsrgvin emotional lability, anger
outbursts, interpersonal chaos, impulsive selfrdesive actions, and mistakes in reality
testing. A manifestation of this fragmented identthe vacillation between helplessness

and rageful aggression toward oneself or othersrk@i et al., 2007).
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3.1.4.2Primitive Defences

The defence mechanisms negotiate conflicts betweeraffective states and drives,
internalized rules against wishes, and externdityedature defences reduce the anxiety
stemming from such conflicts and increase thetghidi behave flexibly and to have more
success in work and love. In the process of nommital growth,people advance from
the use of primitive defences to more mature defensuch as rationalization,

intellectualization, humour, and sublimation (Clarkt al., 2007).

The primary strategy in BPO to support the selfrfriihe anxiety of colliding love and
hate is the strict separation of these affectsasal their objects (Clarkin et al., 2007).
The radical separation of good and bad emotion®bjetts is a primitive defence called
splitting. This defence protects an idealized segnoé the individual's mind from an
aggressive segment (Clarkin et al., 2007). Thig spmaintained at the expense of the
integration of the mental images in the mind. Assalt of implementation of this defence
mechanism, things are black or white, idealizedewalued, and what is good and what
is bad can change under quite minor tensions (Dlakal., 2007). The individual is
unable to see the subtle shadings of a situatidnlerate ambiguity. As a result of the
predomination of splitting in BPO, each part of #@it has access to consciousness,
although in a discontinuous and dissociated fortarkh et al., 2007). This is an image-
distorting defence that make use of dissociationspitting, to avoid psychological
conflict and emotional distress. The terms disdmmaand splitting refer to a
psychological process in which two aspects of egpee that are in conflict are both
allowed to emerge fully into consciousness, butegitnot at the same time, or not in
conjunction with the same object relation. For eglana woman may be assertive and

effective in her professional life, but excessiveljomissive and passive in her marriage
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(Caligor et al., 2007). Splitting or primitive dixiation is further empowered by
projective identification. This defence mechanisrcharacterized by an unconscious
inclination both to induce in another person wisabeéing projected and to attempt to
control the other person. Primitive idealizatiomropotence, omnipotent control, and
denial are other prominent primitive mechanismg thaforce splitting and projective

identification (Clarkin et al., 2007).

3.1.4.3Relationship to Reality

In borderline individuals, reality testing is sutfjeéo fluctuations (Clarkin et al., 2007).
For instance, under pressure, individuals with Bla® more easily become paranoid. In
contrast, neurotic patients, do not have suchlasoihs in reality testing and possess a

subtler sense of empathy, self-reflection and téwglss (Clarkin et al., 2007).

3.1.4.40bject Relations

In individuals with BPO, the primitive internal negsentations of self and other from early
life are retained, which results in outlook percaptof the world where loving objects
and depriving objects alternate, with no middleugib (Clarkin et al., 2007). This will
lead to a poorly evolved sense of self, with sHiften experiencing oneself as helpless
to experiencing oneself as all-powerful. Problemabject relations are manifested in a
lack of understanding of others. Others can be as@vervalued or devalued. However,
in normal development, such primitive states of mhed become integrated into the
larger structures forming the mature psychic apgparahe id, the ego, and the superego

(Clarkin et al., 2007).
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3.1.4.5Moral Values

The super ego is a multi-layer structure and iy®is emerge gradually as the child
develops by internalized representations of thfeasel objects (Clarkin et al., 2007). The
first developmental layer reflects the demandind prnimitive morality experienced by
the child as the parents make demands that faneiexpression of aggressive, sexual or
dependent impulses (Clarkin et al., 2007). The s@dayer is formed by the idealised
pictures of self and other. The third layer of theperego develops as the earliest
persecutory level and the later idealizing levecdmes integrated. In this way,
internalization of more realistic parental standaadd prohibitions become possible. The
superego allows the individual to become less degetnon external confirmation and
more capable of deeper commitment to the interadies system. In all personality
disorders, examination for superego pathology igartant. Antisocial behaviour

represents the lack of superego moderating beha\iGlarkin et al., 2007).

3.1.4.6Aggression in Borderline Personality Disorder

In comparison to the other approaches, an objdatiors approach to borderline
psychopathology focuses more on the role of aggness this pathology (Clarkin et al.,
2007). Self-psychology and attachment-based pskehapies consider aggression as a
reaction to mistreatment without considering a rae inborn aggression. Kernberg
considered aggression as a constitutional comparfentery human, which is a product
of evolution embedded in our neurobiology. Evolo&idly, aggression makes its
contribution in the protection of the younger gextien, and the provision of food, and
territoriality. In a more civilized environment, grgssive motivations can be channelled

to creativity and leadership qualities. The patishould be helped to acknowledge,
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understand, and integrate his or her rage in dadenove on to a fuller growth of the
capacity for love, which have been blocked by wegnated and incompletely recognised

aggression (Clarkin et al., 2007).

In normal development, the separated good and bgmhents of the psyche become
integrated (Clarkin et al., 2007). This integratieads to the development of mind having
representations of the self and other that inchath positive and negative features. This
paves the way for a flexible mind capable of uniderding the complexities of the real

world (Clarkin et al., 2007).

For the person with a narcissistic disorder, agxietelated to the self’'s awareness of its
fragility and its propensity to fragmentation (S¥#dL996). The central pathology resides
in the developmental arrest of the self-regard igomations, which deprives the self of

reliable, cohesive sources of self-regard and esea inability to maintain and regulate

self-esteem at normal levels (Siegel, 1996).

In conclusion, Kernberg believed that those recmghas borderline in their adulthood
display a high level of destructive drive or geaetiggression. This aggression is
accumulated in their early years of life througtemctions with their parents, and would
predispose them to depend upon splitting defencehamesms. The splitting is an
important defence in Kernberg's view, which und=sliother defences like projective

identifications, and principally defines this parabty disorder (Howell, 2005).

3.1.5. Comparing Kohut and Kernbergs’ theories about

borderline

Kohut differentiated Narcissistic PDs from bordeeli conditions. He believed that

borderline patients do not have a sufficient colewss of the self, which makes them
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inappropriate clients for psychoanalysis (Gabba@d,4). In contrast, Kernberg saw the
defensive system of narcissistic personality agisgly similar to BPDs. He viewed
narcissistic PD as one of several personality typasfunction at the borderline level of
personality structure (Gabbard, 2014). KernbergfedBhtiated narcissism from
borderline on the basis of the narcissist’s betiigrated but still pathological grandiose
self (Gabbard, 2014). In order to deny their depewgt on external objects, narcissists
identify themselves with their idealized self-imadgehey still have the system of
primitive defence mechanisms typical of borderlipatients, including splitting,
projective identification, omnipotence, idealizat@and denial. However; they have better
functioning than seen in BPD because of a moregiated, yet still pathological,
grandiose self (Gabbard, 2014). Therefore, patiemts BPD suffer from more
alternating self-representations, ego weaknesedsp@blems with impulse control and
anxiety intolerance than narcissistic patients. l&/Kernberg highlighted more envy and
aggression in BPD patients, Kohut put more emphasitheir narcissistic injury and
neediness (Gabbard, 1994). Now | turn to the tiesoosf Margaret Mahler who made a

worthwhile contribution to the psychoanalytic vieafsBPD.

3.1.6. Margaret Mahler

Margaret Mahler made her contribution to the objetdtion theories of BPD by further
elaborating the concepts related to splitting agwhsation anxiety (Landesman, 2003).
Mahler was an influential developmental theoristLB¥0s, conducting psychoanalytic
observational research of the first years of lee¢erbal infant observations) (Stone,
1986). She defined the psychological birth of thenhn being in her discussions of the
separation-individuation theory (Landesman, 20@&)e described how infants grow

from their first phase of development called norsyhbiotic phase (primary narcissism)
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to a second phase called separation-individuatiar. theory moved from the classic
psychoanalytic drive theory to one that put mor@leasis on mother- child interactions

and environmental factors.

3.1.6.1Normal-autistic phase

Mabhler had initially named the early weeks of irdgamas the autistic phase in which the
infant spends most of his/her time sleeping andléss interest in the outside world.
Mahler later has made some changes to her thegardiag this first phase of

development in light of new findings in infant obstion. She preferred the name

“awakening” instead of “autistic” (Talbott & Ster@012).

3.1.6.2Normal-Symbiotic Phase:

In the phase that extends from 4 to 6 weeks until5 months of age, the infant senses
its mother but lacks sufficient awareness of itsiomdividuality. The infant perceives

itself as one with its mother (Mahler, Pine, & Bean, 1975).

3.1.6.3Separation-Individuation Phase:

This next phase, which begins at about 5 monthspaodresses until about the '36

month of age, was described by Mahler as the psoitesugh which the infant breaks
out of its autistic shell (Landesman, 2003). Mahéferred to the psychological birth of
the individual as its separation-individuation pss (Mahler et al., 1975). Separation
refers to the differentiation happening in the mfa mind between the infant and the
mother, while individuation refers to the evolutiohthe infant’s ego, cognitions and

sense of identity. Mahler (1972) subdivided theasafion-individuation process into four
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sub-phases: differentiation, practicing, rapprockeim and “on the way to object

consistency”.

3.1.6.4Differentiation

In this phase, the infant becomes aware of theepoesof the mother, exhibited by the
social non-specific smile that gradually becomescgjw (Mahler, 1972). The attention
becomes outwardly directed during the child’s pasiof wakefulness. “For children for
whom the symbiotic phase has been optimal and dentfiexpectation has prevailed,
curiosity and wonderment are the predominant elésnefrtheir inspection of strangers”
(Mahler, 1972, p. 335). In contrast, among infamk®se basic trust has been less than

optimal, a change to stranger anxiety may appeah(&t et al., 1975).

3.1.6.5Practicing Period

The practicing sub-phase is recognized by the iigatsorption in his own autonomous
functioning to the near exclusion of the mother K\éa et al., 1975). This takes place
from around 7 up to 16 months of age (Mahler, 19@pyight locomotion and walking
seem to have important symbolic meaning for boththero and toddler, who has
graduated into the world of independent human t=eiiMahler, 1972). However, the
child returns occasionally to the mother, seemingaged emotional refuelling from time
to time. During this period, children do not likelbse sight of their mothers and most of
them go through a brief period of separation agxi@lahler, 1972). The child
narcissistically invests in his power and apparmeagical mastery, and there is great

imperviousness to frustrations and falls (Mahlealgt1975).
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3.1.6.6Rapprochement Sub-phase and Rapprochement Crisis

This phase occurs between 16 to 25 months of atydanause of the child’s more clearly
perceived state of separateness from the motheis heompted to redirect his main
attention back to the mother (Mahler et al., 19Th)s awareness is a result of the growth
of the ability to separate physically from his neatlas well as his cognitive growth.
Increased separation anxiety and active concerh thié mother's whereabouts are
characteristics of this sub-phase (Mahler et 875). The child gradually loses his sense
of omnipotence and illusion of exclusive union wilie love object, and becomes more
vulnerable to separation. This often leads to @werfights with the mother. There are
more signs of temper tantrums, rage, and helplessr& wish for reunion and awareness
of the fact that the mother is a separate individaad that her world is not like his
illusionary beliefs, culminate in a deliberate shdor and yet, at other times, avoidance
of intimate body contact. This ambitendency chamaoés the rapprochement crisis of
this phase of development (Mahler, 1972; Mahlat.etl975). The child also experiences
the two contrasting images of the mother as a geosion and a bad person. Predictable
emotional involvement on the part of the mothemseéo facilitate the development of
the toddler’'s thought processes, in order to irtgboth bad and good as a component
of a “self” and also “other” concepts. On the othemnd, the mother's emotional
willingness to let go of the toddler is enormousiglpful and will lead to healthy
individuation (Mahler et al., 1975). As Mahler amtther psychoanalysts highlighted, the
achievements and pathologies of this phase reaehénroughout the life cycle. She
further contributed to understanding features oDBEmphasizing the rapprochement
sub-phase as influential in the development of éirte psychopathology. Failure at this

stage to reconcile the rapprochement crisis mightl Ito continued striving for lost
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symbiotic relationships and an increased needléseness alongside separation anxiety.
If their anxieties are not recognized and healetthé@ir emotional environment, children
fail to unite good and bad object representatiomkthus develop object inconsistency at
this phase of development (Landesman, 2003). We&t880) asserted that if the
mother’s behaviour in this phase of developmentssnsitive or inconsistent, and non-
attuned to the child’s needs, then dysfunction oclihe mother’s failure to help the
child to modulate his aggression or her retaliasggression toward the child can lead to
overreliance on the splitting mechanism (Landesnz@03). In Mahler's hypothesis,
borderline patients internalized two mechanismsoafrcior’® and splitting of the object

world that hinder their individuation process (Mahét al., 1975).

3.1.6.70Dbject Consistency Sub-Phase

In this final phase, the child attains its sensénadlividuality and a certain degree of object
consistency (Mahler et al., 1975). Essential pdeterminants are 1) trust acquired
through a need-satisfying agency in the symbidiase and 2) the cognitive acquisition
of the symbolic inner representation of the permamdbject (in Piaget’'s sense: Object
Permanence). Other aspects of ego maturation andessful resolution of the
rapprochement phase occur through the emotionalabitay of the mother, who
contributes to the slow transition from a primitianbivalent love relationship, which
exists as long as it is need-satisfying, to moreng@ent and mature relationships. As this
sub-phase proceeds (which is an open-ended protiesshild becomes able to accept

separation from the mother once again (Mahler.eflalr5).

20 The splitting conflict that the child experiendsdacted out by coercive behaviours directed tovttaed
mother, designed to force her to function as thkl'shomnipotent extension or all-good mother (Mahl
et al., 1975).
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While Mahler's observations made a worthwhile cimition to our understanding of
BPO, Daniel Stern’s later observations of earlpimfsocialisation and responsiveness to
others corrected some of Mahler's hypotheses abguibiosis. Mahler’'s phases of
individualisation and rapprochement foreshadowedr ldevelopments of attachment

theory.
3.2. Daniel Stern’s developmental theory in comparison

to Mahler’'s Theory

Daniel Stern endeavored to bridge the gap betwekmical psychoanalytic
understanding and experimental research of thentsfadevelopment (Ryle, 1995).
Stern’s observations ended up in a developmentabryh that contradicts some

psychoanalytic and Mahlerian basic concepts.

Stern rejected Freud’s notion of psychic energy liaa fixation and regression to some
early point in development. He also rejected tleaithat there were stages that replace
each other in the child development (Talbott & 8t1012). His alternative model of
developmentis a layered model which suggestsithamerging domain disappears; each
developmental layer remains and facilitates the rgemee of the other layers and
interacts dynamically with them. He proposed thientedomains of relatedness”, rather
than stages or phases (Stern, 1985). He highlightethterpersonal world of the infant,
contradicting Freud’s ideas that highlighted theaglure principle and psychosexual
development (Stern, 1985). Stern believed thatitiy@ortant changes happen in the
infant’s social experience; the changes encompeesadquisition of new senses of self
and capacities for relatedness. He described #nses of the self; each one included a

different domain of social relatedness and selfeeigmce (Stern, 1985). Subjective social
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experience results from the sum and integrati@xpérience in all domains (Stern, 1985,
p. 34). They are 1) the sense of emergent self fghians from birth to 2 months old); 2)
the sense of a core self (between 2 and 6 morgh#)e sense of a subjective self (from
7 to 15 months); and 4) a sense of a verbal satfétaborates from 15 months of age.
When each sense of self forms, it continues to grod remains active throughout life
(Stern, 1985). In this theory, each sense of d&if @mains vulnerable to injury across
the lifespan, not only in the early phases of dewelent. These ideas contradict
psychoanalytic theories that consider a point afiorfor later-emerging disorders
(Weinberg, 1991). Like Klein and Mahler, Stern Hights the infant’s experience of self
and other; however, he avoids confusing the devedop of these senses of self with
issues of the ego or id (Stern, 1985). He also damormative approach, avoiding to
construct his theory based on the ontogeny of pagieal conditions. To him, the phases
of development are not seen as later clinical sshoiet rather in terms of adaptive tasks
that come along because of maturation in the iffantental and physical capacities
(Stern, 1985). Winnicott, Mahler and many otherotietical approaches accepted an
assumption that the infant is not able to diffei@stself from other. Mahler had named
one of the primary phases of development, the sytichpphase. To her, dual unity with
mother is the background condition from which aasaefe self and other progressively
emerge. In contrast to these approaches, Sterrevbslithat the young infant,
approximately from birth, has a differentiated sené self (Stern, 1985; Weinberg,
1991). He rejected the Mahlerian idea of normalkautasserting that infants are deeply
engaged and related to social stimuli from birtkef, 1985). Stern disagreed with
Mahler's symbiosis phase that assigned a statendiffarentiation between self and
other. Stern believed that the infant developsrseef core self and other, separated

physically from each other during the period Maldensidered as the symbiosis phase
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(2-7 months). Instead of separation and individu&atStern prefers to see attachment
and togetherness as the essential states of huxst@nee. To him, connectedness is a
success of psychic functioning, not the result tfilare in differentiation (Stern, 1985).
Unlike Mahler who saw language acquisition as aomajep in the achievement of
individuation, next to locomotion acquisition, Stebelieved that the acquisition of
language is potent in the service of togetherneslsumion (Stern, 1985). Based on
Stern’s emphasis on attachment as the essence détlelopment of a healthy sense of
self, borderline identity diffusion might be reldt¢o the problematic attachments
experienced in childhood. Having considered theeltmment of the self from the
perspective of Mahler and Stern, let me next inioed some recent conceptual

developments from the psychoanalytic field.

3.3. Recent Psychoanalytic Approaches to BPD

3.3.1. Mentalization Model

Mentalization-based theory and its treatment modele originally developed to treat
BPD (Bateman & Fonagy, 2012). In this theory, tl@mtapacity that borderline patients
lack is reflective function or mentalization. Melitation is defined as the capacity to
think about mental states in oneself and in otHergeffect, it refers to making sense of
each other and ourselves, implicitly and explicitiyerms of mental processes (Bateman
& Fonagy, 2004). In object relation theory, it dibved that children internalize the roles
or characteristics of their caregiver; in contrasthis model, the children internalize the
understanding the caregiver has of the mind othilkel (Bateman et al., 2007). Children
learn this understanding capacity from their careg to comprehend the mind of

themselves and others. Fonagy theorized that assattachment relationship gives the
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child an opportunity to explore the mind of thegrdrand, in this way, to learn about
minds. This model is then used to describe sonsopality-disordered individuals, who
were victims of childhood maltreatment. Fonagy ®ised 1) that persons who have had
early traumatic experiences may defensively intili®ir ability to mentalize in order to
avoid having to remember and think about their psevish to harm them; and 2) that
some features of severe BPD might have their rioodevelopmental pathology related

with this inhibition (Fonagy, 2000).

Fonagy postulated a generational transition ofqreakity disorder (Fonagy, 2000). There
is evidence of an association between childhood@abnd specific personality disorders.
As children, persons who were maltreated frequédrattycaretakers who were themselves
within the so-called “borderline spectrum” of seveersonality disorder (Fonagy, 2000).
This social inheritance factor might be a significpoint in understanding of the disorder.
Studies showed that patients with BPD diagnoses gradominantly “preoccupied
attachments” that are linked with unresolved exgreres of trauma and a strong reduction
in reflective function (Fonagy, 2000). Attachmemary is now receiving notable focus
in psychoanalysis and is a model that has provekiadge body of research (Cassidy &
Shaver, 1999). The original theory derives fromgtpposition that disturbed attachment
to caretakers during childhood can shape psychofmy in adulthood. Applying this
theory to BPD, Fonagy and his colleagues propadsadabnormal relationship patterns
in childhood (insecure and disorganized attachmeats behind the problems that

patients have with interpersonal relationshipsié?2008).

3.3.1.1Mentalization and the differentiation of the self

The parents’ ability to observe the child’s mindreases the child’s overall perception

of his or her mind via the safe mirroring preseithwecure attachment (Fonagy, 2000).
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The likelihood of the child’s secure attachmentirisreased by having a reflective
caregiver, and as a result, the child’s capacityrientalization will also increase. The
child with secure attachment sees in the pareetisative position a picture of herself as
thinking and believing. She perceives that the marepresents her as an “intentional
being”, and this representation is internalizeddon the self. “She thinks of me as
thinking and therefore | exist as a thinker” mayneocloser to the truth of the birth of the

self than “I think, therefore | am”(Fonagy, 2000,1432).

3.3.1.2Pre-mentalization forms of understanding the world

Two concepts refer to the ways children experieneatal states before the achievement
of the ability to mentalize (and under particulauations, individuals with BPD). The
first is “psychic equivalence”, the second “pretandde” (Bateman & Fonagy, 2004).
When mentalization performs inadequately, modesragresenting psychological
experience which antedated complete recognitidghehature of mental states dominate
the patient’s mind. In psychic equivalence, thevildial equates the internal world with
the external world. What exists in the subjectiverlds or mind must exist in the real
world, and what exists in the external world mustirely exist in the mind. “Psychic
equivalence” may cause great distress as the pimjecf imagination to the external
world is sensed to be real. For example, a chighirfiear a Batman costume as he thinks
it is real (Bateman & Fonagy, 2004). The exclugxperience of the psychic equivalent
mode is manifested by severe psychosis (Spitzdr, &006). In pretend mode, the child’s
mental state is separated from the real worldthmiinternal state is thought to have no
connection to the outside world and the rest ofdbe. For instance, a three-year-old
child in pretend mode may consider a chair as aaginary enemy and so he starts

shooting at it. Neither of these modes is abler¢ate a full account of reality: psychic
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equivalence is too real, while pretend is too ulréa normal development, those two
modes are integrated in children’s mind; in thisywthey become equipped with
mentalization or reflective capacity that enablentito experience thoughts and feelings
as representations (Bateman & Fonagy, 2004). Wiifesychotic patients, the psychic
equivalent mode predominates, in people with bdirdepersonality organization and
intense dissociation, the pretend mode is prevd®epitzer et al., 2006). In a sense in
clinical work with BPD patients, words that referihternal states usually have a real
impact on the patient as he/she begins to redledtthus learn to mentalize (Bateman &

Fonagy, 2004).

3.3.1.3Alien Self

There is great pressure on the child to createsariggion or mental representation of
his/her own internal states (Bateman & Fonagy, 2004e child searches for the
environmental cues that correspond to his selfesgions. Winnicott noted that failing
to find his current mental state understood andared, the child is most likely to
internalize the caregiver’'s mental state as paniobwn self system. When encountered
with a frightening or frightened caregiver, theant takes in the mother’'s emotions of
hatred, rage or fear, and her picture of him asriamageable” or “frightening” as part of
himself. This painful state of self must then béeexalized for the child to achieve a
coherent self-structure and to obtain relief frasnpgersecutory influence. Fonagy and
others called the resulting incoherence withinsgéan “alien self” (Bateman & Fonagy,

2004).
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3.3.1.4Symptomatology of borderline personality disorater i

mentalization-based theory

3.3.1.4.1The unstable sense of self

The fluctuating sense of self of BPD patients iesult of the lack of reflective capacity.
A stable sense of self is just unreal when thenadidf is externalized onto the other. By
enforcing others to react as if they were part ef/ltis internal representation, the
potential of a “real” relationship is missed, ahdre will be a high probability of sensing

abandonment (Fonagy, 2000).

3.3.1.4.2 Impulsivity
The impulsivity of BPD patients may be due to: ithited insight about their own

affective states, linked with the lack of symbalapresentations of them; and 2) the
predominance of non-mentalizing physical acts, @gafig in threatening relationships.
The behaviours of others are only seen througlr thieservable results, not as being
driven by desire, and thus responded to by immedietions (Fonagy, 2000). Emotional
inconsistency and irritability are related to theaded understanding of reality in
borderline patients. The lack of mentalization diisihes the complexity of these
perceptions; only one version of reality is viahted there can be no incorrect idea. The
patient sees the consequence of an action, ant tbéen as its explanation. A more in-
depth comprehension would require identifying sitiost underlying beliefs and

motivations to account for the apparent behavieonagy, 2000).

3.3.1.4.3Suicidality

Therapists are familiar with the strong fear ofrainment in BPD patients. This, more
than any other feature, is related to the disomghattachment of these patients. As BPD

patients need another individual in order to ob&eti-coherence, the unbearable alien
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self-image is reinternalized, which is followed $#lf-destruction. Suicide symbolizes

the imagined destruction of this alien other witthia self (Fonagy, 2000).

3.3.1.4.4Splitting

The incomplete representation of the other (or $kH) is a common restraint to
communication with these patients. Integrating ae=iiintentions in a coherent manner
is a prerequisite for understanding the other intadgerms. The needed solution for the
person, given the necessity to arrive at coherepresentations, is to split the
representation of the other into several subgradpsotivations, including an all-good
and a persecutory identity. The person finds itasgible to use both images at the same
time. Splitting gives the individual the opportynto create mentalized but inaccurate

and simplified images of people (Fonagy, 2000).

3.3.1.4.5Emptiness

Emptiness is a result of the lack of secondary esgmtations of self-states at the
conscious level. Mental states make the link fa itdividual to feel the continuity
between past and present. The relinquishment ofatiestion generates a deep sense of

isolation and shallowness of relationships (Fon2§p0).

Let me turn from this brief commentary on mentiian to the way in which Ryle

brought together psychoanalytic concepts with dogniheory.

3.3.2. Antony Ryle’s Cognitive Analytic Theory (CAT)

CAT originates from the attempt to restate pivgpalychoanalytic, object relations ideas
in a cognitive language (Bateman et al., 2007). @\dn integrative therapy and has its
theoretical roots in object relations theory, Kallypersonal construct theory, and

cognitive, behavioural and developmental sciengde(RL995). The rudimentary unit of
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description in CAT is the reciprocal role proced(R&P), a relational module involving
generalized procedural memories (Howell, 2005). yTlage patterns that organize
behaviours and involve repeated sequences of memtalesses, behaviours and
consequences (Ryle, 1997). These RRPs are buiit apildhood through interactions
with caregivers. They embody socially-derived esluand meanings, which are
transmitted through signs and language. A persoteaharacterized by describing their
repertoire of reciprocal roles (Ryle, 1997). CAT @rasizes the embeddedness of the
individual in the social matrix, and the significanof the internalization of reciprocal
role relationships in the development of persopdlitowell, 2005). RRPs represent a
translation of object relations theories, in whiltchild’s experience is seen as more
important than hypothetical universal unconsciautlicts (Bateman et al., 2007). These
RRPs are acquired in childhood and joined into seqes in the course of development,
based on relationships with caretakers. They pradisponses from the other. This
reliance on the responses of others continues doacterize the self across all of life
(Howell, 2005). The procedures are the outcomgseofeptions, appraisal, actions and
evaluation that, in turn, shape actions. The commRB&#s are mostly concerned with

issues of dependency, care, control, and submi¢Bigle, 2007).

The Kernberg and Kleinian models of BPD share aphersis on intrapsychic forces and
motivations like aggression (Golynkina & Ryle, 199Rather than favour the attribution
of unconscious motivations and instinctual gradifions to explain patient behaviours, as
occurs in classical psychoanalysis, Ryle descrmisgghoanalytic defences like splitting
in terms of contrasting polarized role patterns\idl, 2005). Ryle mostly defined the
unconscious mind based on the signs, words, largaad relational patterns that infants

acquire in their social and cultural contexts sastin mother/baby dyad (Ryle, 1995).
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Ryle incorporates the work of Vygotsky on the sbfbamation of the mind (Bateman et
al., 2007). Vygotsky recognised that all human ggiare born in a historically formed
world. The experience of human ancestors is stiorégnguage and in the sign system
that carries or symbolizes our practical and soexgleriences. Ryle believed that we
should consider mental phenomena that retain @ddypersonal and social origins, and
we should regard the person’s relationship to thieause as a mediated relationship (Ryle,
1995). He redefined the unconscious mind baseduttorally transmitted signs and
relational patterns with self and others that arened early in life. This view contradicted
notions of the Freudian unconscious, which mostiyistst of biologically driven
motivations, conflicts, defences and behaviouraloaots of human behaviour, and
rejected symbolic mediation as an unnecessary goatipih (Ryle, 1995). In Ryle’s
understanding, we are not only impacted by sodatexts and culture, but also created

and maintained by them (Bateman & Fonagy, 2004).

Common psychological disorders can be attributed tsmall range of problematic
grouping of RRPs; the procedures generally repteten defensive alternatives to
forbidden or feared behaviours and affects. BPDhigracterized by a predominantly
negative and narrow range of RRPs; this reperioaiedes patterns of neglect and abuse
resulting from deprived victimhood in almost allsea (Bateman & Fonagy, 2004).
Moreover, traumatic experiences culminate in a Istgbathological dissociation,
establishing a range of self-states, with switdhetsveen states being often abrupt and

unprovoked (Bateman & Fonagy, 2004).

3.3.2.1The Dissociation and Multiple Self-States in CA€ahy

The understanding of BPD proposed by CAT sharels psiychoanalysis an attempt to

make a developmental and structural account, lbigrsliin the greater emphasis that is
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placed on the influence of early environment. Tewiltant structure can be described in
terms of dissociation rather than of intrapsychoaftict and defence. Dissociation is a
response to unmanageable external threats in clutdfand recurs in response to

memories, reminders, or repetitions of the thrBgte, 1997).

The majority of our psychological theories and pisgchoanalytic theory itself assume
monadic mental processes (Howell, 2005, p. 122)ohirast, in Ryle’s cognitive analytic
model, the processes that form the self are destiibterms of dialogue or relationships
with internalized voices or characters (Howell, 200As Ryle and Kerr (2003, pp. 35-

36) asserted, the “"I” is more a federation thasingle nation”.

Unlike the stable images of self and object degdidte the more famous currents of
psychoanalytic and object relations theories, tfRPR defined by CAT are enacted.
Implicit relational processes, rather than objectebject relationships, are internalized.
In particular, Ryle’s model of reciprocal role matits defines dissociation as
disconnections among systems of dyadic, procedurattments, especially in families

with hostile or helpless relational patterns. Whikssociated, the self-states provide
templates for static re-enactments of old expeadhiowell, 2005). Ryle describes a state
as a “state of being” as a distinct, contrastecktfarf being, feeling and behaving.

Examples of states include the victim state, theemgeful state, the dismissive

contemptuous state and the caretaker state. Tteerst@resents one pole of a reciprocal
role pattern and can then be understood in relébias reciprocal. States can be identical
to roles, which are described as “combining memaffgct, and action organized in

relation to the search for the experience of recation’(Ryle, Leighton, & Pollock,

1997, p. 27).
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The multiple self-state model is one of trauma-g®tlistructural dissociation, resulting
in an unhealthy multiplicity of self-processes (Kyl2007). Although healthy
development depends on the internalization of meat@ciprocal role interactions,
abusive and neglectful environments make a flexiatlaptive and integrated sense of
self (identity) much more problematic. When a pardevelops internalizing ineffective
role relationships, this can create vulnerabildydissociation in several ways. A child
who is abused, neglected, or both, is likely t&lassistance and interpersonal context
for labelling experiences and linking them togethier addition, trauma can cause
disconnection of aspects of intolerable experiefi@gmenting the self. Finally, in a
dysfunctional family environment, there can be equhte reflective thinking or repair
of the fragmented self (Howell, 2005). Experiencesiconsistent or chaotic parenting
fail to provide sufficient, consistent models ofredhat can be internalized. This, in

addition to trauma-induced dissociation, reducésrefiection (Ryle, 2007).

The multiple self-state model reformulates distades and disorders along a continuum
of levels of dissociation between self-states, Whiclude the role and its reciprocating
role interaction (Howell, 2005). While healthy idiy development is characterized by
integrated configurations of RRPs, problematic tgwaent is characterized by
contradictory and dissociated self-states, whichmidate self-experience and
interpersonal interactions (Howell, 2005). Ryle ersfands personality disorder in terms
of dissociated and partially dissociated self-stat€he partially and completely
dissociated self-states alternate and exert controbthers to react with the expected
reciprocation, thereby perpetuating the same fadtiefs and chaotic situations (Howell,
2005). This continuum of dissociation extends fromrmality through to severe

personality disorders, such as BPD, with an endpafiiDissociated Identity Disorder
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(DID) (Howell, 2005). Borderline patients are prawediscomforting and abrupt shifts
between largely contrasting states. Such switcreesften accompanied by alterations in
facial expression, posture and tone of voice and,times, by derealisation-
depersonalization experiences. These experienaksnaich of the variability seen in
borderline patients, are understood in the CAT rhitadiee the effect of switches between
partially dissociated self-states. BPD patients lcave a number of self-states each of
which can be characterized by its pattern of RRiéssecompanying behaviours, feelings,
and symptoms (Ryle, 1997). The multiplicity seen harderline patients can be
distinguished from what occurs in a normal persgrine range of highly negative and
extreme mental and behavioural patterns, the hilglvet of amnesia between states, and

the frequency of inappropriate and sudden behaaiawitches (Ryle, 2007).

In a study done by Ryle (2007, p. 335) on BPD pédiethe victim and “rage” states were
found to have high rates of dissociative and samsgimptoms. In the rage state, the
frequency of self-harm was high and the frequeriagcall of other self-states was low.
Examples of other states which were frequent in BRIents were described as “blanked
off from emotions”, “doing what people expect ofuywithout any feelings” and “high
states with feelings of ecstasy and being overttipd. These findings support the
understanding of BPD as the output of childhoodewgnd abuse, culminating in the
internalization of a negative role pattern. Pasastenact versions of that pattern in the
“rage”, “revengeful”, “bully” and “dismissive comept” states. The experience of a
threat of abuse, or neglect, or the fear of unadlett anger can lead to dissociation. The
dissociation was helpful in childhood as it allowaad escape from feared, intensive and

uncontrolled feelings of rage and abandonment. @issociative process becomes

established in the form of alteration between ttaeiag states and states seeking to
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escape. These substitute states may include defnibé sense of weakness, grandiose
state, the suppression of emotion, or resentfumssdion with emotional flattening

(Golynkina & Ryle, 1999; Ryle, 2007).

3.3.2.2Hierarchical organization of the procedural systems

The multiple self-states model defines three legétiifficulty and damage in personality.
The individual who has grown up with neglect, aboséoth is likely to experience
problems in three primary areas. The developmentgin of BPD is considered with

reference to damage affecting these three levaw/@, 2005; Ryle, 1997).

The first level concerns the reciprocal role r@laships organising self-management and
relationships. For individuals who have experienaledse, this involves the negative and
restrictive RRPs that the person internalized. aims¢s are “abusing-abused” and
“neglecting-neglected”. Growing up in a rejectingabusive family environment colours
the range and flexibility or rigidity of the repeite of RRPs acquired by the survivor

(Howell, 2005).

Level 2 involves higher-order meta-procedures thabilise level 1 procedures, links
them and attempts to organize smooth transitiohsdsn them. For example, a child at
dinner might, by means of level 2 functions, lifkete level 1 procedures: (1) silent
subordination to an angry father; (2) affectiomateturance for a depressed mother; and
(c) cheerful communication with a younger sisteyl@R1997). Linking options reduces
rigidity and could allow choice of a better or ma@aptive behaviour. Deficits in level
2, cause division of RRPs into a number of segeea¢lf-states that are dissociated or
partially dissociated from each other (Howell, 2D0%he development of level 2

procedures can be disrupted by contradictory ahacent parenting (Ryle, 1997).
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With Level 3, a more reflective consciousness dgwlwith a greater sense of self.
Consciousness permits attention to be focused at 8mew or dysfunctional in the

world or in one’s own behaviour. BPD patients seemy partially capable of self-

reflection. This results from two factors: (1) sedflection is a procedure to be learned in
interpersonal interaction. Parents whose concernoliedience, appearance or
performance rather than the child’s subjective erpee, or who do not have an interest
or a range of vocabularies to picture emotions)atequip the child with a basis for self-
reflection. (2) Another factor is disruption of sedflection by state shifts. BPD subjects
may be aware of the feelings within themselves atigbrs, but such awareness is

discontinuous and is liable to interruption by stshifts (Ryle, 1997).

3.4. Attachment theory in relation to borderline disarde

Bowlby showed ethological and observational evideti@at infant primates, including
humans, are genetically hardwired for attachmeiiénservice of survival. The goal of
the attachment system is proximity to the attachinfigore to increase the chances of
survival (Howell, 2005). As Bowlby (1984, p. 11) gtolated, attachment is vital to
emotional security and the desire for it persist®ss the life cycle. “All of us, from the
cradle to the grave, are happiest when life iswmgal as a series of excursions, long or
short, from the secure base provided by our attechrigures” (Howell, 2005, p. 148).
Bowlby used the term “internal working model” tapire internal mental representations
that children develop for the world and importarbple within it, including the self.
Internal working models are used to predict othdeshaviours and plan one’s own
behaviour in social interactions (Rholes & Simps@004). Initially, 3 patterns of

attachment style were depicted, based on obsemgatib one-year-olds in the Strange
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Situation, a standard test devised by Mary Ainskwtinat described infants’ behaviours
following separation from their mothers. Theseied “secure attachment”, “anxious-
ambivalent” and “anxious-resistant”. The two laggtachment styles were designated
insecure. Insecure attachment was understood tesemt consistent relational patterns,
linked with unavailability or unresponsiveness be part of the caregiver, but not gross
insensitivity and maltreatment (Lyons-Ruth, 2004 )fourth, later described category,
“disorganized attachment” is linked with gross ims&vity, unresponsiveness, and
maltreatment on the part of the caretaker. Disdmga@hattachment (D-attachment) has
been associated with adult psychopathology in aoeurof studies, including aggression,
personality disorders and dissociative disordemwll, 2005). When children face a
perplexing situation in which they need to seeletyafrom but also fear the caretaker,
their attachment strategies are likely to beconsrdanized. As a result, multiple,
segregated, incompatible working models of attactimeay develop (Howell, 2005).
Lyons-Ruth (2001) found that disorganized infartsld be categorized into two groups
that she organized behaviourally as “D-Approach dhd\void Resist”, relating
respectively to their mothers’ two groups of bebaval profiles of “helpless” or “hostile”.
Disorganized children of helpless mothers approddhem, while disorganized children
of hostile mothers avoided them. As these disomgahichildren grew older, they
reorganized their attachment behaviours in a wayttiey began to control their parents
and others. These controlling behaviours were grdunto an overresponsive
“caregiving” style and a hostile, “punishing” styimilar to their mothers, they became

hostile or helpless (Howell, 2005). Lyons-Ruth (200. 45) concluded that:

“The developmental transition from disorganized béhas to controlling

forms of attachment behaviours over the preschenbd supports the notion
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that one “grows into” a borderline or narcissistgtance through a complex
series of alternative developmental acquisitionshe @hild in a disorganized
attachment relationship appears to use emergingldgmental capacities to
construct increasingly polarized coercive or roksersed “false-self”

relations with the parent”.

In conclusion, similar to Kernberg’'s psychoanalytiederstanding that saw borderline
disorder and narcissism on the same pathologio& 6f structural and defensive

dysfunction, Lyons-Ruth also postulates that bdtthese conditions have the same root
stemming from childhood experiences of these pi&he saw disorganized attachment

in the early years of life as the main cause of lsoinditions.

Thus far, | have reviewed both historical and mexent psychotherapeutic models that
have informed understanding of BPD. Now I turn liaical work which culminated in

the recognition of diagnostic criteria for BPD.

3.5. Grinker’'s Definition of BPD

Three psychiatrists (Kernberg, Grinker, and Gunaerswere responsible for
consolidating and promoting the concept of BPD.nkerg (1970), and his theory was
discussed in detail earlier. However, there were tlwawbacks with his concept of
“borderline personality organization”. First, it svaompletely psychoanalytical in that it
was described on the basis of theories about meng&dhanisms, rather than on
observable behaviours. Second, BPO is a very bcoadept that encompasses many
personality disorders. The second pioneer was @rik900-1993) who utilized ego-
psychology as a theoretical framework for descglaorderline patients (Paris, 2008;

Stone, 1986). He published the first empirical aesle study of borderline personality
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patients, which gave more credit to clinical obation than to psychodynamic
theoretical suppositions. His team described, ifladsand quantified the various ego-
functions as they were expressed in behavioursy €becluded that the borderline state
is a specific syndrome with a considerable degfeaternal consistency and stability.
They recognized that the borderline syndrome isralpxing combination of psychotic,
neurotic and character disturbances, with sometheaf normal elements. Although the
symptoms are unstable, the syndrome itself as@epsds stable, giving rise to the strange
term “stable instability” (Stone, 1986, p. 347)rirtker, Werble, and Drye (1968) defined

common characteristics of all BPD patients:

* Anger as the basic or only affect.
» Defect in emotional (interpersonal) relations.
» The absence of stable self-identity.

» Depression as characteristic of life

They also categorized different subtypes of bondesl into 4 categories. In general,
subtype 1 is closest to the psychotic border; ety is closest to the neurotic border;
subtype 2 represents the core process of the hiomland subtype 3 is the more adaptive,

compliant but still lacking in identity (Stone, 183
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Table 5: Borderline subtypes defined by Grinkeganh in 1968 (Linehan, 1993, p. 7).

Subtype 1: The psychotic border

Behaviour inappropriate, non-adaptive;
Self-identity and reality sense deficient;
Negative behaviour and anger expressed,;
Depression.

Subtype 2: The core borderline syndrome

Vacillating involvement with others;
Anger acted out;
Depression;

Self-identity not consistent.

Subtype 3: The more adaptive but affectless, and tinded, “as if21”

Behaviour adaptive, appropriate;
Complementary relationships;

Little affect; spontaneity lacking;

Defences of withdrawal and intellectualization.

21 Detach (2007, p. 326%oined the term “as if* personality for BPD patierdand characterized the
significant feature of BPD patients’ interpersorelhtionship as superficial and shallow. There igeat
contradiction between their highly expressed sugaffrelatedness and their real and internally fel
emotions towards relationships.
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Subtype 4: The border with the neuroses

* Anaclitic22 depression;
e Anxiety;

* Resemblance to neurotic, narcissistic character.

3.6. Gunderson’s First Definition of BPD

The third most influential researcher in the fieldborderline, was John Gunderson.
Gunderson and Singer (1975) published an articleclwkvas a turning point for
acceptance of BPD. It was shown that BPD could ferationalized with behavioural
criteria. The studies of these pioneers impacteddifinition of BPD adopted by the
Diagnostic Statistical Manual of Mental Disordetisird edition [DSM-III]; American

Psychiatric Association, 1980) after 5 years (R20€8).

Gunderson and Singer (1975) performed a selectiview of the borderline literature
embracing three main descriptive conceptualizatadrike borderline: first, the literature
on behaviours and symptoms; second, the psychalotgst literature; and third, the

psychoanalytic history in regards to ego functigniGunderson & Singer, 1975).

Following an intensive literature search and takimgthodological issues into account,
Gunderson and his associates identified a numberitefria that most of the authors

believed to reasonably characterize most bordeirtidiziduals:

22 A depression based on profound feelings of lodermlinesgBlatt, 2004)
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3.6.1. Intense affect

It is usually of a vicious, hostile or depressetura There are also varying degrees of
anxiety and anhedonia. Patients inclined to expeeestrong and variable affects,
although this does not seem to encompass the ergeriof pleasure (Gunderson &

Singer, 1975).

3.6.2. Impulsive behaviour
This may take many forms, including both occasidmeddaviours (e.g., overdose of drugs,
self-harm) and more chronic action patterns (ggpmiscuity, addiction). Often the

consequences of these behaviours are self-desg@underson & Singer, 1975).

3.6.3. Social adaptiveness
Conforming to social norms superficially but notogling appropriate manners and
appearance over time. This may reflect a distuitedtity, masked by some level of

superficial identifications with others (Gunderswisinger, 1975).

3.6.4. Brief psychotic experiences

There is a potential for psychotic experiencesnamehe absence of such experiences.
Unstructured situations and relationships mighthieetrigger for activation of psychotic
behaviours. Some authors have underlined the frequeeurrence of disturbed states of
consciousness. These altered ego states have besgorized as depersonalization,

derealisation or dissociation (Gunderson & Singér5).

3.6.5. Psychological testing performance
Borderline persons give bizarre or primitive resggsion unstructured or projective tests
such as the Rorschach, but not on more structwets tsuch as Wechsler Adult

Intelligence Scale (WAIS). (Gunderson & Singer, 3p7
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3.6.6. Interpersonal relationship
There is an oscillation between transient, shaltelationships, and intense clinging
relationships. Devaluation, manipulation, and dedivagness are usually seen in these

patients (Gunderson & Singer, 1975).

The literature reviewed up to now was devoted &davelopment and evolution of the
definitions and concepts of BPD from different tretwal backgrounds. The theories
highlight the underlying pathological processestltd disorder. Meanwhile DSM is
mostly a diagnostic tool aiming to provide consensumong trained clinicians and
researchers (American Psychiatric Association, 20&®ice the introduction of BPD in
DSM-III, a more empirically based definition of BRias introduced. In the following

section, | will discuss the BPD definition from tB&M point of view.

3.7. DSM-IV’s definition of BPD

The Diagnostic and Statistical Manual of Mental diers (DSM) is a classification
guideline that systematically described and groupeental disorders with their
associated criteria. After Gunderson’s attemptdegitimize BPD in 1975, eight
diagnostic criteria for BPD were introduced in D3Men 1980, and were not changed
in DSM-1V (American Psychiatric Association, 1998t a ninth criterion was added in
DSM-1V to describe cognitive symptoms. The DSMdpproach to personality disorder
consists of three elements: First, general definitof personality disorder; Second,
specific criteria sets for a number of significpersonality disorders, and third, a “not
otherwise specified” category, under which couldpleced PDs that do not fall under
any of the particular classifications (Wakefield)13). DSM-IV General Diagnostic

Criteria for Personality Disorder:
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Table 6: DSM-IV general diagnostic criteria for pemality disorders (Wakefield, 2013, p. 169)

A: An enduring pattern of inner experience and b&ha that deviates markedly from the
expectations of the individual’'s culture. This pattis manifested in two (or more) of the
following areas: 1- Cognition (i.e., ways of pexdeq) and interpreting self, other people, and
events).

2- Affectivity (i.e., the range, intensity, labilitand appropriateness of emotional response).

~—

3- Interpersonal functioning. 4- Impulse control.

B: The enduring pattern is inflexible and pervasiceoss a broad range of personal and
social situations.

C: The enduring pattern leads to clinically sigrdfit distress or impairment in social,
occupational, or other important areas of functigni

D: The pattern is stable and of long duration, isdnset can be traced back at least to
adolescence or early adulthood.

E: The enduring pattern is not better accountedi$ca manifestation or consequence of
another mental disorder.

F: The enduring pattern is not due to the diregspogical effects of a substance (e.g., a
drug of abuse, a medication) or a general medamadition (e.g., head trauma).

In sum, based on the definition of DSM-IV, whichsHzeen retained in the section-II of
the DSM-5 as well, a personality disorder is a igérat pattern of subjective experience
and behaviour that deviates significantly from tieems of the person’s culture, is
pervasive and rigid, has an onset in adolescenearnty adulthood, is consistent over
time and ends up in distress or impairment. (Anari®sychiatric Association, 1994,

2013)

Diagnosis in DSM-IV was based on a multiaxial assent (American Psychiatric
Association, 1994). This form of assessment induale evaluation on different axes,
each of which relates to a different module of infation that might guide the therapist
to organize treatment and anticipate outcome. Tiere five axes included in the DSM-

IV multiaxial classification. Axis-l1 was for repang the clinical disorders; axis Il was
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for personality disorders and mental retardatioxis-8l was for general medical
problems; axis-IV was for psychosocial and envirental problems; and axis-V was for
global assessment of functioning. The benefit efititroduction of the multiaxial system
was that this system facilitated comprehensive ssssent in different areas of

functioning (American Psychiatric Association, 1994
3.8. The definition of Borderline Personality Disorder i

DSM-IV and DSM-5

Based on the definition of BPD in DSM-IV and sentib of DSM-5, the essential
features of borderline personality disorder areptavasive pattern of instability of
interpersonal relationship, self-image and affectd marked impulsivity that begins in
adolescence and is established by early adulthoddsgporesent in a variety of contexts”
(American Psychiatric Association, 2013, p. 668Jlividuals with borderline personality
disorder make dramatic efforts to avoid real ortdaized abandonment. These
abandonment fears are associated with an intolerahbeing alone and losing support
(American Psychiatric Association, 2013, p. 663prd®rline Personality Disorder is
diagnosed when at least 5 out of 9 following ciderre met. The diagnostic criteria for
BPD in DSM-IV which is again repeated in sectiolIDSM-5 have been presented in

Table 1 of the first chapter.

3.9. DSM-5 Specific Criteria for Personality Disorders

During the generation of the fifth edition of théaDBnostic and Statistical Manual of

Mental Disorder§DSM-5), different recommended refinements were entdit would
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have markedly transformed the way by which persatisthese disorders are diagnosed.
Based on ideas received from a multilevel assessoferecommended revisions, the
American Psychiatric Association Board finally désd to uphold the DSM-IV

categorical approach with the same 10 personalggrders. (American Psychiatric

Association, 2013).

In Section Il of DSM-5, the criteria for persongldisorders were altered from those in
DSM-1V, and again personality disorders were catizgd into three clusters based on

descriptive similarities (American Psychiatric Asgdion, 2013).

However, DSM-5 changed the multi-axial system anfisstuted a new form of
assessment that eliminated the boundaries betweesormlity disorders and other
psychological disorders (American Psychiatric Asstben, 2013). DSM-5 has thus
moved to a non-axial diagnosis (previously Axd§ and Ill), with distinct notations for
significant psychosocial and environmental factosmerly Axis 1V) and disability
(formerly Axis V). The DSM V system thus integratie first three axes provided in
previous editions of DSM into one axis with all nenand other medical diagnoses
(American Psychiatric Association, 2013). This s is in line with the DSM-IV
guidelines that state, the multiaxial distinctionang different axes does not imply that
there are basic differences in their definitiontleat mental disorders are unrelated to
physical, biological or medical conditions (AmemcBsychiatric Association, 2013). In
addition, axis Il disorders in previous DSM clagsifions tended either to be missed

utterly or not to be taken seriously (ZimmermanttRohild, & Chelminski, 2005).

The APA'’s alternative dimensional-categorical mddediagnosing personality disorder
is included in section IlI for further study. Althgh four DSM-IV personality disorders

were omitted in this section, the new DSM-5 mod#ined six personality disorder types
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(Borderline, Obsessive-compulsive, Avoidant, ScHigml, Antisocial, and Narcissistic

PDs).

In the new dimensional model of DSM-5 (Section-fidy personality disorders (for
further study), personality disorders are descriliyd impairments in personality
functioning and pathological personality traits.eTéssential features of a personality

disorder are described in Table 7:

Table 7: Suggested Diagnostic Criteria for PersgnBisorders (adapted from American
Psychiatric Association, 2013, pp. 766-767)

A. Moderate or greater impairments in self and intesgeal functioning.

B. The presence of one or more pathological persgrisditts.

C. The impairments in personality functioning and itgividual’s personality traits ar
relatively inflexible and pervasive across a broadge of personal and social
situations.

D

D. The impairments in personality functioning and ithdividual’s personality traits ar
relatively stable across time, with onsets thatlmatraced back to at least adolescence
or early adulthood.

D

D

E. The impairments in personality functioning and ithdividual’s personality traits ar
not better explained by another mental disorder.

F. The impairments in personality functioning and ithdividual’s personality traits arg
not entirely attributable to the physiological etfeof a substance or another mental
condition.

G. The impairments in personality functioning and itgividual’s personality traits ar
not better understood as normal for an individualisvelopmental stage or
sociocultural environment

D

The main feature that distinguishes this proposditidion is that there must be moderate
or significant issues in self “identity or self-eation” and interpersonal “empathy or
intimacy” functioning (American Psychiatric Assotia, 2013, p. 770). A scale (The
Level of Personality Functioning Scale- LPFS) hasrb provided in DSM-5 for

evaluating the level of personality functioning.iFlscale differentiates “five levels of
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impairment from little or no impairment (i.e., hsl, adaptive functioning; Level 0) to
some (Level 1), moderate (Level 2), severe (Leyehi3d extreme (Level 4) impairment”

(American Psychiatric Association, 2013, pp. 778)77

Another important distinguishing factor in the newvaodel is the assignment of one or
more pathological personality traits. Pathologipgatsonality traits are organized into
five broad domains: “Negative Affectivity” (vs. Erional Stability), “Detachment” (vs.
Extraversion),  “Antagonism”  (vs.  Agreeableness), isiBhibition”  (vs.
Conscientiousness), and “Psychoticism” (vs. Lugldit(American Psychiatric
Association, 2013, p. 773). Within the five broagittdomains are 25 specific trait facets
that were developed from the examination of curteait models and also through
research with samples of clients who sought mémalth services. To better understand
their source, “These five domains are maladaptegants of the five domains of the
replicated personality model” identified as the gBtive” or “Five Factor Model” of

personality (FFM) (American Psychiatric Associati@d13, p. 773).

Both impairments in personality functioning and hmdbgical traits are assessed

dimensionally in different related domains or catéegs.

The new model of DSM-5 has assigned a diagnostegoay for borderline personality
disorder. Characteristic difficulties in personalitinctioning are apparent in identity,
self-direction, empathy, and/or intimacy. Specifialadaptive traits are also evident in
the domain of Negative Affectivity, and also Antaggm and/or Disinhibition. The
inclusion of BPD in the new model of DSM indicatédst BPD is still a valid and

significant personality disorder in clinical prai
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Table 8: Proposed Diagnostic Criteria for DSM-5di®m-111) for Borderline Personality Disorder
(adapted from American Psychiatric Association,2Qqi. 767-768)

A- Moderate or greater impairment in personalitydiioning, manifested by
characteristic difficulties in two or more of thalbwing four areas:

1. Identity: Markedly impoverished, poorly developed; unstable self-image, oftgn
associated with excessive self-criticism; chroeielihgs of emptiness; dissociative states
under stress.

2. Self-direction: instability in goals, aspirationslues, or career plans.

3. Empathy: Compromised ability to recognize the fegiand needs of others associated
with interpersonal hypersensitivity (i.e., prongel slighted or insulted); perceptions|of
others selectively biased toward negative attrbotevulnerabilities.

4. Intimacy: Intense, unstable, and conflicted closationships, marked by mistrus
neediness, and anxious preoccupation with real neagined abandonment; close
relationships often viewed in extremes of idealimatand devaluation, and alternatipg
between over involvement and withdrawal.

—

B- Four or more of the following seven pathologipatsonality traits, at least one
of which must be (5) Impulsivity, (6) Risk takingy, (7) Hostility:

Emotional lability (an aspect of Negative Affectii Unstable emotional experiences dnd
frequent mood changes; emaotions that are easilysarh intense, and/or out of proportion to
events and circumstances.

Anxiousness (an aspect of Negative affectivitydehse feelings of nervousness, or panic, often
in reaction to interpersonal stresses; worry alibat negative effects of past unpleasant
experiences and future negative possibilities;irigefearful, apprehensive, or threatened| by
uncertainty; fears of falling apart or losing cartr

Separation insecurity (an aspect of negative affiggt Fears of rejection by and/or separation
from significant others, associated with fears xdessive dependency and complete loss of
autonomy.

Depressivity (an aspect of Negative AffectivityyeBuent feelings of being down, miserahle,
and/or hopeless; difficulty recovering from suchaas; pessimism about the future; pervasive
shame; feelings of inferior self-worth; thoughtssafcide behaviour.

Impulsivity (an aspect of Disinhibition): Acting afie spur of the moment in response to
immediate stimuli; acting on a momentary basis @utha plan or consideration of outcomes;
difficulty establishing or following plans; a sersfeurgency and self-harming behaviour under
emotional distress.

=
1

Risk taking (an aspect of Disinhibition): Engagetriardangerous, risky, and potentially sel
damaging activities, unnecessarily and without réda consequences; lack of concern (for
one’s limitations and denial of the reality of pmwal danger.

Hostility (an aspect of Antagonism): Persistentrequent angry feelings; anger or irritability
in response to minor slights and insults.
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Before | describe the cognitive theories of BPMiscuss new neurobiological findings

and theories about BPD in order to cover diffessgects of the BPD phenomenon.

3.10. Neurobiology of BPD

The patterns of behaving and feeling that are peavan BPD are thought to stem from
the interaction between developmental experienndsblogical processes. Exploring
the neurobiology of BPD provides a window into aignificant determinant of the
disorder (Koenigsberg & Siever, 2009). Two distipetrsonality traits are found -
affective instability and impulsive aggression -igthappear to have strong biological

correlates and co-occur in BPD patients (Koenigsi8eSiever, 2009).

3.10.1. The Neurobiology of Impulsive Aggression in BPD

Impulsive aggression is a central feature of a remdd the “cluster B” personality
disorders, specially borderline and antisocial peatity disorders (Skodol et al., 2002).
As demonstrated by twin and adoption studies, isipaelaggression is heritable (Coccaro,
Bergeman, & McClearn, 1993). There is evidence ltiegufrom studies that suggest
reduced serotonergic activity in the brain mightlibked with impulsive aggression in
personality disordered people. Primary studiesngbuilsive suicide attempters found
lower levels of the serotonin metabolite, 5-HIAA) terebrospinal fluid (Asberg,
Traskman, & Thorén, 1976). Neuroendocrine reactidosagents that increase
serotonergic activity, such as fenfluramine, hagerbshown rather consistently to be
blunted in patients with a history of impulsive aggsion (Koenigsberg & Siever, 2009;
Skodol et al., 2002). The neuroendocrine studisssasthe function of serotonin systems

in the hypothalamus. Functional magnetic resonaneging studies (F-MRI) and
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positron emission tomography (PET) studies proddeindow to measure serotonin

system activity in regions of the brain which arereninvolved in behavioural responses
(Koenigsberg & Siever, 2009). Based on the resiitsese studies, prefrontal metabolic
activity especially in the orbital, medial prefrahtortex and the cingulate cortex, has
been reported to be diminished in association wibulsive aggression in people with

antisocial and borderline personality disorderso¢dr, 1982; Goyer et al., 1994). These
areas of the brain are cortical inhibitory areaat tmay reduce the limbic release of

aggression (Skodol et al., 2002).

3.10.1.1 Genetic contributions

Although twin studies, including studies compartancordance rates of BPD among
dizygotic and monozygotic twins, indicate that genéactors are involved in BPD,
understanding the genetic polymorphisms related p&sonality disorders is a
complicated task as there may be several disteetic pathways resulting in the same
personality disturbance (Koenigsberg & Siever, 30@udies pointing to the role of
serotonergic activity in BPD have led to studiescandidate genes known to code for
proteins involved in serotonin neurotransmissiorogKigsberg & Siever, 2009). In
genetic studies in humans and animals, produdtsedfollowing genes have been found
to be associated with aggression: Tryptophan hydase (TPH), the serotonin
transporter, the 5-HT1b receptor, and the 5-HT2&pw®r. The TPH “L” allele and
serotonin transporter “S” allele have been linkaethweuroticism and impulsivity, and
the 5-HT1b receptor gene has been associated witids attempts (Koenigsberg &

Siever, 2009; Skodol et al., 2002).
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3.10.1.2 Environmental contributions

Clinical data also demonstrate that environmentpkgences play a significant role in
the development of BPD. For instance, trauma i®ommnson antecedent of BPD. In
personality disordered people, the trauma is mogthysical or sexual abuse
(Koenigsberg & Siever, 2009). Abuse can reorgattiee”“stress systems” such as the
Hypothalamo-Pituitary-Adreno (HPA) axis, and theiiationship to serotonergic activity

(Heim, Newport, Bonsall, Miller, & Nemeroff, 2001).

3.10.2. The Neurobiology of Affective Instability in BPD

Another significant dimension underlying borderlipersonality disorder is affective
instability, that is, intense emotional reactivity environmental events, particularly
events such as losses and frustrations. This igaitssociated with anger, identity
disturbances, and suicidality of BPD patients (Kgsberg & Siever, 2009). There is a
large body of work implicating the cholinergic andradrenergic systems in mood
regulation (Silk, 1994). Increased responsivenesthé cholinergic system or to the
central neurotransmitter acetylcholine is repoitechajor depression (Janowsky, Risch,
Judd, Huey, & Parker, 1985). When arecholine (aoneg at cholinergic receptors) is
administered to patients with depression, it induagher levels of depression, anger and,
hostility. The administration of physostigmine (agent which increases cholinergic
activity by inhibiting the cholinesterase enzymas} been found to induce depression in
depressed, manic bipolar and BPD patients (Koeeigsb& Siever, 2009).
Administration of procaine (a cholinergic agonishigh activates limbic structures
including the amygdala, has been shown to generdigh level of dysphoria in BPD

subjects (Koenigsberg & Siever, 2009). Borderlim¢ignts also show decreased and
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more variable REM latency, and enhancement of R&EM latency with muscarinic
agonists has been shown in early studies with BRiizmts (McNamara, 1984). These
findings suggest that an increased sensitivityhinergic activity might be associated

with affective instability (Koenigsberg & SieveiQ@9).

The noradrenergic system may also play an importaatin modulating arousal level
and vigilance of the environment and also may maksontribution to the affective

instability seen in BPD patients (Skodol et al.02p0

The heightened noradrenergic activity could iretrghe increased reactivity to external
stimuli in BPD. Dextroamphetamine, which is a reet inhibitor and releaser of
norepinephrine and dopamine, induces a high levvelysphoria in healthy subjects.
Gamma-aminobutyric acid (GABA) is an inhibitory mewransmitter in the central
nervous system. A large number of GABA receptoristar amygdala, which play a
significant role in the evaluation and expressiéremotion. The hypothesis that low
levels of GABA activity might be associated witHeattive instability in BPD patients
receives additional support from the evidence ttinate mood stabilizers named lithium,
valproate and carbamazepine, which can diminigdctffe instability in BPD, appear to

heighten GABA activity (Koenigsberg & Siever, 2009)

3.10.3. Amygdala

The amygdala has a central role in measuring thetienal importance of stimuli and in
facilitating the emotional response to those stimitie connections between amygdala
and hippocampus enable memories to activate enabdti@actions. Some structural
imaging studies of borderline patients have fouadréased volumes for the amygdala

and hippocampus (Koenigsberg & Siever, 2009). Amotstudy found the signs of
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amygdala dysregulation such as greater activati@®PDs than in comparison to healthy
controls (Donegan et al., 2003). Therefore, thegttala and hippocampus are two brain
structures that may be implicated in the affecinstability found in BPD (Koenigsberg

& Siever, 2009).

Having taken note of this neurobiology, | want tecdiss cognitive approaches to BPD.
3.11. Cognitive Approaches to Borderline Personality

Disorder

Psychotherapy is regarded as the primary treatnfi@ntpatients with borderline

personality disorder (BPD) (American Psychiatrisdaation, 2004; Gunderson, 2011;
Zanarini, 2009). Currently, there are four compredine psychosocial treatments for
BPD. Two of these treatments are considered psyctaodic in nature: mentalization-

based treatment and transference-focused psychpihéerhe other two are classified as
cognitive-behavioural in nature: dialectical beloaval therapy and schema-focused
therapy (Zanarini, 2009). | discussed the two pegghamic approaches to BPD in the

previous section; in this section, | discuss thgnitive-behavioural approaches to BPD.

3.11.1. Dialectical Behavioural Therapy (DBT)

Linehan, who was the founder of DBT, believes thastt of the therapeutic approaches
to BPD have been predominantly psychological, weetisychodynamic or cognitive-
behavioural; or they have been highly influenced liglogical psychiatry. She
recommended a bridge between these two disciplBles.founded DBT based on the

biosocial theory of personality functioning (Lineh&l993). This theory indicates that
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BPD is primarily a pervasive disorder of the emotiegulation system. This principle
guides all interventions which are applied as apsgducational framework for clients
and therapists. From this outlook, BPD symptoms laeitaviours function to regulate
emotions (e.g., self-mutilation) and the resultpaychopathology results from failed
emotion regulation (e.g., dissociative or psychsyimptoms) (Dimeff & Koerner, 2007).

Based on DBT hypotheses, emotion dysregulatioeveldped and maintained by both
biological and environmental elements. Biologicattbrs include differences in the
central nervous system (e.g., due to limbic systesativity, attention control, genetics,
and extraordinary life-events occurring in earlylatood or in the period of foetal

development) (Dimeff & Koerner, 2007). Environmdntactors include mainly

invalidating family and societal circumstances thett insensitively and inappropriately
on the person’s vulnerable state. BPD patientsregarded as deficient in emotion
modulation skills, and these troubles have theitsdn biological predispositions which
are aggravated by specific environmental experiensach as an invalidating
environment. (Linehan, 1993). The notion of “araldating environment” includes non-
recognition of the actual state of the person liticcam, punishment or being inattentive
to his/her needs. Within an invalidating environténtense emotional reactions are
often required to provoke a helpful response frothers. Thus the environment
strengthens the harsh reactions. In such an emwent)y the person’s emotional
expression is not empathically validated; theictiea is not mirrored and put into words
to increase understanding of the reality, and thilel does not learn how to modulate
her/his emotions. The environment also fails tahethe child when to trust her own
cognitive and emotional responses as reliableatidies of true interpretations of events.

Thus, they tend to invalidate their own understagdind feelings (Linehan, 1993).
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Although DBT has some elements in common with psgollytic and client-centred
approaches to therapy, it is the application ofabvedural therapy, mindfulness, and

dialectical philosophy that are its fundamentaihedats (Dimeff & Koerner, 2007).

3.11.1.1  Behaviour therapy in DBT

A major part of DBT is devoted to teaching skillatincrease interpersonal effectiveness,
to modulate extreme emotions and to validate arsi tme’s own thoughts and emotions

(Linehan, 1993).

3.11.1.2  Dialectical philosophy in DBT

The dialectical idea is that all propositions havithin them their own contradictions.

The truth is paradoxical and the oppositional,rctanected nature of reality culminates
in a wholeness continually in the process of chatligethe interaction between the thesis
and antithesis potencies within each system tlatymes change. Dialectical change is
an important principle in DBT. The opposites coblel good and bad, positive and
negative, nature and genes, person and environoreatceptance and change. The
central dialectical notion that DBT applies is tlea of maintaining a balance between
validating and accepting the current emotions aetabiours of the patient and

encouraging him/her to change. Change can onlyrandbhe context of acceptance and
the therapist is required to balance acceptancehadge in each interaction (Linehan,
1993). Dialectical thinking requires the abilitydee reality as multifaceted, to transcend
polarities, to address contradictory thoughts anithtegrate them (Linehan, 1993). The
overall objective of DBT is not to guide patierdsstee only black and white, but to obtain
a synthesis of the two that does not deny thetyeafi either (Linehan, 1993). This

emphasis on dialectical thinking in DBT is in lingth the emphasis on integrating
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contradictions in psychoanalytic approaches andemsdthg dichotomous thinking in

cognitive therapy.

3.11.1.3  Application of mindfulness techniques in DBT

Mindfulness is considered “the core skill” in DB¥ # is hidden in the nature of other
skills applied in this approach (Wagner, Rathusvéler, 2006, p. 218). Mindfulness
was derived from Buddhist practice and can be ddfias a quality of awareness that
involves maintaining one’s consciousness aliveht reality happening in the current
situation. This form of awareness involves payimonHqudgmental and intentional
attention to the present moment. Hypothesized mesims of change for mindfulness
are thought to occur through exposure to previoashyided emotions, sensations, and
thoughts. Nonjudgmental consideration of distregsemotions without avoidance
constitutes the exposure that does not reinforeestimulus (Wagner et al., 2006).
Mindfulness techniques are also used in teachingtiemregulation skills, by changing
the emotion-linked response and promoting actiohghvat first seemed incompatible

with the anxiety-generating idea (Wagner et al0630

3.11.2. Schema Therapy

Schema therapy in another key cognitive approadhddreatment of BPD. This new
psychological treatment integrates knowledge frafferdnt approaches into a coherent
systematic therapy (Edwards & Arntz, 2012). Schémeaapy was originally developed
as an adapted version of cognitive therapy, weteduto individuals with chronic

psychological disorders, with greater emphasis bitdltood experiences and early
schemas. Schema therapy also incorporates relhtaomdh experiential therapeutic

approaches (Edwards & Arntz, 2012). The conceptgtathment and internal working
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model, describing how early experiences shape tigenying cognitive structures,
influenced the schema therapy theory. Thus, ortleeomain tenets of schema therapy, in
contrast to cognitive therapy, is its developmepéabpective and emphasis on childhood
needs. This emphasis on the past and parentingssgtems from psychodynamic
therapies (Kernberg's transactional analysis) attidclment-oriented therapies, and
encouraged schema therapists to introduce limieegarenting techniques. Schema
therapy greatly directs classic cognitive therapyapply imaginary techniques and
experimental works borrowed from gestalt theragiEtbvards & Arntz, 2012). Schema
therapists believe that experimental works in thgrdead to deeper emotional
confrontations and change. The concept of schentenmoschema therapy represents a
state of mind with a degree of dissociation frorheotstates of mind. The intense
dissociation between states of the mind is consilas an important psychopathology
leading to personality disorders. Conceptualizirggakiation in schema therapy is very

similar to dissociated self-states in cognitivelginatherapy.

Schema therapy has been discussed in Chapter 231%8) of the thesis.

3.12. Dissociation and Borderline Personality Disorder

— Historical Background

Dissociation can be defined as a failure of integraof information, thoughts, affects
and experience (Putnam, 1997). Curiously, dissocidtas also been remarkably the
subject of psychodynamic discussion (Kennedy et 2004). Dissociation can be
understood as existing across a spectrum thatieslall people, varying in degrees from

healthy to maladaptive forms (Putnam, 1997). J&t#%59-1947) is the first theorist to
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explain dissociation. Janet made a link betweenehgsand unassimilated traumatic
memories. His work predicted the current definitaffPTSF3. He observed that when
people are scared or overwhelmed by extreme emdtiey are unable to process the
experience into existing mental frameworks, andfane unable to connect the event with
the rest of the personal memory (Howell, 2005).e Thoughts and emotions related to
traumatic experience operate below the level oscmusness, a level that was called by
Janet the “subconscious” (Howell, 2005). These ghtaiinstall themselves in the mind
like a parasite. They are not known to the behoatet their power depends on their
isolation; however, they continue to intrude angatt upon perceptions and behaviours
(Howell, 2005; Janet, Paul, & Paul, 1925). As ailtesn Janet’s understanding, trauma
overwhelms the mind’'s capacity to integrate mudtiphemories and perceptions.
Dissociation occurs when the individual is incapati synthesising the memory. Janet
defined hysteria as a mental depression that nartbw field of consciousness and is
characterised by a tendency to the dissociatidghetystem of thought and personality
(Howell, 2005). He asserted that posttraumaticodisgion can reduce an individual’s

sense of will.

Freud assimilated some of Janet’s concepts intdheisry. Also, Freud did not write
about dissociation as directly as Janet; he purglifdrent forms of dissociation
including splits between conscious and unconsdibasghts, and the split between the
ego and the superego. Freud substituted the comdegissociation with repression
(Howell, 2005). Thus, his version of dissociati@slits roots in psychic defence. Part of
the experience, either memory or wish, is takenajutonsciousness and kept in an

unconscious space by a defence mechanism calleglssign. Unlike Freud, Fairbairn

28 post-Traumatic Stress Disorder
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did not define the splits in the mind based ondlash between “id” energies and other
parts of the mental structure. He believed the ™dgoobject seeking in nature and
internalization of the contrasting parts of theealjis the cause of the split in the ego. He
asserted that when the child encounters a frusgratoject, he/she internalizes the “bad”
characteristics of that object. As the child isieed of the same object to feel safe and
cared for, he/she splits the object in his mindciinelps him to see that object as “good”
as well. The ego identifies with these parts of tgect, but keeps them separate.
Fairbairn also added another part of the ego, winéctalled the central ego, that represses
the bad from consciousness, and the bad ego ptisheentral ego to also repress the
good as well. These situations cause the childséaudivide-and-conquer technigue to
subdue both libidinal need and aggression. In Baimls view, these ego structures,
which are internalized objects, have their own ageand dynamism (Fairbairn, 1952).
In conclusion, the pioneers of psychodynamic thmgkiincluding Janet, Freud, and

Fairbairn, all described a structural process séaltiation for the personality.

Sullivan is another theorist who developed an peesonally based theory of trauma and
dissociation (Howell, 2005). Sullivan emphasized dentrality of the phenomenon of
dissociation as the most fundamental ability of thied to maintain its own stability

(Bromberg, 1998). He believed that, as the sedftha goal of sustaining security and
preventing anxiety, it can strongly limit conscioass of experiences in the world and in
oneself. Thiscan end up in the dissociation of motivations aekaviours that have not

been approved by significant others or culturethis way, these experiences would be

excluded from an individual’'s awareness (HowelD20

Another significant theorist in the field of dissation is Bromberg, who articulated a

model of multiple, dissociated self-states (How&D05). In his theory, dissociation
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maintains the sense of illusionary unity when tireds of traumatic stress are excessive.
In the face of trauma, the automatic hyperarousdlthe intensity of emotions make it
impossible for the mind to process and encode tifi@mation into verbal memory
(Bromberg, 1996). The traumatized personality stmecis watchful for trauma. This
vigilance has a protective function; however, ingomes a high amount of energy.
Isolating and dissociating the thoughts and fesliofthe traumatic experience would
lead to continuous reassertion and re-enactmetheoscenarios, as they are not yet
assimilated and recognized in the individual’s mgm®@hus the dissociative cure would
be repeated to reduce the fear and anxiety themesgeriences in an attempt to remedy

the past injuries (Bromberg, 2003; Howell, 2005).

Bromberg believed that dissociation is the undedyiprocess contributing to all
personality disorders. Independent of type, PDs lanunderstood to result from
defensive responses to the potential repetitiashibfihood trauma or neglect. If the child
who was exposed to a traumatic situation couldnmaintain the normal illusion of self-
unity and process the trauma in a symbolic waygrdiguration of “on-call” self-states
can be imperceptibly and gradually constructed ifidyerg, 1995). Bromberg believed
that different self-states have incompatible iritarge and emotions. Therapy for
personality development includes an interpersonatgss in which the transformation
from dissociation to recognisable intrapsychic tiohfis able to take place (Howell,
2005). Health in Bromberg’s view is the “ability $tand in the spaces between realities
without losing any of them....... the capacity to feéklone self while being many”
(Bromberg, 1993, p. 166). One of the important wthet the unrecognized and un-
symbolized “not-me” parts of the self can be comivaied to the therapist and identified

by the client is through enactment (The reactivatd dissociated systems of self and
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object representations (Davis & Frawley, 1994)eddstates must be seen by both client
and therapist and to become thinkable about andctimemunicated by words and
concepts (Bromberg, 1994). Bromberg believeddissiociated self-states come back in
strange and horrific forms, including enactmentezignces, to haunt individuals until

they can become a part of narrative memory (Ho26l5).

Another theorist who provided a different definiti@f dissociation is Donnel Stern
(Howell, 2005). Unlike Freud’s view of repressiom,which some effort is required to
repress a thought or put it out of awareness, Shefieved that consciousness or
awareness is an effortful action (bringing uncomssi contents of the mind into
consciousness requires endeavour) (Howell, 200%).nWist take actions to formulate
experiences and tolerate the potential risk of dheiety that such awareness might
provoke (Howell, 2005). Stern asserted that we nsciously avoid processing specific
aspects of experience into meaningful conceptsjaasg so might lead to attaining
threatening knowledge (Howell, 2005). He definedsdciation as an unformulated
experience, which results from an unconscious detiso not reflect on certain
experiences. Stern expanded Sullivan’s key conukefstelective inattention” (Sullivan,
1940, p. 185) that an individual may simply avoidyaocus on the frightening
information. The self-system is then structureduat these dissociated gaps or
selectively unattended contents. These excludedrixes are deprived of potential
linkage to other areas of the mind. Stern, likeligan, believed that dissociated and
unformulated experience could become known wherreth&as a one-to-one
correspondence between the dissociated experieddde language that could spell this

out (Howell, 2005). Highlighting the constitutiveywer of language, Stern believed that
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verbal-reflective meaning needed to be created spulled out in order to build

consciousness (Stern, 1997).

According to another dissociation theory introdutgdvVan der Hart (2000), the most
fundamental structural division of the personalgybetween the “normal part of the
personality” (ANP) and the “emotional part of thergonality” (EP) (Howell, 2005, p.
130). The former is devoted to non-defensive dadfyon systems such as sociability and
play, while the latter is devoted to the survivatize individual in conditions of threat
(Howell, 2005). The EP organizes hypervigilanaghfi flight and submission. Under the
influence of trauma, these two action systems becsegregated from each other. The
ANP is interfered with by the traumatic memoriestioé EP in dreams, nightmares,
somatoform symptoms and PTSD flash backs (How@52 As a result, the ANP is
vigilantly avoidant, so that it ends up in supregsactively the traumatic topics, resulting
in avoidance of intimacy and emotion (Howell, 200B)general, EP links to the intrusive
positive symptoms (including re-experiencing of tinleuma) found in posttraumatic
disturbances of PTSD; ANP corresponds to negagimgsoms including inhibition and

loss (Van Der Hart, Nijenhuis, Steele, & Brown, 200

Another theoretician who introduced the neodiss@iaheory is Ernest Hilgard (Howell,
2005). He asserted that the unity of conscioussessillusion. He believed that planning
and action usually take place outside conscioustiem®fore, dissociation does exist and
is endemic (Howell, 2005). Another assumption sftheory is that there are subordinate
cognitive systems, each with its own unity and aatoous functions. Also, although
there are interactions between these systemsgctdretpecome isolated from each other.
This idea explained shifts in consciousness, ansupported by Donald Hebb, who

articulated this sentence: “neurons that fire thgetwire together” (quoted in Howell,
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2005, p. 140). Hilgard also believed that thera tentral ego and a hierarchical control
that manages the interaction between its subsysif#mse subsystems are numerous and

might be latent or actuated in the mind (Hilgar@92).

Nijenhuis, Vanderlinden, and Spinhoven (1998) haxamined traumatic experience
from the perspective of animal reactions to traumhich may have counterparts in
human response. They argue that the symptoms sbdéive disorders are in many
ways similar to animal defensive reactions to sevkreat, including passive reactions
like freezing and total submission, as well asvactiefences such as fight or flight (Ryle,

2007).

Dissociation has been described in attachment yhieprthe concepts of “segregated
internal working models” and “disorganized attachiigHowell, 2005, p. 147). As

Bowlby (1980) stated, if the child’'s attachment apbximity strategies become

chronically activated but not settled, as when ioomd separation, rejection, or
punishment occur, then the defensive exclusionttatlment bonds becomes evident
(Blizard, 2003). To react against cognitive, affiectand behavioural collapse, the child
may form segregated systems that separate attathrakred information from

awareness. As a result, the child might construdtipte representations of self and other,
which are paradoxical and hard to integrate (Btz2003). Solomon and George (1999)
believed that although Bowlby considered such deéenexclusion as repression, it

might be better defined as dissociation.

Disorganized attachment results when the caredngitens the child (Liotti, 2002).
Seeking proximity to the caregiver, as the infahiésen of safety, which is the natural
consequence of normal anxiety, and then experigrierful emotions toward the same

caregiver places the child in the position of oveelning paradox (Liotti, 2002). Hesse
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and Main (1999, p. 484) named this paradox “frighihout solution”. These conflicting
motivations may cause the child to freeze, or ntagéner alternate between approaching
and avoiding the caregiver (Blizard, 2003). “Frighithout solution” describes the
dilemma of the child who is evolving into the diganized attachment. Disorganized
attachment often develops in reaction to overt matment, neglect or frightening
behaviours and contradictory caregiving strateg{®izard, 2003). Liotti (1999) has
hypothesized that disorganized attachment predespts dissociative disorders. Both
trauma and D-attachment are associated with restricof playfulness, reduced
reflectiveness, and inability to make use of metapland symbolization. Both trauma
and D-attachment are associated with the higheasel of cortisol in the body, which can
damage the hypothalamus, leading to emotional dutagon (Fonagy, 2001). Fonagy
(2010) postulated that disorganized attachmentferes with the ability to think about
thoughts of self and others that he has called alieation. Children need the
understanding and reflections of their parentseir inner experience to develop a viable

self.

The psychological self evolves through the peroepdif oneself in another person’s mind
as thinking and feeling (Fonagy, 2001). In contr@msthe traditional object relation

theories which postulated that the child interredizhe caregiver's image, Fonagy
hypothesized that the child internalizes the camtg image of “the intentional infant”

(Howell, 2005, p. 156). The children who have tratimexperiences in their relationship
with their caregivers turn away from them to protdemselves against caregivers’
hostile intentions. In this way, the disruptionatfachment bond leads to the diminution
of self-reflectiveness (Howell, 2005). Whereas Ry proposal about the effect of

trauma on mentalization is that it stunts the etotuof metacognitive processes, some
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other theoreticians in the field of attachment tiggncluding Lyons-Ruth emphasize the
development of segregated internal working mod&lsese working models as described
above, reflect unconscious models of relationshipsen these working models cannot
be linked with each other, as for instance whefed#ht relationship patterns between
caregiver and child are extremely contradictory Hreresultant paradoxical emerging
sense of purposes or wishes have not been assessedlved, these patterns can develop
into segregated systems of attachment. These iistensand unlinked internal working
models can be understood as dissociated self-state=n the collaborative and soothing
relationships that provide the process of undedstanthe relationships, verbalizing and
articulating are not available, the integratiorcofflicting working models may become

hard to achieve.

The implications of the insight provided by atta@mnhand dissociation theories are
significant for psychotherapy. Blizard (2003) card#s that it might be more fruitful for

treatment goals to acknowledge the internal workiraglel of each self-state and try to
identify what relationship it is based on, ratheart to characterize the individual as a

whole as having a specific attachment style (Hqvi28105).

Exploring Ferenczi’'s (1949) concept of identificatiwith the aggressor, it is believed
that trauma-related identifications can impoveshindividual’s identity as the child
feels physically and morally helpless. The overpangeauthority of the abusive adult
can rob the child, who is weak and vulnerable,afutis/her senses and compel him/her
to subordinate themselves like automata to the ofilhe powerful person (Ferenczi,
1988). Identification with the aggressor’s goald &ehaviours overtake and replace the
child’s agency and initiative. Similar to Kernbesgsuggestion about the reason for

splitting to develop, the child tries to keep fagh of tenderness by dissociating these
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from the memories of aggression. As a result, astléwo strongly incompatible self-
states, those of abuser and victim, appear in ihe.nthese states also reflect the tacit
latent model of relationships that evolve from toafluence of trauma and attachment.
In the real life situation, the number of thesé-stdtes might be more than two (Howell,
2005). The disconnection between states defendsshgxtreme anxiety and fear, while
efforts at integration would demand substantial dsttessing mourning, which could be
overwhelming to experience all at once. Bounddregs/een these inner working models
of the mind become impermeable due to continuaVatobn of distress. While these
segregations and disconnections could be effeativehildhood, in the long run, this
defence evolves into a damaging compulsive avoianghich is a cure that disrupts an

individual’s life and relationships.

As Bromberg (1994, p. 538) described, the rudinmgnpeoblem for a person with a
traumatic experience which causes a personalitydis becomes their own “self-cufé”
Splitting and projective identification can now bmderstood as the interpersonal
language of dissociated self-states. In projedtlentification, the person attempts to
disown a split-off or dissociated part of him/hdfrés putting it into another person in
order to be rid of or evict it. The dissociated ¢mois contained in an unwelcome and
split-off self-state that is better handled if éincbe pushed across into another person. In
this way, projective identification may be undecgt@s an “interpersonal manifestation
of intrapsychic dissociation.” Howell (2005, p. }8Projective identification includes
the other person’s reciprocation with affect whticé first person narrowly and indirectly

expected (Ryle, 1994).

24 The agreement of their inner world with their pitice defences.
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Another way to conceptualize dissociation is thfougpnsideration of the division
between procedural and declarative knowledge. Hworeé processes contain implicit
knowledge, which is not accessible to ordinary sedmnsciousness, and it is believed
that the procedural is dissociated from the detlaraSchore (2003) asserted that
dissociation involves an avoidant strategy, whishthie consequence of trauma and
maintains the memory of trauma in implicit procedunemory in the right brain, which

is not accessible to the conscious and verbal mind.

The specific victim and aggressor states of mingl hwve biological substrates that are
similar to animal states in conditions of predatioeiuding fight, flight, freeze and total
submission. Perry (2000) outlined that exposure ttauma changes the
neurodevelopmental processes by two forms of m@actyperarousal and hypo-arousal.
The hyperarousal state of mind corresponds to anadrstate which includes fight or
flight. The related symptoms involve vigilance, heioural irritability, and heightened
body movement. Hypo-arousal corresponds to wheraramal totally submits and
includes dissociative symptoms such as numbinggesia, fainting, derealisation and
depersonalization. The hypo-arousal state is atsdogous to learned helplessness or

immobilization that is adaptive to inescapable ahi@ pain.

Having discussed some of the historical theorigsabservations about dissociation, let

me turn to a more detailed account of the cognlieleavioural model of dissociation.

3.12.1. Cognitive behavioural account of dissociation

Beck (1996) asserted that a number of psychologicalblems were not adequately
addressed by the general schema model. Beck expdmsieschema model to a more

complex set of systems he named “modes”. He balithat a more complex organization
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of schemas is involved in some intense psycholbgezctions. These arrangements of
schemas produce a systematic vulnerability or il@acBeck has introduced two main
additions to the schematic processing theory. Hiesidefined the concept of “mode” as
a sub-organization of personality that incorporaesetwork of cognitive, affective,
motivational and behavioural systems. Each of thesgems has structures called
“schemas”. Thus schema modes consist of cognitafegctive, motivational and
behavioural schemas. Beck also includes the plogimdl system as an important
component of the schema mode. Each system of a imaslea particular individual
function; however, they operate in synchrony todtant a coordinated, goal-oriented
strategy. Each mode has evolved to deal with pdatiproblems and consists of a set of
schemas responsible for encoding different inforomatThese modes are known to
operate automatically, without conscious contratcB highlighted the importance of
“primal” modes, which are derivative of prehistosigrvival reactions and organizations
that evolved in ancient times. They are orientedatds crucial objectives such as
survival, security and safety. Beck believed thaiggerated forms of these primal modes
are manifested in psychiatric disorders, for exangefence from predators. Secondly,
the concept of charges or cathexes was also irdemtlin Beck’s new model, which
explained the transition from an almost quiesceatesto a strongly active state. A
specific mode is commonly silent or not apparenfist; however, as a result of
consecutive related experiences, this mode wilimeqaccumulating charges or energies

until it reaches to the level or threshold for céetg activation. (Salkovskis, 1996).

In Beck’s revised theory, there is a differenceMeetn simple schematic processing and
modal processing. When a primal mode gets actilvef #he systems involved, including

cognitive, affective, behavioural and physiologigahain energized for a period of time
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after the activating circumstance first arose. Samegor dysfunctional modes like
depression remain operative for a long time afterstimulating event has disappeared
(Salkovskis, 1996). In contrast, schematic processicludes brief interpretive reactions,

which do not necessarily end up in sustained neaiibn and action.

Diverse psychiatric disorders can be conceptualizéerms of primal modes. There are,
for instance, depressive, anxious, panic, suicmatjcular phobic modes, and obsessive-
compulsive modes corresponding to each of thecainproblems. The personality
disorders can also be understood in terms of madé&n individuals with avoidant,
histrionic, dependent or narcissistic personaligodiers experience distress, they may
switch into a hostile, anxious, depressive, or la@otmode. Personality disorders may
also be distinguished in terms of their prevalartiabitual modes that play a continuing
role in the individual's daily life. Therefore, adant, narcissistic and paranoid
personality disorders are characterized by chrenmidant, narcissistic and paranoid
modes. In personality disorders, the modes aremmmhin most of the situations and do
not require a strong stimulus to operate them (8akis, 1996). The concept of mode
provides a foundation for an integrated theory syghopathology and personality.
Modes are defined as operational and structuras whipersonality that act to adapt the
person to a changing environment. Each of the pdggital disorders could be described
in terms of a particular mode with idiosyncratiogodaive, affective, motivational and

behavioural patterns (Salkovskis, 1996).

From a functional point of view, the person savesarenergy by having quick access to
a sub-organization corresponding to relevant cogmitemotional and motivational
schema modes than to rely on single schemas ammitiong triggering affect and

motivations. In addition, availability of the cless of cognitions and memories facilitates
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parallel processing in a way that the person i ablrespond immediately to many

relevant environmental stimuli (Salkovskis, 1996).

A further addition to the theory is the “orientisghema” concept (Salkovskis, 1996, p.
20). An orienting schema is an organized set gfsste a template that sets the required
conditions for activating the mode. Therefore, Bngbke at a potentially threatening
person can initiate a concomitant appraisal of pe¥sonal relevance, dangers,
circumstances, coping procedures, and anticipatidhe result of a given strategy. At
the same time, the organism becomes ready to eseetjuired conditions for operating
the mode. When the mode is activated, the coomlihethemas come into play. As the
cognitive schemas assign meaning to the situattbe, corresponding affective,
motivational and behavioural schemas are enerdi@atkovskis, 1996). The cognitive
schemas contain beliefs, rules and memories that fbe flow of variables into the
cognitive products: “interpretations, predictioasd images” (Salkovskis, 1996, p. 21).
The preliminary cognitive process is generally ursmious; however, the products

proceed into consciousness.
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Figure 5: Activation of the mode addapted from Sasikis (1996, p. 7)

Naturally, there is information exchange betwedmestas throughout the system, both
within and across modes, so that switching betweedes is smooth and appropriate. An
important proposition of Beck’s model is that disistion can happen at different stages
of information processing. Kennedy et al. (2004)gasted that dissociation or inhibitory

decoupling of mental processes usually occurgeg¢tstages: 1- At the primary automatic

processing phase; 2- Within modes; and 3- Betweathesh

3.12.1.1 Stage 1, automatic dissociation:

This form of dissociation is seen when the decagptf information occurs at the level
of orienting schemas. At this level, very earlyomhation processing categorizes the

material as threatening and activates a mechaiianirthibits the process of associating
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the facts related to the event. During traumaticurnstances, this form of dissociation
occurs unconsciously at an early stage to prewdedate processing of the event into
the mind, which might lead to the abnormal storafjenemory in a fragmented rather
than incorporated form. This form of dissociaticgually continues after the traumatic
experience to prevent further anxiety and paithi;mway, the traumatic contents are not

elaborated into the meaningful autobiographical mess.

3.12.1.2  Stage 2, within mode dissociation:

This form of dissociation is the result of decongliof the links between affective,
cognitive, behavioural and physiological scheméasiwithe mode. Flat affect following
trauma might be related to the decoupling of ardiffe schema from the rest of the
schematic systems in a mode. Ritualistic behavjobehavioural re-enactment, and
superstitious behaviours might reflect the sepamatif the behavioural schemas from
other schemas. Conversion symptoms (e.g. loss raftin) can be explained as the

detachment of the physiological schemas.

3.12.1.3 Stage 3petween mode dissociation:

This form of dissociation happens when differentdes decouple partially or totally.

This type of dissociation is usually associatechwitore severe clinical presentations.
For instance, dissociative identity disorder inedvhigh between-mode dissociation,
whereas the state-changes of BPD may indicatéresssive between-mode dissociation.
Impulsive actions might be the consequence of stateeh from a mode in which

different schemas are integrated, into a mode iclwey are fragmented. Derealisation
and depersonalization, amnesia, fugue states,amkdof awareness of dissociated sub-

personalities might be linked to the individuakefings or subjective experience when
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the state switches occur. Different stages of thgodiation from primary and less severe

stages to the more severe stage are illustratin iRigure 6.

Automatic Processing

Mode 2

Mode 1 )

Cognitive Schemata  [«={  Affective Schemata
e

f

Behavioural Physiological

Motivational Schemata
Schemata —p
‘_
T
Mode 3

Figure 6: Personality Structure and sequentiakestd@), 2, and 3) of dissociation adapted from
Kennedy et al. (2004, p. 29) to show the potetdiawitch between modes.

Jeffery Young continued to apply the Beck’s schenmale concept in his treatment of
borderline patients. As dramatic shifts of state8PD patients were not sufficiently
explained by simple schema theory, Young and hikagues highlighted the role of
schema modes in understanding BPD. Another redsdred them to move away from
the schema model of BPD was the result of theirieogh schema assessment of BPD
patients; they found that patients with BPD havesimaf the 18 early maladaptive
schemas introduced by Young. This fact suggestadiie schema model was ineffective

to provide a comprehensive formulation guiding Hitient treatment. There was a need
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for a more workable unit of analysis. Young therefore applied¢hema mode concept
to the formulation and treatment of borderline personality desaadd grouped schema
modes into four broad categories; child modes, coping modes, pawdas and healthy

adult mode (Young et al., 2003).

Young argued that the schema mode introduced by schema thedipsrént from the
definition suggested by Beck. Beck emphasized the mode cotwepgtffer to the
evolutionary goals behind the activation of a set of schema& Blatest revision was
directly derived from the previous schema theory without much astnivith it. Young
defined his mode concept as a way to differentiate bettwaiéand state forms of schema
modes. Young argued that the combination of schemas and capitegists, which are
defined as schema modes in his theory, could be seen as (steaging patterns of
activation and deactivation) and also could be understoasitss (fong-term enduring
patterns). He argued that conceptualizing the state fornchefra modes proved useful
for understanding the state switches and dissociation in normabandnal personality
structures. Beck had not incorporated the role of coping statdgr perpetuating
schemas. Young defined three forms of coping style and intdgtia¢eschemas and

coping strategies into his schema mode concept (Young 20@8).

Young also postulated that the schema modes could be dissociate@édoh other

(Young et al., 2003). According to this schema therapy perspesthema modes can
be identified by the degree to which a particular schenvafrstate has become
separated, or dissociated from a person’s other modes. #&damive schema mode,
therefore, is a part of the self that is partially ghiy cut off from other aspects of the
self. Young et al. (2003) believed that a pathological scheatwerman be described in

terms of the point on a continuum of dissociation at which teeifsp mode lies. As
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highly dissociated modes are not integrated with other mdHesindividual might
experience them suddenly and severely; however, less disdogiaties might enable
an individual to experience different modes simultaneously and sroobtin have fewer
mode shifts. Extreme forms of mode shift are seen irodsted states of dissociated

identity disorder (Young et al., 2003).

Kennedy et al. (2004) suggested that in addition to the proposedidigso between
modes in Young's theory, the construct of a coping schema mbdgoidance, as
suggested by Young et al. (2003), is analogous to dissociationnitieegcience. In this
point of view, dissociation is understood as a coping strategyhelps the individual to
preserve a detached relating style, or a blank stateiraf that blocks thoughts and
images, and thus avoids any internal and external stimticdldd trigger the activation
of the schemas. This is linked to the assumption that iatdkeemotions are associated
with a pathological schema. The person makes robust, consciousconscious,
cognitive or behavioural efforts to refrain from intolerablaogons. For example,
avoiding meeting new people if she/he has a “defectivenasséShschema. These
processes have been shown to involve both forms of condition#asgical and operant
(Kennedy et al., 2004). This avoidance ultimately culminategperpetuating and

maintaining the contents and mechanisms of maladaptive schemas

In general, dissociation is assumed to operate over the wifolenation-processing
system, including at the level of overall personalitycure. The “failure to integrate
what is normally integrated” includes the reduction of assodstbetween modes of
functioning. This fragmented structure might be functional in ¢aely years of
development; however, they usually become problematic in adulthoedoyFproduct

of such between-mode dissociation is the switching or-starging, lack of sense of
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self, and mood instability in BPD, along with intense emm@tioesponses to subordinate
interpersonal problems. The operation of a mode of functioning adoptdidhood

appears unmodulated by other modes present in the person (KennledsO&t4g.

3.13. Integrative Summary

Based on the review of both traditional and recent thedrashiave been proposed to
explain BPD, the following notions stand out. While the psycho#ingherspectives
highlight the influence of defences, including, splitting preyectdentification and
hostile object relations in BPD psychopathology, more recent hpayalytic
perspectives do not use drive/defence terminology and highlighintheence of
reciprocal role patterns and the lack of mentalization lifipas in BPD patients.
Meanwhile, both old and new psychoanalytic approaches emphasizagimentation of
thought and behaviour in of those with BPD, which result frondigsociation of mental
states. New endeavours to define BPD, based on the obsertitdria,calso highlight
the inconsistency or instability of personality functions irDBftients. Neuroscientific
approaches to BPD reveal two important often co-occurrings todi BPD patients -
impulsivity and affect instability- with their biological cetates. A review of the history
of the theoretical thinking regarding dissociation, showed tluet of the pioneers of
psychodynamic thinking including Janet and Freud suggested somedbstmactural
dissociation for the personality. More recent cognitive-behaai accounts of
dissociation also posited a structural theory of dissociatSchema therapy has
incorporated the concept of dissociation in relation to the contgphema mode. In the
light of this theory, a deeper understanding of the intense ghithe behavioural pattern

of BPD patients is achieved.
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Chapter 4. Methodology

The overall aim of this research project is to study tbenprent schema modes and their
relationship with dissociation in borderline patients. The pdjouldeing studied in this
research is adolescents and young adults. Mental health proédsoften believe that
the DSM-IV diagnostic system does not enable them to diad?Pidsen people younger
than 18 years. This is not a correct assumption. As mentior@aapter 1, DSM-1V and
DSM-5 allow for the diagnosis of PDs in adolescents when thrpteoms have been
present for at least one year (American Psychiatric @dagon, 1994, 2013). However,
the essential focus of this study is on psychological const(uetsthe borderline
personality structure) rather than psychiatric diagnosis. Theztlg of this study is to
study the borderline structure in those showing higher criteriB®PD, without positing
claim to the exclusivity or specificity of the resudi§ this study to those with BPD
diagnosis. Thus, | did not specifically or exclusively consaidy the accepted criteria
applied to the diagnosis of BPD. Hence, | considered peoplehat® sought mental
health services and present with more than four BPD eit€hie fact of the stability of
PD in the transition from adolescence to adulthood which was destus the first
chapter raises the question regarding when it is feasible ¢otdmid treat a PD. The
findings suggest that the clinicians should not wait until aisP8table, by which time
people’s lives might be irreversibly damaged (Chanen e2@04). Understanding the
cognitive emotive constructs of the BPD phenomenon in adoiessagould help
clinicians to develop preventative and effective interventionBPD patients when they
are younger. In order to study the cognitive emotive construcker(sa modes) of

borderline patients in comparison with those of non-patiantsio study the relationship
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between these constructs and dissociation, a research megistabisshed which will be
discussed in this chapter. Therefore in this chapter,thiesguestions of the study are
described, then the methodology, procedures, measuremeted telthe data collection

and, statistical analyses are discussed.

4.1. Questions of the Study

1. Which schema modes better characterize adolescent-youth lib@der
patients in comparison to non-patient subjects?

2. Are there significant associations between schema modekssodiation
in adolescent-youth BPD patients?

3. Which schema modes significantly predict the dissociatiaresin
adolescent-youth BPD group?

4. Which Axis | and Axis Il disorders are associated with BPD?

4.2. Hypotheses of the Study

1. Adolescent-youth BPD patients will score lower than the naiequiagroup on the
healthy modes and the higher on the vulnerable child, angry, thddenraged
child, the impulsive child, punitive parent, the demandingem@ardetached
protector, detached self-soother, and the compliant surrecttema modes.

2. The level of dissociation will be significantly highertire adolescent-youth BPD
group than the non-patient group and the presence of maladapi@rassmodes
will be associated with higher dissociation in borderlinegpasi

3. The child schema modes will significantly predict the dissom scores.
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4.3. Procedures and Measures

In order to examine the questions of this study, a quanétatioss-sectional research
design was developed. An adolescent borderline patient group andpatreat group

were recruited to explore the question.

4.3.1. Patient group

The patient group consisted of 42 adolescents, aged 14-24 yham)etat least 4 BPD
criteria of 9 DSM-5 criteria for borderline personality aiiders (section 11). Four
diagnostic criteria have been found to provide similar sgitgj specificity, predictive
value and diagnostic efficiency to five criteria in distirging BPD patients (Lawrence
et al.,, 2011; Nurnberg, Hurt, Feldman, & Suh, 1988). Before admatiast of the
diagnostic interview, the diagnosis of BPD trait/disordas discussed in clinical review
sessions with the treating adolescent psychiatrist. Thenta who were considered
highly probable to receive the BPD diagnosis were invitgghtticipate in the study. A
psychiatrist, a social worker, and three psychologists wereethdar members of the

clinical review sessions.

4.3.1.1Eligibility criteria

Participants were required to write and speak English. Any pedpgarticipants with a
DSM-5 diagnosis of Intellectual Disability (ID) were excldd&om the study. The
diagnosis of ID was determined from the patient’'s medicalros. There were no other

exclusion criteria.

4.3.2. Ethics Approval

Ethics approval was obtained from:

- Monash Health Human Research Ethics Committee
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The Monash Health HREC reviewed the application at itdinge@eld on 20 February
2014. The HREC was satisfied that the responses to theaspondence queries of 26
February 2014 had been sufficiently addressed. The HREC apprbeedbbve
application on 25 March 2014, on the basis of the information provided aptbiication

form, protocol and supporting documentation.

The reviewing HREC is accredited by the Consultative CodociHuman Research

Ethics under the single ethical review system.

4.3.3. Non- Patient Group

42 adolescent participants aged 14-24 were recruited as the tremt-geoup. The non-
patient group was recruited via flyers posted or handed owtiatdtations, shopping
centres, libraries, sporting facilities across Melbourne@elkas social internet websites.
Age, gender, birth place, religion, marital status, employratatus and education were
monitored in an effort to achieve reasonable matches oongtaphic variables between

two groups.

4.3.4. Sites of Recruitment of the Patients

Although all parts of Monash Health, these sites werd:use

1- Child & Adolescent Mental Health Service in Dandenong itabolration with the
Intensive Mobile Outreach Support (IMOS) team, Monash Health.
2- Youth Mental Health Unit of Dandenong Hospital, Monash Health.

3- Child Psychiatry Unit of Monash Medical Centre at Claytooniilsh Health.

155



4.4. Recruitment

Adolescents aged 14 to 24 with a possible diagnosis of bordednsenality disorder
were recruited from the three sites mentioned. Eligibleeptst were introduced to the
researcher by the team of therapists. These teams neadedision about who would be
potential participants in the study at their weekly clintealiew sessions (in the IMOS
clinic) and daily handover sessions (in the two hospital ufite).potential participants
were informed about the project by their treating team amdttiey were introduced to
the main investigator by their treating clinicians. Those wkee willing to participate
in the study met the main investigator at the Child & Adolesktarttal Health Service
in Dandenong or Monash Medical Centre; the main investigator gavparticipants
information regarding the project and also a copy of the consent Far participants
under age 18 years, it was a requirement that the Pantidip@rmation and Consent
Form (PICF) was signed by both the patient and a parent or guarb@&parent consent
forms were signed in a session provided by the patientshtasager and the investigator.
The patients who were willing to come alone to the ses#sva asked to bring the signed
parent consent form, which had been sent to them befose#iseon. The same process
was done for non-patient participants as well. In this Wwath parents and participants
were informed regarding the project and the adolescentsoffered the opportunity to

participate.

The key elements of the consent form included: an explanatithe sEsearch status of
the study; the prospect of psychological risk and the provisarig the lack of benefit
of participation; the confidentiality of responses to study questi@mahe voluntary
nature of the study; the lack of consequence to medicabtére decision to consent or
refuse to participate; and the freedom to withdraw fronsthdy or to refuse to answer
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specific questions at any time. The investigator read thrduglinformation with the
participant and answered any questions the participant had regatd purpose,
methods, demands, risks, inconveniences, discomforts, and passibtenes of the
research. Participants were provided with a copy of the jpamitinformation form and

a signed copy of the consent form to keep for their records.

All participants were given a Coles Gift Card of $ 40aasincentive to complete the

guestionnaires and participate in the study.

4.5. Safety and Adverse events

There were no physical risks or side effects involved in tagargin this observational
research. However, there was the potential for emotislahssociated with this research.
Participants might feel distressed or upset by certainiqnssh the questionnaires, and
therefore the investigator monitored participants’ psychologiisaiess throughout their

participation.

An adverse experience was defined as any unintended or abnamitall dbservation
that is not of benefit to the participant. The psychologicalltheand welfare of
participants were monitored by the investigator. Based ompribiecol for the study,
instances of distress or responses to questions that inslideitkal ideation were reported
to the participant’s usual care team and site Principaktigagor, Dr Michael Gordon -
adolescent psychiatrist and Unit Head for the Child and Adetesstream of Early in
Life Mental Health Service (ELMHS) - for follow-up andfegral as appropriate. Any
adverse events would also be reported to the Human Resednics Ebmmittee,
including anything that might warrant the review of the res¢easach as serious or

unexpected adverse effects involving participants, complaintgher unforeseen events
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that might affect continued ethical acceptability of the ptojdo adverse events were

reported by the participants of this study.

4.6. Refusal

As the participants voluntarily accepted participatiomendtudy before the session, there
were just two refusals in the patient group. These partidgpafdrmed the investigator
that they were not interested in continuing the interview apg there respectfully
thanked for informing the investigator of that. The reasovengby the two withdrawals
during the interview were: 1) The participant got tired, 2) Pheticipant could not

concentrate.

4.7. The procedure

After filling the required consent forms, the participantye asked to be interviewed
for 15 minutes and then to complete the questionnaires. The awsrwere audio taped
in order to store the important information for diagnosis. It gelyetook 60 to 70
minutes for both the interview and the questionnaires to get tfoagatient became
tired in the course of completing the questionnaires, they alkrwed to have a break
for coffee or tea or could complete the rest of the questi®ia another session during
the same week. For the non-patient group, the whole processyusudl about 60
minutes, as most of the participants answered “no” to the ityagrquestions on the

BPD screening questionnaire, leading to fewer follow-up questiang beked.

4.8. Data management

A great level of care was taken to maintain and proteetconfidentiality of each

participant’s information. The information collected wasidlntified. Each participant
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was given a unique numeric identifier, and a list matchingogaant names and code

numbers was maintained separately on a password protected enmput

Hardcopies of signed consent forms were stored in a locked fitibmet, separate to
hardcopies of research data. The research data wetedabely with the individual's

unique identifier and all other identifying details were reatbv

In any publication or presentation, information was provided irh sucway that
participants could not be identified. Results will be publishguesented at a group level
and any information obtained in connection with this research prbjaccan identify

participants will remain confidential.

4.9. Sample Size

4.9.1. Power Calculations for Differences between Two
Independent Means
Based on the Appendix Power (Howell, 2002) for power 0.8@.an@d.01,6%> must equal

3.40. Thus, having let us solve for n:
— 5%\2
n=2 (d)

Equation 1 (Howell, 2002)

In this equation, “n” is the sample size, “d” is the effeie: (d%), a is the

significance level and is the function of sample sizé.:dﬁ :

25 Howell (2002, p. 229ecided to split the sample size from the effexd $b make it easier to deal with
n separately. He needed a method of combiningffeetesize with the sample size. He used the s$iatis
(delta) = d [f(n)] to represent this combinatiorhexe the particular function of n will be defineffetently
for each individual test.
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Based on a study done by Lobbestael et al. (2010), the Cohen’s xisefl patients
versus non-patients for all 14 Schema Mode Subscales were Onfor Self-
Aggrandizer to -2.5 for Happy Child. We measured the ideaipte size for each
subscale using the above equation. For example, for the Vulnerhitde Mbde, the

Cohen’s d for Axis-Il patients versus non-patients is 2.27 lama fis calculated:
N=2 (%)Zz 4.48

Because the effect size of the Vulnerable Child Scaldamgs, a small sample was going
to be satisfactory; | decided to consider the sample sizgedd®r the hypothesized
highlighted Schema modes in borderline patients based on pditsstThe maximum
sample size was calculated for Demanding Parent Mode whstBl. So in this study
we decided to have more than 31 participants to allow égr duts close to 25%, a sample

of 40 was considered adequate.

4.10. Measures

4.10.1. Borderline Personality Disorder Diagnosis

In order to ensure that participants have traits of BPD ngeelie required clinical
threshold, the Structured Clinical Interview DSM-IV Axis{personality disorders
(SCID-I1) (Michael B First, 1997b) was used to assess thepcesof DSM-IV Axis-II
diagnosis or traits. SCID-II is a semi-structured diagnasterview for evaluating the
ten DSM-IV personality disorders (American Psychiatric Agsiton, 1994). The SCID
is considered to be a gold standard interview-based instrufoerdssessing PDs

(Lobbestael, Leurgans, & Arntz, 2011).

The SCID-1l could be applied to provide a PD diagnosis eithezgoatally or

dimensionally. In this study, the categorical approach wasinsedier to identify the
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patients who have BPD traits or diagnosis. Only the BPDoseatas used in the current
study. The interview was done following the screening questiennpansisting of 15
guestions. This is in order to ensure that participants hiéd af BPD meeting clinical
threshold as diagnosed by their psychiatrist. The interviews auetio taped in order to
avoid data loss. Participants were included in the pagienp if they had sub-syndromal
BPD (4 out of 9 DSM-IV BPD criteria) or full syndrome BE®or more out of 9 DSM-
IV BPD criteria). The inter-rater reliability of SCID-has been reported as moderate to
excellent (Lobbestael et al., 2011; Maffei et al., 1997). MaM¥est, Williams, and
Sutker (1989) reported the test-retest reliability of thebB8Csection for BPD as a kappa
of .87. Applying different forms of joint-reliability desigenneberg, Chambless,
Dowdall, Fauerbach, and Gracely (1992) and Arntz et al. (19¢®ytezl an average
kappa of .80 and .75. O'Boyle and Self (1990) assessed the congahdity of SCID-

[l interview in terms of the diagnostic agreement betw®€ID-1l and another instrument.
The Kappa coefficient reported in their study was 0.62 for BRih is consistent with
an acceptable level of diagnostic agreement. Skodol, Rosfétknan, Oldham, and
Hyler (1988) showed that the SCID interview distinguished fipdDs better than other
interviews. Jacobsberg, Perry, and Frances (1995) found tHaldbenegative rate was
low for every PD diagnosis and confirmed that the SCIDpfraach of following up on

positive answers was a valid method.

In addition to the administration of SCID-II assessmentenmfiormation on symptoms
experienced by the patients was sought from collateral sourdedingcclinical review
and handover sessions for each patient, medical records, atinsultith the patient’s
therapist, psychologist, case worker and a self-report queatierior assessment of PD

symptoms (DIP-Q). These information increased the valddithe diagnosis.

161



4.10.1.1  The procedure for administrating the SCID-II iniew

After administration of SCID-Il BPD questionnaire, each tjoaswith “yes” answers
was followed up in the interview. Ratings of “1”, “2” or™are assigned to the answer
given to the questions about each specific criterion (Hig&7). A rating of “3” is chosen
when the patient has provided a credible explanation, or ifihel&ious evidence from
observable behaviour during the interview, or from other sourcegioned above
including the history of the patients provided in the medical reaards the reports or
assessments of his/her therapist in the clinical regesgion. There were also specific
guidelines for making a “3” for each criterion in the usenigdglines for the clinical
interview. Also, the general DSM diagnostic criteria fargonality disorders were
considered when giving a specific criterion a rating 3t “These general PD criteria
include the three “P”s; a score of “3” requires that the etglwor given in the item be
pathological(i.e., beyond the range of normal disturbangeessistenti.e., often present
during the last 5 years with early onset), ppdvasive(i.e., the characteristic is apparent
in different contexts, such as at work and home environment#) sgveral various
relationships) (First, 1997). When there was clinical evidetesuspect that a
guestionnaire item answered “no” is true, they were includéueifollow-up interview.

The criteria rated “3” were considered as the diagnoststia for the patient.

4.10.2. DSM-IV Axis-l disorders (Psychiatric Diagnostic
Screening Questionnaire- PDSQ)

The latest version of the PDSQ includes 126 questions measurisgniptoms of 13
disorders defined in DSM-IV in five psychopathological areasting disorders
(bulimia/binge-eating disorder); mood disorders, major deprestis@der (MDD);
anxiety disorders (panic disorder, agoraphobia, post-traumatss stigorder (PTSD),

obsessive-compulsive disorder (OCD), generalized anxiety dis@®#dd) and social
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phobia); substance use disorders (alcohol abuse/dependence, drug pbodefum);
and somatoform disorders (somatization disorder, hypochondriasiditionally, this
guestionnaire contains a six-item psychosis screen. This questowaa developed in
order to screen for the most prevalent axis-I disorderdhén4th edition of DSM
(Zimmerman & Mattia, 2001). The disorders covered in thistgqpresaire were chosen
because they are the most common disorders reported in outtpaiikinpatient clinical
settings (Zimmerman & Chelminski, 2006). In a sample of 994oatiénts, all the 13
subscales of PDSQ showed good to excellent degrees ahahteonsistency®
(Zimmerman & Mattia, 2001 b). Cronbach’s alpha was more tt&ghfor 11 out of 13
PDSQ sub-scales and the mean score for the alpha coeffisiastaround 0.86. Test-
retest reliability was studied on a sample of 185 who filedPDSQ for the second time
after one week. The mean of the test-retest correlatiass 0.83. (Zimmerman &
Chelminski, 2006). The levels of convergent, concurrent and disairhvalidity scored
from good to excellent levels in regards to each subscaled®DSQ when compared
with the SCID and other psychiatric measures (Zimmerman &ti%) 2001 a). The
findings of two studies assessing 900 patients confirmed teaPBSQ items are
comprehensible. The outputs of two other projects consisting seEngple of 1700
psychiatric outpatients showed the feasibility of performirggquestionnaire in clinical
practice and the reliability and validity of the questionnaim(nerman & Mattia, 2001

a).

The PDSQ subscale scores are the sum of the number of synthtdrtise patient has

reported for each of the 13 psychiatric disorders assessbe ®#DSQ. A set of cut-off

26 The degree to which the items comprising the saedeall assessing the same underlying construct or
attribute (Pallant, 2013).
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scores has been established for PDSQ clinical screenimgf was used in this study in

order to determine the specific screened subscales fopateht.

4.10.3. Co-morbid Personality Disorders (DIP-Q)

The DSM-1V and ICD-10 Personality Questionnaire known as DIR#@$§son, Rodlund,
Ekselius, & von Knorring, 1995) is a 140-item self-report meagererated to assess
all ten DSM-IV and all eight ICD-10 personality disorderenis were developed to
correspond as much as possible to the diagnostic criteriaSM-IV and ICD-10;
however, the questions and the choice of words were madecdesglicated and
shortened to improve understandability. Each item consistadgtatement representing
a major aspect of the related PD criterion. The istatds were answered in a true/false
manner (Ottosson et al., 1998). A five-item impairmentesaat self-report version of
Global Assessment of Functioning (GAF) were also included in thstignnaire, which
reflects the general criteria of mental distress andtifwmal impairment (Thimm, 2010).
GAF consists of 0-100 point scale. For each PD to be diagnased-off score and, at
least two or more criteria out of 5 on the impairmentesoa GAF<70 should be met
(Ottosson et al., 1998). A validation study was done in a sarhp&8gatients to assess
the agreement between DIP-Q diagnoses and interview-based éisgisasg Cohen’s
Kappa. The agreement for any PD measured by Cohen’s KappaB&RaSeénsitivity for
any DSM-IV PD was 0.84 and specificity was 0.77 (Ottosstaal., 1998). Cronbachis
for the DIP-Q DSM-IV Personality Disorder Scales showetkdiana of 0.63, ranging
from 0.44 (obsessive-compulsive) to 0.85 (avoidant) (Thimm, 2@4drinistration of
this questionnaire takes approximately 20 minutes (Ottosson £998). Out of the 140
self-report items in the questionnaire, 135 items are tetatéhe diagnostic criteria of

the DSM-IV and ICD-10 personality disorders. Five items dctutset the
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impairment/distress scale (ID scale), that is basedhenscale introduced in the
Personality Diagnostic Questionnaire (Hyler et al., 1988}hitstudy both categorical
and dimensional diagnoses were considered, as mentioned almategérical diagnosis
needed firstly that the number of criteria for the pattir personality disorder reached
the cut-off score specified by the DSM-1V and ICD-10 manuwaid, secondly a score of
two or more on the ID-scale. Dimensional scores were a&sbasthe number of positive
criteria for each personality disorder diagnosis, without coresid@ of the general

impairment scale (Ottosson et al., 1998, p.248).

4.10.4. Schema Mode Inventory (SMI)

This short version of the SMI was constructed out of the tiginal version of SMI
(Young et al.,, 2007). The factor structure of the 270 item 8f6l$ determined by
applying Confirmatory Factor Analyses and Structural Equation MogeFinally, the
short version of the SMI ended up with 14 subscales or schemasicontaining 118
items which are scored on a six-point Likert scale rangmg f'never or almost never"
to "always". A total score is computed by dividing the scata score by the number of
items in that scale. The higher subscale scores indizat@dre prevalent presentations

or the intensity of the modes.

The short version comprises four domains (Child, Maladaptiverng8piMaladaptive
Parent, and Healthy Adult). The internal consistencieRettbscales of the short SMI

were good (ranging from Cronbachis= 0.79 too. = 0.96, mean = 0.87). The mean of

2" Three maladaptive coping modes of 1) surrendeinthe schemas (compliant surrender mode); 2)
avoiding the schemas (detached protector mode atdclied self-soother mode); and, 3) over
compensating to disprove the schemas (self-aggandiode and bully/attack mode). All of these cgpin
modes ultimately perpetuate schemas (Young e2@03).
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item loadings was 0.68. Test-retest reliability over weék period was assessed in a
sample of fifty non-patients and the results indicatedaefft reliabilities for all schema
modes, varying from 0.65 to 0.92, p<0.001, with a mean &%.0r'he SMI has good
discriminate validity and moderate convergent validity. Tihdings affirmed that the
dysfunctional modes escalate considerably from non-clinical pomsgato Axis-I
samples to Axis-Il samples. The pattern was the samenlibeiopposite direction for
healthy modes. The number of items per mode ranges from 4 vathGn average of
8.4 items. The variance of specific modes was explaineddmynbination of both Axis |
and Il disorders, whereas other modes were mostly predicted byl fgigchopathology.

Administering the SMI takes approximately 20 minutes. (Lobbestaadl, 2010).

4.10.5. Dissociation (Wessex Dissociation Scale -WDS)

The Wessex Dissociation Scale (WDS) (Kennedy et al., 2i804)40-item self-report
guestionnaire, which provides a measure of dissociation baséshoedy et al.’s (2004)
cognitive model of dissociation. Based on an informationgssiag approach, the WDS
assesses dissociative symptoms assumed to result frdmnetidedown of the flow and
exchange of information between the cognitive structures toatpromise the
personality. In this manner, this questionnaire measures martjosé symptoms
believed to be representations of structural dissociatiemsl are scored on a 6 point
scale from 0 (never) to 5 (all of the time) (Johnstonl.e2809). The WDS has shown
adequate internal consistency, good convergent validity withhananeasure of
dissociation for both patient and non-patient groups. WDS alsmbddrate concurrent
validity to other scales of psychological disorders. Measuafedissociation showed
higher association with more severe psychopathology; howevét/bfgwas associated

with a broader range of the less severe symptoms (Kenneldy28t(at). An attempt was
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made to establish three clusters of WDS items related tintbe stages of dissociation
of information processing, based on the cognitive theory ebdiation (Kennedy et al.,
2004). However, factor analytic techniques failed to confirntirgis clusters of
symptoms. As a result, only the WDS'’s overall score forogdission was used in this
study, which is the item mean for the whole scale. Genelitlis believed that WDS

provides a sensitive measure of dissociation (Kennedy €0aH,).

4.11. Statistical Analyses

A group of parametric and non-parametric statistical analysaes used to test the
hypotheses of this project. In this study, the type of data imtasval-scaled. For
assessment of the normality of the distribution of eachblarithe Kolmogorov-Smirnov
test or z-test for skewness and kurtosis were used. Anotheyagppior checking the

normality assumption was using the histogram charts for eaizbhlea

“Normal” is applied to depict a “symmetrical, bell-shdprirve” which has the highest
frequency of the scores in the middle with lower freques¢owards the extremes
(Pallant, 2013, p. 61). When the distribution of scores wasaiptine parametric versions

of the tests were used (Pallant, 2013).

4.11.1. First Hypothesis

The first hypothesis was in relation to comparing the BRidg with the non-patient
group in terms of schema modes. Due to the fact that thébdi®on of some of the
schema modes in the non-patient group was not normal, the nongbacssubstitute of
T-test - Mann-Whitney U test - was applied (Pallant, 20k8fontrast to the T-test
which compares means of two groups, Mann-Whitney U test compaeglians. It

changes the scores on the continuous variable to ranks in two groups actudle
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distribution of scores does not matter (Pallant, 2013). For aongpthe patient group
and non-patient group in terms of demographic characteristbsding age, gender,
place of birth, religion, marital status, employment, and ddutceeither T-test or Chi-

square test were applied.

4.11.2. Second Hypothesis

The second hypothesis involved examination of the strength oéldt@nship between
schema modes and dissociation. As both dissociation and soieaea were represented
by continuous variables, again parametric tests for assessfitbe correlation between
two variables were used. These methods include correlationmaittgble regression.
Correlation coefficients provide an outline of the directimal the strength of the linear
relationship between two variables. Multiple regressionaisnore advanced and
sophisticated extension of correlation and is applicable whee th a need to explore
the predictive function of a set of independent variables on onénaous dependent
variable (Pallant, 2013). Preliminary analyses were perfdrimensure no violation of
the assumptions of normality, linearity, and homoscedastiSgatterplot of the
correlation between detached protector mode and dissociatioows §is an example of
the relationship between schema modes and dissociatiomort Eeference source not
found. This plot shows a positive and roughly linear relationship betweeariables
and the even shape of the cluster from one end to the otheataglino violation of
homoscedasticity (Pallant, 2013). Considering the 14 correlatiorms)feBoni
adjustments were applied to control for type | error. A comseey value of 0.05/14 =
0.003 was required for significance to be meanindgfiubrder to assess the normality of
the distribution of scores for dissociation, schema modes aedag8PD criteria in BPD

population, the “Explore” option of the “Descriptive Statisticenu was applied.

168



Table 9: Tests of normality of some variables ezlgb BPD group

Kolmogoroy-Smirno\

Statistic df Sig.
Vulnerable Child Mode 119 42 .149
Angry Child Mode .08¢4 42 .20C
Enraged Child Mode .093 42 .200
Impulsive Child Mode 111 42 .200
Undisciplined Child Mode .095 42 .200
Happy Child Mode .104 42 .200
Compliant Surrender Mode .094 42 .200
Detached Protector Mode .102 42 .200
Detached Self-Soother Mode 117 42 .164
Self-Aggrandiser Mode .120 42 137
Bully and Attack Mode .139 42 .039
Punitive Parent Mode .103 42 .200
Demanding Parent Mo .10z 42 .20C
Healthy Adult Mode 124 42 .108
Dissociation 114 42 194

*_ This is a lower bound of the true significance.

The Kolmogorov-Smirnov statistics assessed the normalitthefdistribution of all

variables. A non-significant result indicates normality (Siglue of more than .05)
(Pallant, 2013). As it is shown Thable 9 except one variable highlighted (the Bully and

Attack Mode), the distribution pattern of other variablesrarmal.
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Figure 7: The scatter plot of correlation betweetadhed protector mode and dissociation
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4.11.3. Third Hypothesis
The third hypothesis was tested by applying a step-wise regremsalysis. , in which
modes that were found to be significantly statistically datee with dissociation were

further tested in step-wise regression to discover which soeke predicted dissociation.

4.11.4. Forth Study Question

In order to answer the forth question of this project and expleresthtionship between
BPD criteria diagnosed by SCID-II interview (ordinal vatgband Axis-l1 and Axis-II
disorders measured by questionnaires (continuous variables) , noaparaorrelations

- Spearman Rank Order Correlation (rho) - were applied.

The results of the statistical analyses will be dbscrin the next chapter.
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Chapter 5. Results
5.1. Examination of the First hypothesis

As mentioned in chapter four, in order to examine the fiypbothesis and compare the
patient group and non-patient group in terms of the schema muslethd demographic
information of both groups are provided, and two groups are compareans of age,

gender, place of birth, marital status, religion, educadimhemployment status.

5.1.1. Demographic Information

An overall cohort of 84 subjects participated in this study.sEmple was comprised of
42 patients and 42 participants recruited from the normatwenwnity as a control
sample which hereafter | will call thron-patient group. The age range of adolescent-
youth participants of this study was from 14 to 24 years. Thenmage of the patient
group was 17.2 (SD:2.5) years and the mean age of the nentpgtoup was 17.6
(SD:3.1) years. The number of females in the patient grouB8&30%) in comparison
to 34 (81%) in the non-patient group. The number of people whoheenan Australia
was 39 (93%) in the patient group and 32 (76%) in the non-patient dgsemf religion
was found in 52 (n=22) percent of the participants in the non-pgtiemp and 43 (n=18)
percent of participants in the patient group. Single statusouasl in 95 (n=40) percent
of the patient group and 92 (n=38) percent of the non-patient groupsAlf (n=29)

percent of the patients and 50 (n=20) percent of the non-patiergsunemployed.

Most of the participants were high school students. Around 90mgestthe patients and

70 percent of the non-patients were continuing their secondargtexuc

The range of BPD criteria met by patients was from@ o the patient group, there

was just one participant who had 4 BPD criteria. So, 41 (al@®percent) patients had
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5 or more BPD criteria and met the DSM threshold for diagrd€8$D. The mean of
BPD criteria met in the patient group is 7.55. Demograptiarination of the sample is

presented in Table 10 and Table 11.

Table 10: Demographic Information on Age, Gendettidhality and Religion to assess the
adequacy of matching patients with non-patients

Patient group  Non-patientgroup  Testing the P value
n=42 n=42 significance of
difference
Age Mean: 17.1 Mean: 17.6 T-test P=0.5
(SD: 2.5) (Sb: 3.1)
Gender Females: n=38 (90%) Females: n=34 (81%) Chi-square P=0.13
Males: n=4 (10%) Males: n=8 (19%)
Born in Australia Born in Australia Born in Australia n=32 Chi-square p =0.07
versus born in n=39 (93%) (76%)
other countries
Religion Non-religious: n=24 Non-religious: n=20 Chi-square p=0.5
(57%) (47%)

172



Table 11: Demographic Information comparing Mar8tdtus, Employment and Education for

patients versus non-patients

Patient group Non-patient group Testing the P value
n=42 n=42 significance of
difference
Marital Single: n=40 (95%) Single: n=38 (92%) Chi-square p=03
status
Employment Unemployed: n=29 (69%) Unemployed: n=20 (47.6%) Chi-square p=0.7
Employed: n=13 (31%) Employed: n=22 (52.4%)
Education Secondary Education: Secondary Education: Chi-square p =0.06
n=37 (88%) n=29 (69%)
Tertiary Education: Tertiary Education:
n=5 (12%) n=13 (31%)
5.1.2. Age

An independent samples t-test was done to compare the pateoits and non-patients.

There was no significant difference in age for patients=(M.19, SD = 2.46) and non-

patients (M =17.60, SD = 3.15; t (84) = -.65, P = .51, twledi The magnitude of

difference in the means (mean difference = -.4, 95%108:to .82) was very small (eta

squared = 0.005). The results of t-tests are presented I TZdndependent samples t-

test to compare age in two groups Table 12. Frequency taldge ah patient and non-

patient groups are presented in Appendix 8.6.2. .

Table 12: Independent samples t-test to compareag® groups

Patients Non-patients

95% Confidence
Interval of the

Sig. (2- Mean Std. Error Difference
M SD M SD t tailed) Difference  Difference  Lower  Upper
Age 1719 246 1760 3.15 -65 .51 -.40 .61 -1.63 .82
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5.1.3. Gender

A Chi-square test for independence (with Yates Continuity Ctoore indicated that the
proportion of males in th@on-patient group and the patient group does not differ
significantly:y? (1, n=84) = .87, p = .35, phi = .1Bhe effect size score (phi score) shows

a small association between the two variables. The sestiithe Chi-Square test for

gender is presented in Table 13.

Table 13: Chi-Square test for comparing genderqgntams in two groups

Patients Non-patients
Chl-Sguea:]rget:estfor Female Male Female Male XX P Phi®
n=38 (90.5%) n=4 (9.5%) n=34(81%) n=8 (19%) .87 .35 .13
5.1.4. Place of Birth

Table 14: Frequency table of place of birth of @@t and non-patients

Country Patients Non-patients
Australie n=39 (92.9% n=32 (76.2%
India n=1 (2.4%) n=0 (0.0%)
Iran n=0 (0.0%) n=2 (4.8%)
Italy n=0 (0.0% n=1 (2.4%
Japal n=0 (0.0% n=1 (2.4%
Malaysia n=0 (0.0%) n=1 (2.4%)
Sri Lanka n=0 (0.0%) n=1 (2.4%)
Taiwan n=0 (0.0%) n=1 (2.4%)
Thailanc n=0 (0.0% n=1 (2.4%
Vietnam n=0 (0.0%) n=1 (2.4%)
Hong Kong n=1 (2.4%) n=0 (0.0%)
Oman n=1 (2.4%) n=0 (0.0%)
Total n=42(100% n=42(100%

A Chi-square test for independence (with Yates Continuity Coorg indicated that the

proportion of participants born in Australia does not differ sigaifity between the two

28 phi: Effect size of Chi-Square test
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groups:y? (1, n=84) =3.27, p = .07, phi = .2Bhe effect size score (phi score) shows a
small association between the two variables. The infeomatn the birth place of the
sample is presented in Table 14. The results of the Chi-Stpsror place of birth is

presented in Table 15.

Table 15: Chi-Square test of Australian versus Aastralian participants

_ Patients Non-patients
Chi-Sduare Born in Born in other
place of Bornin other Bornin countries X2 p Phi
birth Australia  countries  Australia
n=39 (93%) n=3 (7%) n=32 (76%) n=10 (24%) 327 .07 23

5.1.5. Religion

Table 16: Frequency table of religion in patierd aon-patient groups

Religion Patients Non-patients
No religior n=24 (57.1% n=20 (47.6%
Christianity n=14 (33.3%) n=13 (31%)
Hinduism n=0 (0.0%) n=2 (4.8%)
Buddhism n=0 (0.0%) n=3 (7.1%)
Islam n=0 (0.0%) n=3 (7.1%)
Other n=4 (9.5%) n=1 (2.4%)
Total n=42 (100%) n=42 (100%)

As it is shown in the table, 57 percent of the patient growgpaaound 48 percent of the

non-patient group indicated that they follow no religion.

A Chi-square test for independence (with Yates Continuity Cmorécindicated that
there is no significant difference in the proportion of pgrtints adhering to a religion in
the patient and non-patient group$(2, n= 84) =.43, p = .51, phi = .0%he effect size
score (phi score) shows a small association between theatvadles. The information
on the religious adherence of the sample is presentedla T&. The results of the Chi-

Square tests for religion is presented in Table 17.
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Table 17: Chi-Square test for comparison of religiversus non-religious participants in two groups

Patients Non-patients
Chi-
Square .. .. .. .
estfor  Religious Non- Religious ~ Non-religious 2 p  pp;
religion religious
n=18 (43%)  n=24 (57%) n=22 (52%) n=20 (48%) 43 51 .09

5.1.6. Marital Status

Table 18: Frequency table of marital status ofguesi and non-patients

Marital Status Patients Non-patients
Single n=40 (95.2% n=38 (90.5%
Married n=0 (0.0%) n=1 (2.4%)

De facto n=1 (2.4%) n=3 (7.1%)

Widow/Widowel n=1 (2.4% n=0 (0.0%

Total n=42 (100% n=42 (100%

As it is shown in the tables, 98 percent of the patient groupdritipants out of 42) and
around 90 percent of the non-patient group were single. Thaeineies of different

marital statuses are presented in Table 18.

A Chi-square test for independence (with Yates Continuity Ciorgcindicated that

there is no significant difference in the marital status digipants in the patient group
and non-patient group? (2, n= 84) =0.85, p =.35, phi = .1%he effect size score (phi
score) shows a small association between the two varidlesesults of the Chi-Square

test of marital status are presented in Table 19.

Table 19: Chi-Square test of single/married paréiots in two groups

Patient Non-patient:
Chi-
Square : . . . )
test for Single Married or Single Married or ¥ p Phi
marital de-facto de-facto
status ~ N=41(98%) n=1(2%) n=38 (90%) n=4 (10%) 85 35 15
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5.1.7. Employment

As itis shown in the tables below, around 70 percent of therpat&nd 50 percent of the

non-patients were unemployed.

A Chi-square test for independence (with Yates Continuity Coorg was done to
compare the proportion of employed and unemployed people in twpgyrdhe test
indicated that there is no significant difference in the oatiapal position of participants
in the patient group and non-patient groyp(2, n=84) =3.13, p = .07, phi = .2The

effect size score (phi score) shows a small associatitwvebr the two variables. The
frequency tables of the employment status of the sample aresthits of the Chi-Square

test of employment are presented in Table 20.

Table 20: Chi-Square test of the employment staftpsrticipants

Patient Non-patient:
Chi-Square
test for Employed Unemployed Employed Unemployed ;
Employment ploy ploy ploy ploy X P Phi

n=13 (31%)  n=29 (69%)  n=22 (52%)  n=20 (48%) 3.13 .07 -.21

5.1.8. Education

A Chi-square test for independence (with Yates Continuity Ctoor® indicated that the
difference in the educational level of participants in pladent group and non-patient
group does not differ significantly? (2, n=84) = 3.4, p = .06, phi = .ZBhe effect size
score (phi score) shows a small association between theanmadbles. The educational

status of the sample and the results of the Chi-Squararéepresented in Table 21.

Table 21: Chi-Square test of the educational swttise participants

Patients Non-patients
Chi-Square
test for Secondar Tertiar Secondar Tertiar 2 ;
Educational y y y y X P Phi
level n=37 (88%) n=5 (12%) n=29 (69%)  n=13 (31%) 34 06 .23
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In general, the patient group and non-patient group did not diffieificantly in terms of
age, gender, place of birth, religion, marital status, eympént and educational status.
The two groups are reasonably matched on sociodemographic ehatiast It is not

necessary to control for any sociodemographic variables in subsemadyses.

5.1.9. General DSM BPD criteria diagnosed in patient group
As itis evident in Table 22, the mean score for the numib®BPD diagnostic criteria met

by 42 BPD patients is 7.55, ranging from 4 to 9 criterfee $tandard deviation is 1.4.

Table 22: Descriptive statistics for general BPD citeliagnosed in the patients

Mean 95% confidence Median Minimum Maximum
interval for mean
General BPD
Critenia for 7.55 Lower bond = 7.1 8 4 9
patients
Upper Bond = 7.9
General BPD
Criteria for 1 Lower bond = 0.5 0 0 7

non-patients
Upper Bond = 1.4

5.1.10. Comparing the dissociation scores in patients amd n
patients

Table 23: The descriptive statistics of dissociaoores in patients and non-patients (the range of
dissociation scores is between “0” to “5”)

Mean 95% confidence Median  Minimum Maximum
interval for mean
Dissociation
SC;tggrfg 2.55 Lower bond =2.29  2.66 0.75 4.37
P Upper bond = 2.82
Dissociation
score for non- 1.13 Lower bond =0.95  1.02 0.07 2.62
patients

Upper bond =1.32
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As it is shown in Table 23, the dissociation score ranges D to 5. Analyses of the
skewness and kurtosis of dissociation scores [z-test wasagdpli normality (Kim,
2013)] in two groups showed no violation of normality. As shawthe t-test (Table 24),
there was a significant difference in the dissociation scfaepatients (M = 2.55, SD
= .84) and for non-patients (M = 1.13, SD = .69; t (82) = 82000, two-tailed). The
magnitude of the difference in the means (mean differencd,93%CI: 1.08 to 1.7%
was large (eta squared = 0.47). The results of independentesamf@st for comparing
the dissociation scores in two groups was also confirmed byiag@ Mann-Whitney
U Test. There was a significant difference in the disgmei scores of patients (Md = 2.6,
n = 42) and non-patients (Md =.97, n =42), U =174, z = -©.33000, r = -.69 (Pallant,
2013).

Table 24: T-test for comparison of dissociationresan patients and non-patients

Patients Non-patients
95% Confidence
Interval of the
Sig. (2- Mean Std. Error Difference
M SD M SD t tailed) Difference Difference Lower  Upper
Dissociation 2.55 .84 113 69 84 .000 1.41 .16 1.08 1.75

(equal variance
assumed)

5.1.11. Comparing the difference between schema modes in
patient and non-patient groups applying Mann-Wiyitde
test for independent groups

The t-test’s non-parametric alternative called Mann-Wlhitdetest was conducted to
compare the schema mode scores for patient and non-patient (rabjes25). As shown
in Table 25 below, a Mann-Whitney U Test revealed thatrethwere significant
differences between patient and non-patient groups for ainschmodes except two

modes (p = 0.001). Bully and Attack mode of patients (Md = 1.94,42) and non-
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patients (Md = 1.88, n = 42) did not differ significantly,AB43, z = -.349, p = .72, r
= .06. No difference was also found in the Self-aggrandieele of patients (Md =2.4, n
= 42) and non-patients (Md = 2.5, n =42), U = 876.5, z = 0.049961, r = 0.005.

A Bonferroni correction was used for the number of Mann-Whithégsts. The &”
obtained was 0.003 for 14 tests for the schema mode scale.

Effect size statistics help to indicate the magnitude ofdifferences between groups
(Pallant, 2013). IBM SPSS does not provide an effect sizetgtahowever, the value of
z which is provided in the output can be used to calculaddua wf r (Pallant, 2013).

r = z/square root of N, where N = total number of casdta(®a2013, p. 238).

The guidelines for interpretation of effect size using Cohen (18&8)ia are as follows
(Pallant, 2013, p. 238):

0.1 = small effect

0.3 = moderate effect

0.5 = large effect

Effect size was measured for the 12 significant betvggenp differences and were all
medium to large in size ranging from 0.3 to .8. Theatffizes are manifested in the “r”

column of Table 25.
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Table 25: Mann-Whitney test for comparing schema modes of the patiemtsan-patients

Group N Median Mean Rank U P z r

Vulnerable Child Mode Patient Group 42 4.5 60.5 1225 .000 -6.8 7
Control Group 42 1.9 24.4

Angry Child Mode Patient Group 42 3.8 58 230.5 .000 -5.8 .6
Control Group 42 2.1 26.9

Enraged Child Mode Patient Group 42 2.9 57.68 2445 .000 -5.7 .6
Control Group 42 12 27.32

Impulsive Child Mode Patient Group 42 3.9 58.87 1945 .000 -6.1 7
Control Group 42 2 26.13

Undisciplined Child Mode Patient Group 42 4.1 54.26 388 .000 -44 5
Control Group 42 3 30.74

Happy Child Mode Patient Group 42 25 22.83 56 .000 -7.3 .8
Control Group 42 4.4 62.17

Compliant Surrender Mode  Patient Group 42 3.8 55.74 326 .000 -49 5
Control Group 42 2.6 29.26

Detached Protector Mode Patient Group 42 3.4 58.92 1925 .000 -6.1 .6
Control Group 42 1.7 26.08

Detached Self-Soother Mode Patient Group 42 3.5 51.15 5185 .001 -3.2 .3
Control Group 42 25 33.85

Self-Aggrandiser Mode Patient Group 42 24 42.37 8765 961 -04 ...
Control Group 42 25 42.63

Bully and Attack Mode Patient Group 42 1.9 43.43 8435 727 -34 ...
Control Group 42 1.8 41.57

Punitive Parent Mode Patient Group 42 4.2 61.89 675 .000 -7.2 .8
Control Group 42 1.6 23.11

Demanding Parent Mode Patient Group 42 3.7 51.02 524 .001 -3.2 .3
Control Group 42 3.2 33.98

Healthy Adult Mode Patient Group 42 3.1 25.52 169 .000 -6.3 7
Control Group 42 4.6 59.48
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5.2. Examination of the second hypothesis: Relationship
between schema modes and dissociation in borderline
patients

There were some strong positive correlations between scmames and dissociation,

with high levels of schema modes associated with highels®f dissociation. The result

of correlations are as follows (Table 26 and Table 27):

Table 26: Highest Pearson correlations betweemszimeodes and dissociation

Schema  Detached Angry Impulsive Demanding Punitive Vulnerable
Modes Protector Child Child Parent Parent Child

Dissociation  -70™ .63™ .61™ 49™ 45" 39"

***Correlation is significant at the 0.000 level-giled)
**Correlation is significant at the 0.01 level {@ied)
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5.2.1.

Correlations

Table 27: Correlation between dissociation and meheodes in borderline patients

Detached
Vulnerable Angry Enraged Impulsive Happy | Compliant | Detached Self- Self- Bully and | Punitive
Child Child Child Child Undisciplined Child Surrender | Protector Soother | Aggrandiser | Attack Parent Demanding Healthy
Dissociation Mode Mode Mode Mode Child Mode Mode Mode Mode Mode Mode Mode Mode | Parent Mode | Adult Mode
Dissociation Pearson 1 .395" | .630™ .381" .610™ 317 -.255 | .342" .700™ .202 370 330" | .447" .495™ -.060
(N=42) Correlation
Sig. (2- .010 .000 .013 .000 .041 .103 .027 .000 .198 .016 .033 | .003 .001 .707
tailed)

* Correlation is significant at the 0.05 level @ied)

**Correlation is significant at the 0.01 level (2ied)

*** Correlation is significant at the 0.000 leved-ailed)
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5.2.2. Regression analysis for predicting dissociation by
schema modes in patient group

As Kellogg and Young (2006) stated, borderline patients had beeviopsly
characterized by five modes or aspects of self that cttémadestructive ways. They
named these modes as the abandoned/abused child mode, the angnyuisida child
mode, the detached protector mode, the punitive parent modeeameitithy adult mode.
The SMI questionnaire measures 14 schema modes. Basedtbedtyerecommended
by Young, | chose 6 pathological modes related to the bordedimdition for entering
into regression analyses. The angry child mode and enddedmode were highly
correlated within the whole sample (0.72). Considering thlisaation and the fact that
both of them measure anger, | selected the angry child asde independent variable
because it had a higher Rpredictability) in linear regression analysis. Thus fthal
independent variables that were entered into the stepetgession were 6 schema
modes: vulnerable child mode, angry child mode, impulsive childemnadetached
protector mode, punitive parent mode and demanding parent mode.

Stepwise regression was used to assess the contributgrisenia modes to dissociation
scores.

5.2.2.1Checking the assumptions of regression (Outliemnadity,
linearity, multicollinearity)

Normality: One of the ways that the key assumptions mentioned above acdrecked
is by inspecting the “Normal Probability Plot” (P-P) and thest&r plot”. In the Normal
Probability Plot (Figure 9), the points lie in a reasonabbigitt line from bottom left to

top right. This showed no major deviations from normality. IrSbatter-plot (Figure 10)
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of the standardised residuals, the residuals are digdboughly like a rectangle with
most of the scores concentrated in the centre, which mbare was no systematic
pattern to the residuals. (Pallant, 2013). The histogteould also be an almost normal
distribution of standardized residuals (Figure 8).

Homoscedasticity: The variance around the regression line (Figure 9) was rotighly
same for all the values of independent variables.

Multicollinearity: Multicollinearity exists when the independent variables hagaly
correlated (r=.9 and above) (Pallant, 2013). As it is inditan Table 32, the
multicollinearity assumption was not violated. Despite fhet that some of the
correlations between independent variables were high (Appendix$.6he Tolerance
and VIP® were checked, indicating no concern for the presence ofcwilittearity.
There was no tolerance value of less than 0.1 and noaliie above 10.

Outliers: The scatter plot also showed that there was no outliearidardised residual
more than 3.3 or less than -3.3). Outliers were alsdkelaiday inspecting the Mahalnobis

distances and Cook’s distance.

29 Variance inflation factor
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Dependent Variable: Dissociation
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Figure 8: Histogram of standardised residuals sgaitiation
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Normal P-P Plot of Regression Standardized Residual
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Figure 9: Normal P-P plot of standardized resiaddalissociation
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Figure 10: Scatterplot of standardized residuaisdociation

187




Table 28: Two final variables entered to the stepwegression and ANOVA results of regression
analysis

Anova results

Model Variables Method F Sig
Entered?®

1 Detached protector Stepwise 38.39 . 000°
mode

2 Impulsive child Stepwise 26.95 .000¢
mode

a. Dependent Variable: Dissociation
b. Predictors: (Constant), Detached Protector Mode
c. Predictors: (Constant), Detached Protector Mode, Impulsive Child Mode

Table 29: Excluded Variables in the Models 1 and 2.

Model Beta In t Sig. Partial Correlation
1 Vulnerable Child Mode -.21° -1.34 .186 -21
Angry Child Mode 270 1.80 .079 27
Impulsive Child Mode .34 2.89 .006 42
Punitive Parent Mode .01b .08 .932 .01
Demanding Parent Mode .20° 1.64 .108 .25
2 Vulnerable Child Mode -.18¢ -1.21 231 -.19
Angry Child Mode .10¢ .60 .550 .09
Punitive Parent Mode -.02¢ -.18 .857 -.02
Demanding Parent Mode .22¢ 1.93 .061 .29

a. Dependent Variable: Dissociation
b. Predictors in the Model: (Constant), Detached Protector Mode

c. Predictors in the Model: (Constant), Detached Protector Mode, Impulsive Child Mode

Table 30: Model summary of the stepwise regresaitatysis

Change Statistics

R Adjusted R Std. Error of F

Model Square Square the Estimate R Square Change Change dfl df2 Sig. F Change

1 490 AT7 24.5 490 38394 1 40 .000

2 .580 .559 22.5 .090 8.402 1 39 .006

In this model summary box (Table 30), there are two modédslliModel 1 refers to the

first variable (Detached protector mode) that was selgotetepwise regression as a
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variable that explained most of the variance in dissociain model 2, the second
variable (Impulsive child mode) - which had the second highleidity to explain the
dissociation variance — was selected and entered intodtiel n"The first model explained
47 percent (0.47x100) of the variance. After another schema naxlalso included in
the model 2, the Adjusted R Square became 0.56. This meansotted as a whole
explains 56 percent of the variance in dissociation. Theubytresented in the column
labelled R Square change, on the line marked model 2, is Thi® means that the
impulsive child mode explained an additional 9 percent (A0Ok of the variance in
dissociation. This is a statistically significant contributias,indicated by Sig. F change
value for the second line (0.006). The ANOVA table (Table 2&)ates that the model
as a whole reaches statistical significance: (F (2, 48.85, p < .00%). To wrap up, the
schema modes which had statistically significant contribstitm the prediction of
dissociation scores in BPD patients as shown in Table 31Deteehed Protector Mode
(B =0.527, t =4.399 < 0.05) and Impulsive Child Mod@ €0.347, t = 2.899 < 0.05)

(Pallant, 2013).

Table 31: Coefficient table of regression analysis

Unstandardized Standardized 95.0% Confidence Interval for
Coefficients Coefficients B
Model B Std. Error Beta t Sig. Lower Bound Upper Bound
1 Constant 19.38 13.91 1.39 17 -8.73 47.51
Detached Protector 22.763 3.67 .70 6.19 .000 15.33 30.18
Mode
2 Constant -1.75 14.71 -11 .90 -31.52 28.01
Detached Protector 17.13 3.89 .52 4.39 .000 9.25 25.00
Mode
Impulsive Child Mode 11.23 3.87 .34 2.89 .006 3.39 19.07

300.000 means p < 0.0005
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Table 32: Correlations and collinearity statistitsegression analysis

Correlations Collinearity Statistics
Zero-
Model order Partial Part Tolerance VIF
1 (Constant)
Detached .70 .70 .70 1.00 1.00
Protector Mode
2 (Constant)
Detached .70 .57 .45 .75 1.33
Protector Mode
Impulsive Child .61 A2 .30 .75 1.33
Mode

In the table of correlations and collinearity statisticsb(&€a32), a useful piece of
information is “Part” correlation coefficient (Pallant, 201Bartial correlations are also
provided for excluded variables as well (Table 29). By squahiiggvalue, we get an
indication of how much of the total variance in the disg@mas uniquely explained by
that variable. After calculating the part correlatiorhecame evident that the detached
protector mode uniquely explained 49 percent of the variandésgociation and the
impulsive child mode uniquely explained 17 percent of the degmegnariable.

As depression and anxiety might have some influences on thg abschema modes to
predict dissociation, hierarchical step wise regression waktosexamine the impact of

depression and anxiety on the relationship between schema aratdissociation.
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5.3. Assessing the impact of depression and anxiety on
the results of regression

Table 33: Model summary of hierarchical step-wigression to assess the ability of schema modes
to predict dissociation after controlling for MDD&GAD

Model Summary

Change Statistics

R Adjusted R Std. Error of R Square Sig. F

Model R Square Square the Estimate Change F Change dfl df2 Change
1 .3822 .146 .102 32.148 .146 3.32 2 39 .046
2 .803° .646 .560 22.512 .500 7.75 6 33 .000

a. Predictors: (Constant), GAD, MDD
b. Predictors: (Constant), GAD, MDD, Impulsive Child Mode, Demanding Parent Mode, Vulnerable Child Mode,
Punitive Parent Mode, Angry Child Mode, Detached Protector Mode

Dependent Variable: Dissociation

Table 34: ANOVA table for hierarchical regression

Model df Mean Square F Sig.
1 Regression 2 3440.866 3.329 .046°
Residual 39 1033.536
Total 41
2 Regression 8 3808.089 7.514 .000¢
Residual 33 506.816
Total 41

a. Dependent Variable: Dissociation

b. Predictors: (Constant), Generalized Anxiety Disorder, Major Depressive Disorder

c. Predictors: (Constant), Generalized Anxiety Disorder, Major Depressive Disorder, Impulsive Child Mode,
Demanding Parent Mode, Vulnerable Child Mode, Punitive Parent Mode, Angry Child Mode, Detached

Protector Mode

191



Table 35: Coefficients table for hierarchical stige regression

Standardized 95.0% Confidence
Unstandardized Coefficients  Coefficients Interval for B
Lower Upper
Model B Std. Error Beta t Sig. Bound Bound
1 (Constant) 36.53 26.24 1.39 17 -16.55 89.61
MDD 3.14 1.56 .32 2.01 .05 -.01 6.30
GAD 1.68 2.34 11 .72 47 -3.04 6.42
2 (Constant) -5.70 22.40 -.25 .80 -51.29 39.88
MDD .60 1.27 .06 47 .63 -1.98 3.20
GAD .21 1.77 .01 12 .90 -3.40 3.83
Detached Protector Mode 16.48 6.11 .50 2.69 .01 4.05 28.92
Angry Child Mode 3.98 5.20 13 .76 .45 -6.60 14.57
Impulsive Child Mode 9.56 4.64 .29 2.06 .04 12 19.01
Demanding Parent Mode 7.26 4.29 .22 1.69 .10 -1.46 15.99
Punitive Parent Mode -1.90 5.92 -.05 -.32 .74 -13.96 10.14
Vulnerable Child Mode -8.03 6.80 -22 -1.18 .24 -21.88 5.81

Hierarchical regression was used to assess the aifiligghema modes to predict levels
of dissociation, after controlling for the influence of desgien and anxiety variables
(MDD and GAD). Preliminary analyses were done to ensure optatwin of the
assumption of normality, linearity, multicollinearity and howexasticity. MDD and
GAD were entered at Step 1 (Table 33), explaining 14 perckhe variance in
dissociation. After entry of schema modes at Step 2othévariance explained by the
model as a whole was 64%, F (8, 42) = 7.51, p < .000 (TablerBd)schema modes
explained an additional 50% of the variance in dissociatiaer ebntrolling for MDD
and GAD, R squared change = .50, F change (2, 42) = 7Z3)Q®. In the final model
(Table 35), only the two schema modes of “detached proteatdr*impulsive child”

were statistically significant, with the detached pecaie mode recording a higher beta
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value (beta = .50, P < .01) than the impulsive child mbdé& = .29, p < 0.04) (Pallant,
2013).
| was also interested in which axis-l and axis-lIl dissdeere associated with BPD

diagnoses. Now | turn to the next section and explore the lastigu of this project.

5.4. Exploring the secondary hypotheses of the study

The secondary hypotheses were in regard to the relationshyedretAxis | and I
psychopathology and BPD diagnosis. The histograms below show tlaéemie of those
BPD patients whose Axis-I and Axis-Il DSM-4 psychopathologyesarere beyond the

screening cut-off score of the questionnaires.

193



Figure 11: Comparison of personality disordersdtigmt and non-patient groups as defined by DIP-
Q questionnaire
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As shown in Figure 11, there was a high comorbidity between BRD paranoid,
schizotypal and avoidant personality disorders measured by DIP-§npéty

guestionnaire. Around 80 percent of the patients showed paranosthandtypal traits

and 70 percent of the patients screened for having avoiddst trai
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Figure 12: Comparison of potential axis | disordarpatient and non-patient groups using the
Psychiatric Diagnostic Screening Questionnaire-PDSQ

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

3% 91% 91%

33% 33%

24%

Q Q @ P R & BN S o & @
N Q‘(\éo & 6«\60 . \(jo‘b \\é\o & \,,o‘b O (\g\\ szo 06?5’ B Patients
> & Q g AN © (2 <
c’o"\% & & e (_)o<° N & & & Controls
< % L & @
. _Y &S
3 NN
& RN
& Q‘\) 6(\0
Y
» A

The PDSQ had been employed as a screening tool for axis-l ds¢ReM-I1V). As a
screening tool, where a formal diagnosis has not been confitrhagle designated the
results of PDSQ as potential diagnoses. As illustratdeéigare 12, 90 percent of the
patients showed the symptoms of MDD, GAD, and social phobia anel sereened for
these disorders. Also, 70 to 80 percent of the patienéersed positively for PTSD,
agoraphobia, and panic disorders. These percentages suggesgedcanmorbidity of
mood and anxiety disorders in patients in comparison to non-pa#émisst one-third
of BPD patients were positive screens for drug abuse and 24&opesitive screens for
alcohol abuse. Around 40 to 60 percent of the BPD patients weriv@dsr eating

disorder, somatization, and psychosis.

Schema mode scores of patients and non-patients are illdstr&gure 13.
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Figure 13: Comparison of schema modes betweempsaad non-patients
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As indicated in Figure 13, healthy modes (happy child modehaatthy adult mode)
were higher in non-patients in comparison to patients. Tkasity of schema modes of
vulnerable child, enraged child, angry child, impulsive chiddisciplined child,
punishing parent and detached protector mode were almost dotiiéepatient group.
Spearman correlations were employed to examine the assodiatiween BPD criteria
and both axis-| DSM-IV categories and axis-Il DSM-IV persipalisorder categories.

The results of the correlations are shown in Table 36 and B#ble
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Table 36: Correlation between general BPD critend potential axis-I disorders in patients as @efiby the PDSQ screening tool

Correlations
Agora Social Alcohol
Gen BPD MDD PTSD Eating ocD Panic Psychosis Phobia Phobia Abuse Drug Abuse GAD Somatization Hypochondriasis
Spearman's General Correlation
1.000 | .324" | .334" | .141 |.335 .194 .247 277 .215 .181 .356" .332° .101 -.220
rho BPD Coefficient
N=42 criteria Sig. (2-tailed) .036 | .031 | .373 | .030 .218 .115 .076 171 .253 .021 .032 .526 .161

*, Correlation is significant at the 0.05 level (2-tailed).
**_Correlation is significant at the 0.01 level (2-tailed).

Table 37: Correlation between general BPD critenid axis-11 disorders in patients as defined byDHe-Q personality disorder categories

Correlations
Avoidant Dependent Paranoid Schizoid Schizotypal Antisocial Borderline Histrionic Narcissistic Conduct
Gen BPD PD PD OCPD PD PD PD PD PD PD PD Disorder
Spearman's General Correlation » . ” ” . .
1.000 | .295 .079 .272 | .406 171 512 AT3 .675 494 .524 .259
rho BPD Coefficient
N= 42 criteria Sig. (2-tailed) . .058 .617 .081 .008 .278 .001 .002 .000 .001 .000 .097

*, Correlation is significant at the 0.05 level (2-tailed).
**_Correlation is significant at the 0.01 level (2-tailed).
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The results of the correlations in Table 36 show that fiventiall Axis-I disorders, were
associated with BPD general criteria (assessed bip-80hterview) including Major
Depressive Disorder, PTSD, Obsessive Compulsive Disor@ser@l Anxiety Disorder
and Drug Abuser(.33 to .35, p < .0} Although not confirmed diagnoses, evidence was
generated for the recognised comorbidity between axis-I disoatel BPD.

The Axis Il PDs (assessed by DIP-Q; see Table 37) wtagk the highest correlations
with BPD criteria were: Narcissistic: (r: .52, P<0.0$xhizotypal (r: .51, P<0.01),
Histrionic: (r: .49, P<0.01), Antisocial (r: .47, P<0.01), &atanoid (r: .40, P<0.01).

The General BPD criteria were assessed by SCIDei¢&tred interview and also by DIP-
Q guestionnaire. The association between these two messusewas high (Spearman’s

rho =.89, P < 000) in the whole sample.
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Chapter 6. Discussion

6.1. The difference between schema modes in the patient
and non-patient groups

The overall aim of this research project was to study salmeates in borderline patients
in comparison to those of non-patients, and to investigataethéonship between
schema modes and BPD in borderline patients. This chaptgrates the themes
emerging from the research literature and the resulisi®©ttudy. First, the findings of
the study, especially in relation to the main researcBtimumes, are discussed. Then, the

clinical implications and the limitations of the study aresented.

The results of this study indicate that there were signifiddfgrences between patient
and non-patient groups in 12 out of 14 SMI schema modes. BPDnhtpatkowed
significantly higher scores in child modes including the vulbleraangry, enraged, and
undisciplined child modes, and also higher scores in maladaptiping modes and
parent modes, including detached protector, detached self-soatimrcompliant
surrender coping modes and the demanding and punitive parent mbdgshowed
significantly lower scores on healthy modes, including the hapi¢ mode and healthy
adult mode. The only modes that did not differ significantlyeen the two groups were

the bully and attack, and self-aggrandiser coping modes.

Consistent with the results of this study, Arntz et al. (20@&)d that adult BPD patients
scored significantly higher on 5 maladaptive modes [abandonegthkmulnerable)
child mode, angry child mode, punitive parent and detached footaed compliant
surrender coping modes] and lower on the healthy adult mode in gsampéw non-
patient controls. Lobbestael et al. (2005) had completed a cabipastudy and

compared adult BPD patients with non-patient controls; howevey tised the
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bully/attack subscale of the schema questionnaire instetiek afver-compensator and
compliant surrender. They also found similar results that BRilents scored
significantly higher on maladaptive modes. Arntz et al. (2@089)Lobbestael et al. (2005)
both concluded that BPD is characterized by the abandoned/athikedangry child,
detached protector and punitive parent modes, in comparisatiénts with cluster C
PD, antisocial PD and non-patients. One limitation ofe¢r&udies was that only 7 and 6
schema modes of the schema questionnaire were assessec isttiggss. Research
conducted later assessed 7 other modes as well. In thedsindyby Lobbestael et al.
(2008), the relationship between 14 schema modes and BPassmssed on a group of
489 participants consisting of axis | and axis Il patients andpatients. They found
significant relationships between 11 out of 14 schema modes andBPmDO01). The
only modes which were not significantly related to BPD veeteaggrandiser, bully and
attack and demanding parent. Lobbestael and Arntz (2012) also fatr8RD patients
scored significantly differently on 12 out of 14 schema modegpared to non-patients.
The only modes in which their difference between BPD patemisnon-patients failed
to reach significance in that study were bully and atéexckself-aggrandiser modes. The
results of my study were consistent with the results ofdtter two studies in that the
self-aggrandiser and bully and attack modes were not retaBfelD patients. This shows
that the schema modes of BPD adolescents are compar#bséoof BPD adults. This
is also in accordance with the findings reported by Durnetdilesten (2005) and Westen
and Chang (2000) that BPD in adolescence has a similause&actd phenomenology to

adult BPD.

Based on the results of Lobbestael et al. (2008), the bully #exck anode and self-

aggrandiser modes were connected with narcissistic pergodairder. The self-
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aggrandiser mode was also related to obsessive-compulsivetfsame study as well.
The self-aggrandiser mode is a form of an over compensatipgge strategy that
includes perfectionism and being critical or a controller. Inf@rostudy done by Arntz
et al. (2005), the over-compensator mode seemed to be naveetehistic of cluster-C
patients than BPD patients. The results of this studgrims of the low occurrence of
self-aggrandising modes in BPD is in accordance with Kerfsbgngposition that
differentiates between narcissistic and borderline defemechanisms. Narcissistic
individuals usually have more integrated but still unhealtrgndjose selves, while
persons with BPD suffer from more fragmentation in theirqreakty structure (Gabbard,
2014). Kernberg and Yeomans (2013) believed that in contrbetderline patients who
manifest fluctuations from time to time, narcissistitigrets hide the fragmentation of
their identity under a fragile grandiose inflated self. Furtteee, narcissistic individuals
have inclinations to antisocial behaviour. The most extremme of narcissistic PD was
called “malignant narcissism” by Kernberg and was charaetd by “ego-syntonic
aggression”, paranoia, exploitative and antisocial behaviours\ljksg & Yeomans,
2013, p. 15). The presence of the self-aggrandising and bully t@c# atodes in the
clinical picture of patients might be important diffeiehtdiagnostic criteria that help
distinguish narcissism or malignant narcissism from borderline tonsli Let me turn

now to the discussion of the association between dissocatmschema modes.

6.2. The relationship between dissociation and schema
modes

The results of my correlations show that the strongestaesitips were found between
dissociation and the detached protector, angry child, impul$iNe, @unitive parent,

demanding parent and vulnerable child modes. Based on Young's thedryna
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accordance with the results of two experimental studhesset modes - except the
demanding parent mode - have been shown to be the modes whithypically
characterize borderline personality disorder (Arntz et al., 200Bbestael et al., 2005;
Young et al., 2003). Kellogg and Young (2006) hypothesized that, asulh oé the
interaction between genetic factors and unsafe, unstable,idgprejecting and punitive
family environments of borderline patients, their inner wosld characterized by
vulnerable, angry and impulsive child modes and two adult mogesdfve parent and
detached protector. The findings of my study imply that a Hagiree of disintegration

of knowledge and chaos is associated with the prominent sehedes of BPD patients.

The results of my stepwise regression analysis indithtddchema modes explained 58
percent of the variance in dissociation. After controlling tfer effect of anxiety and
depression, again schema modes explained 50 percent wirthace in dissociation.
While depression and anxiety explained 14 percent of dissocstame, after entering
the schema modes as independent variables into the modelnttibution of depression
and anxiety became insignificant. This shows that thectefiedepression and anxiety
reduced when their overlapping effects with schema modes warsidered and

statistically removed from the regression model.

This study supports the hypothesis that maladaptive schema mo8&Diractually

predict levels of dissociation. This is consistent with the Hgm$ of Young et al. (2003)
which stated that in borderline personality disorder, fouruhfonal schema modes
(angry and impulsive child, abandoned and abused child, punitreatpend detached
protector coping modes) represent different aspects of thethsglfbecome highly
dysfunctional as they become highly dissociated. In agreemitbrthis proposal, schema

modes explained a remarkable amount of variance in dissocistores. The results
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support the idea that disintegrated maladaptive schema mepesent divisions in
personality structure. The more pronounced the existence of dyehaicschema
modes, the more these are associated with greatecidibs® experiences (Johnston et
al., 2009). In both regression analyses done in my study, tigesonéma modes that
significantly predicted dissociation were the detached piamtesnd impulsive child.
These results imply that activation of the detached ptend impulsive child modes
in BPD patients is associated with an increase irdissociation of mind and lack of
information integration. This low integration affects the meaiabf the other modes,
especially the healthy adult mode. Kellogg and Young (2006) elalottzt while BPD
patients are well known for their dramatic manifestationsnobtional expression, they
often function in a so-called “detached protector mode”, in wihey adopt a style of
detachment from emotional involvement, social isolation, andwbetral avoidance. In
this coping mode, they experience the feeling of being numb oyenside. They may
adopt a pessimistic attitude toward emotional investmentlatiarships or activities.
Another complication here is that, although the detached pooteode has been helpful
in patients’ survival, it interferes with psychotherapeytiogress and maintains the
abandoned and abused child, blocked off from a therapeutic relati@mshgonnection

(Kellogg & Young, 2006).

Lobbestael et al. (2007, p. 76) described the impulsive child m®ame in which the
individual takes actions based on immediate desires or impulbesh operate in a self-
centred or uncontrollable manner to get his or her own way,nwittonsideration of the
probable repercussions for self or others. They often have pmiblgpostponing short-
term gratifications and may look like they are “spoilediplilsivity is described in DSM-

5 as “acting on the spur of the moment in response to immeeshatuli; acting on a
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momentary basis without a plan or consideration of outcomifisutty establishing and
following plans; a sense of urgency and self-harming behaviour and#ional distress”
(American Psychiatric Association, 2013, p. 780). This motleeisecond mode which
puts the BPD patient at risk of a dissociated state, whazhd increase the risk of harm

to self and others as a result of intense and unintegeatetions.

The results of my study are also consistent with the finddhdgshnston et al. (2009) in
an adult sample, indicating that schema modes explain 52 pefcisgociation (WDS
scores). However, the specific schema modes which prddieedissociation scores in
my study differed from the findings of Johnston et al. (2009), whdlibigted the role of
child schema modes (Angry and impulsive child and vulnerdbld modes). The role
of the vulnerable child mode in dissociation was diluted irréiselts of this study. This
might be related to the fact that individuals with BPD migtatect their extremely
painful inner vulnerable child by means of detachment and impylsin this way, the
impulsivity and detachment exclude from consciousness any expereatieg to the
vulnerable child and protects the core fragile and frighteneteraible child in patients.
In the current study, a coping schema (detached protector) exptiened most of the

dissociation variance.

| will take a closer look at the results of my study iltien to dissociation phenomenon

in BPD patients.

There are two psychodynamic approaches to understanding dissotmaionarrant
consideration in the discussion of the results of my study. fits¢ line of

conceptualisation about dissociation, which is more compatiiite Fveud’s theory,

31 Wessex Dissociation Scale
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defined dissociation as a primary defence against overwhelmargal pain (Liotti,

2006). This defence plays a basic role in fragmentatioregbéinsonality over the period
of childhood. Such an approach is also in line with the theoKeaofberg (1984) that
attributes many of the BPD problems to the experience oft ‘isgpresentations” of
positive and negative characteristics of self and otHaotti( 2000, p. 242). These
different representations of self and others remain segedhroughout personality

development (Liotti, 2000).

The second line of conceptualization is put forward by attachrhentists who assert
that dissociation is not merely a primitive defence for angidnental pain. Supporting
Janet’s understanding of dissociation (Janet et al., 1925hmitat theorists believe that
unity of the self is achieved through interactions with daezg, which enable the child
to construct a coherent view of self and others via integratiocesses (Liotti, 2006).
Caregivers who fail to provide a secure environment to heigblesh a healthy

attachment may contribute to disorganization of their childietesnal working models.

This line of theorizing believes that the experience of diafon originates from

activation of a disorganized pattern of attachment withregmted mental states.
Disorganized attachment is built in the relational context espeed by the child in early
years and, in order to avoid the activation of this form offphattachment, an individual
may adopt secondary defence mechanisms. In this way, theh@hming experience of
dissociation (shifting states of consciousness), is prevegtadoidance of the activation
of the attachment system (Liotti, 1999). In this view, digg@mn is not primarily a

defence, but is developed in the early years of the formatitive gpersonality structure
and characterized by dividedness. In this approach, dissocizioralso be applied

secondarily and defensively in order to avoid the activatiorthef disorganized
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attachment, for instance, by experiencing a trance-like ¢taotti, 2006). Thus the
defensive function of dissociation is secondary to disorganizedhatéan, in contrast to
the first approach, that sees dissociation as a pridefgnce mechanism (Liotti, 2006).
An attachment-based model of dissociation is more in littedanet’s rather than Freud’s
model of the unity of the self; a unitary representation &fiseher than being primordial,
is achieved through integrative processes. In Janet’'s vi@vmind is not primarily
pristine or integrated; the integration is evolved through eéatdyactions (Liotti, 2006).
In attachment theory, disorganized attachment reflects lardaof the integrative

processes that naturally create a unitary sense of $k# first year of life (Liotti, 2006).

Liotti (1992) observed that disorganized attachment may estatbles prototype for
dissociation of self-states, and predispose the person tawigadissociation to later life
stressors. The internal working model of disorganized attachseharacterized by an
incoherence and multiplicity that results from the unresolies$es and traumas
experienced in the relationships with caregivers, concomitimtfrightening/frightened
parenting behaviour (Liotti, 1999). The caregivers of thederem often suffer from a
PTSD or grieving process, which includes vacillations betweemembrance of
disturbing dissociated traumatic experiences and fearful awmedef these experiences
and memories (Liotti, 1999). The child would also react te thcious circle of
fear/avoidance, searching for supportive proximity and expengnoverwhelming
contradictory emotions. These incompatible affects are beyondhtlies capacity to
construct a coherent system of attention and behaviouri(Lli689). In other words, a
rapid changing of different representations of self and otharseds any psychological

capacity for a “personal synthesis” of interpretation andninga(Liotti, 1999, p. 765).
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The disorganized child may experience a transformed conscigusmeéshe concurrent

multiple paradoxical images of reality that are normallywseunitary (Liotti, 2006).

Main and Hesse (1990) believed that the infant with disorgdratechment develops
this from parents with unresolved trauma, whose care giviitgce is frightening to the
child. Children can be frightened if the carer’'s approaatolent, or if the carer’s attitude
expresses fear. The child’s experience when caught in sites¢ions, is called “fright
without solution”, as “the caregiver simultaneously becomesaiece and solution of
the infant's alarm” (Main & Hesse, 1990, p. 163). Thusisitsuggested that early
relational trauma is equivalent to experiencing fright withaliition. This experience
will culminate in the early development of incoherent, multiptisaggregated
representations of the self and caregiver, that would othebeisepresented as coherent
in infants with organized attachment styles (either securmsacure). The core of
disorganization of the infant’'s attachment is the coexistene@mfoach and avoidance
tendencies toward the caregiver that generates a serious@lidfeorientation in the
infant's general behavioural pattern (Liotti, 2004). The pardaetween attachment-
seeking at the physical level and attachment-avoiding at émammlevel exists as the
basis for the development of disorganized attachment goengly observed in abused

children (Fonagy, 2000).

Many studies during the past decade have reported the freqoenteoce of childhood
trauma in BPD patients (Lobbestael et al., 2005). For instdretween 1987 and 1992,
eleven research studies observed the high occurrenkidifaod trauma in BPD patients
(Sabo, 1997). The results from the study of Lobbestael et al. (286%ndtrated that
individuals with BPD and APD had significantly more experierafesevere childhood

emotional, physical, and sexual abuse than the non-pati¢ttsvever, a review by
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Gunderson (2009) suggested that trauma does not necessarily gocounth of the
etiological variance of BPD. The crucial point which is overlabkethis perspective is
what the person or often the child experiences as traur@atitderson mainly referred
to a review article about the influence of sexual abuse on @®Bsati, Madeddu, &
Maffei, 1999); however, traumatic experiences should not beetino just objectively

damaging experiences including sexual or physical abuse (Bowing, 2010

Both of the theories — Freud's or Janet’s - confirm the defemnsle of dissociation, while

Janet’s theory supports the influence of disorganized attathmi@ducing dissociation.

The results of my study can be seen in the light of theriks explained above. Based on
the first theory, the detached protector and impulsive ohildes could be understood as
the modes which increase the dissociative experience dar do defend against
remembrance of painful experiences of the past. Existentgese modes places the
patient in the state of “not thinking” or “not connecting”. In theywindividual can avoid
any potential pain-evoking experiences. Due to the accumulatimegative experiences
and violent object relations, the person avoids getting dos@ternal or external

potential experiences of pain.

Based on the second theory, these modes are associated axithsing levels of
dissociation that shows the existence of disorganized attatimibe individual’s mind,
and an absence of a coherent internal working model of relation3ieslissociation
experienced might be related to the activation of the gisozed attachment and also

might be related to adopting a dissociative defence to @weid a painful attachment.

Based on the theory of Bromberg (1995), the concept of persodaiyder is the
outcome of the use of dissociation, which forms a personalitgraysrganized as a

defensive reaction to the probable repetition of childhood traciergberience. A part of
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the self in a person with a personality disorder is alwadgiant to potential treat that
might break the dissociative defence. The dissociated sfatke mind consists of
unprocessed affective memories which constantly reassers¢hera in an unrecognized
manner (Howell, 2005). The results of my study can be intexgbiatthe light of the
Bromberg's hypotheses. The detached protector mode can be aswadon-call” self-
state that perpetuates the vigilance of the patient to gedahtial internal and external
signs of traumatic memory. The individual might adopt an iniilsiode in order to
escape the pain of the traumatic memory by inhibiting thoughteflection, resulting in
impulsive actions like self-mutilation. In Bromberg’s thedhe dissociated memories
return repetitively until they are processed symbolically made a part of narrative

memory (Howell, 2005).

Stern (1997) defined dissociation in terms of an unformulatgérgnce. In this point of
view, dissociation is seen as an active defensive procesgohscious refusal to think
and reflect on the experience. In this way, the traumaimory is kept outside awareness.
The detached protector mode can be seen as an attempt to akind) sense of an
experience, thus keeping it unformulated to reduce the anxietykttmating and
reflecting might produce. Impulsivity can also be seen as enatiechanism for
decreasing the reflective function of the mind. Stern adhertée constructivist position
that “all experience is interpretation” (Howell, 2005, p. 118¢ saw unformulated
experience as a “familiar chaos” (Howell, 2005, p. 116) - faméxperience (feeling,
thinking or behaving) with lack of clarity and differentiatitimat formulation of the
experience would provide (Howell, 2005). The emotions and feelinganhadividual
experiences in the detached protector and impulsive child ncodéss be considered as

unformulated and undifferentiated chaos, which are re-expeddraigtually.
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Kennedy et al. (2004) believed that Young's concept of schema aveidax a
resemblance to dissociation. The person consciously or unconsciakgs extreme
efforts to avoid intolerable feelings associated with pathaddgichemas. These efforts
are the results of a process of previous classic and operaditioning of negative
emotions. In this point of view, dissociation can be defireedraavoidance strategy that
helps the patient to avoid fears and anxieties associatedantd schemas; for instance
avoiding relationships to prevent activation of abandonment schérhasdetached
protector mode helps the patient to prevent the experiencing ativegffect by
behavioural and cognitive avoidance. This mode might functiarcagnitive avoidance,
which is a form of dissociation at the early stages of in&tion-processing (Kennedy et
al., 2004). Now let me turn to some consideration of metacogmtieeesses in the

experience of dissociation.

6.2.1. Meta cognitive dysfunction and dissociation

Based on Ryle’s multiple self-states theory, reciprooi® patterns (RRPs) are defined
as behavioural patterns that govern an individual’'s interactiotis others (Leiman,
1997). There are higher levels of organization of RRPs (R@87). As discussed in
chapter three, level 2 and level 3 mechanisms concern rogtier procedures; level 2
consists of procedures that monitor transitions between RR#s,level 3 concerns the
conscious self-awareness (Ryle, 1997). In BPD patients, dteetaevelopment of
contradictory RRPs in childhood, there is a higher dissociatiomeket RRPs and the
transition between them is not smooth (level 2). Furthermorenfsaof BPD children
have not equipped them with self-reflective mechanisms, sustfficient attention and
rich emotional vocabulary (level 3). The development ofective capabilities also

become disrupted and hindered by frequent state shifts (Ryle, 289q yesult, children
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with BPD do not experience adequate assistance in namingenqgesiand linking them
together in the context of interpersonal relationships (Ho&605). The fragmented,
traumatized self of these patients often does not experéenektional context to get
repaired (Howell, 2005). Considering the results of my study fRgte’s point of view,
BPD patients suffer from deficits in the three levelsheise hierarchical organizational
procedures. So they may suffer from lack of awareness wfdiva emotions, or the
affective experiences of others, leading them to avoidioakhips and emotional
investments. This lack of awareness might predispose thienptdsive decision making
as well. The dissociation experienced in detached and imputsides might be related
to the lack of reflective functions, lack of understandinghefinings and emotions, and

the fear that the patient might have from experiencing probablyptstate transitions.

Fonagy’s mentalization-based theory is also compatibleRyite’'s theory, in attributing
the dissociative symptoms of BPD patients to higher-ordeacuoghitive disturbances.
In Fonagy’s theory, the ability to mentalize — defined aslaitity to think about the
thoughts of self and others — develops from the “child’s experiehfieding his or her
mental state represented in the caregiver's mind” (He®&6D5, p. 155). Mentalization
promotes emotional regulation and symbolization capabilitieenBawho fail to reflect
with understanding on their child’s subjective experience and respomgatibly,

particularly in the context of abuse, trauma and severectedeprive the child of self-
reflective function and a secure attachment (Howell, 200&ady (2000) articulates
that some individuals with personality disorder are victimshifdhood maltreatment,
who compensated by avoiding to think about their parent’s intertibarm them. This

persisting defensive refusal to think about mental states dhiese$o have an inaccurate
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understanding of thoughts and affects (Fonagy, 2000). Fonagy (2000) proposed tw

assumptions:

1. People with the experience of early trauma may defensivelibit their
mentalization capacity.
2. The developmental pathology of some features of individuals wittopality

disorder may be associated with this inhibition.

There are some explanations about the first assumption: 1) idatibifi with the mental
state of the other person could be hazardous to the growing selideethe child who
perceives the hatred implied by their parent’s actisnguided to view him/herself as
unlovable (Fonagy, 2000). 2) The caregivers might deny the meainihgir behaviours
and claim beliefs at odd with their behaviours (Fonagy, 2@)0Jhe world outside the
family environment might reinforce mentalizing and altekatvays of experiencing self
and others, but these processes are not rewarded in the ¢amigxt and rigidly kept
separate (Fonagy, 2000). For instance, an authoritarian parstyle¢pas been shown to

decrease the development of mentalization (Alessandri, 2008).

Fonagy believed that recognizing mental states in certdatiomal contexts is
developmentally hindered in individuals with the experience dtreament. Early
intensive stress disrupts orbito-frontal activity, which igtexl to one of the neural
networks involved in mentalizing (Fonagy & Bateman, 2008). Conthiéefiact that any
trauma provokes the attachment system, resulting in ansexee®arch for attachment
security. Where the attachment bond is itself traumatizagh arousal is increased as,
when approaching the problematic attach ment relationship, tlieratght be further
injured. This intense activation of the attachment systaghtnhave some inhibitory

results for mentalization (Fonagy & Bateman, 2008).
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Considering the results of my study based on mentalization th#wydefensive
inhibitory avoidance of mentalization might lead BPD individualsadopt a mode of
functioning which is characterized by withdrawal from attaahinfigures and refusal to

think about mental states of the self and others.

In line with Marsha Linehan’s model and its emphasis on theteffean invalidating
family environment, Fruzzetti, Shenk, and Hoffman (2005) and FtijzZ3kenk, Mosco,
and Lowry (2003) reported that parental invalidation, experiensegnaring the self-
perceptions of mental states, was associated with lirdégdlopment of facets of social

cognition, specifically the ability to recognize and labab&ons.

Thus, not having sufficient emotional regulation skills in attaeht contexts might also
lead BPD patients to retreat from engaging and investinglationships and adopt a

detached protector mode of functioning.

Emotion regulation deficits have been observed in pathologaaibling (Williams,

Grisham, Erskine, & Cassedy, 2012) and compulsive buying &midli & Grisham,

2012), which are both characterized by impulsivity. Dysreguiabf emotions is

hypothesized to lead to a variety of dysfunctional behavioansmonly seen among
persons with BPD, including deliberate self-harm, substance ankeating disorder-
related behaviours, all of which might function to regulasuiting affective distress
(Chapman, Gratz, & Brown, 2006; Gratz, 2003; Gratz & Roeg®¥)4; Linehan, 1993).
Fossati, Gratz, Maffei, and Borroni (2013) found significant aasiocis between trait
impulsivity and most facets of emotion dysregulation in twlol@scent non-clinical
samples. Thus, poor emotional regulatory processes seen in BieDipatight have
links with their impulsive behaviours. What Fossati e{2013) conclude in their study

is that trait impulsivity might interfere with the déepment of emotion regulation skills
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in BPD. For example, an inclination toward “acting withounkimg (i.e. impulsivity)
may interfere with the ability to identify and understand' @eenotional state”, as well
as to determine and apply situationally suitable techniquastiulate emotions (Fossati
et al., 2013, p. 330). The link between trait impulsivity andtgn regulation deficits
may also indicate that trait impulsivity could lead to thesdciative and unformulated
experiences in BPD. Trait impulsivity has become an impodiagnhostic criteria for the
diagnosis of BPD; for instance, in order to diagnose BPD inglealternative model of
DSM-5, at least one of the traits must be impulsivityk téking or hostility (American

Psychiatric Association, 2013).

A neurobiological finding revealed that impulsivity and afifeedysregulation have links
with some dysfunctional networks of brain regions. However, henethe reported
neurobiological dysregulations are pre-existing, in effect, dugetwtic or pre-birth
factors, or result from hurtful events during childhood is unknownb(Li#&anarini,

Schmabhl, Linehan, & Bohus, 2004).

Bowlby (1980) described the mental defence against disorganizdtiattachment
processes as “defensive exclusion” (Cassidy & Shaver, 1993) pHe also described
two types of defensive exclusion: deactivation and disconne@iarctivation is a state
of emotional detachment in which an individual excludes all thaitogs and affects
that might activate the attachment system. In this was/person shows no feelings or
behaviours related to attachment issues. In disconnectidrthgipainful information
incompatible with the attachment is excluded from awessnhwhile the attachment is
maintained. In this way, the individual keeps a good pictureghef caregiver in
consciousness and tries to disregard the contradictory informatiowe(K 2005).

Deactivation mainly describes avoidant attachment, while disctiobnehas been
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considered to be more typical of ambivalent or disorganizedhattent. Bowlby had
predicted that some forms of attachment are characterizeddrggated, incompatible
systems of representations of self and others. Based on Bewltmgosition, in order to
exclude the contradictory information, individuals might adopt t#aahed protector
mode, and avoid thinking and reflecting about what has been exmati@sncontradictory

feelings and emotions in the early relationships.

Steele, Hart, and Nijenhuis (1997) highlighted the discrep&®tween secure and
insecure dependency, and recommended that overcoming whatatlted the “phobias

of attachment” is a significant element that should doesiclered during early phases of
therapy. Based on the description of Steele et al. (1997)cdiisa is maintained as a
result of internal classical conditioning. A part of the astiids any exposure to highly
aversive stimuli and dissociates the memories and emaétaied to traumatized part or
parts of the self. This response is mediated by stress hormoned! (Steele et al., 1997).
Thus, classical conditioning related to both internal and extdisteessing cues leads to

a series of particular phobias that must be recogniseéatnient (Steele et al., 1997).

The detached protector mode could be understood in the light tigbiy as a defensive
mode that perpetuates dissociation and avoidance of aversivatsoritas perpetuation

is manifested in the form of attachment phobia in BPD patient

They offered a three-phase approach to therapy in whichahe i®on alleviating several

phobias:

In the first phase, the focus is on (1.1) phobia of attachmentepngblespecially in
relation to the therapist; (1.2) phobia of “mental conte(egiotions, cognitions, needs

and imaginations...); and, (1.3) phobia of dissociated partsecfeth.
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In the second phase, the emphasis is on (2.1) phobia of “tiaunme&hories”; and (2.2)

phobia of attachment, especially in relation to the perpetrator

In the third phase, the emphasis is on integrating and orgamigrngehaviours toward
overcoming the (3.1) phobia of intimacy; (3.2) phobia of “nornfiel;liand (3.3) phobia

of “healthy risk-taking and change” (Steele et al., 19995)n.

Having thus discussed the metacognitive dysfunctions and digsoclat me now turn
to a discussion in relation to the role of detached prtenbde for avoiding extreme

mode changes.

6.2.2. Detached protector mode: an option for avoiding
extreme mode changes under stress

A study by Lobbestael and Arntz (2010) demonstrated that in resfipabese-related
stress (a scene of a film), BPD patients showed hypetivity and a significant increase
in maladaptive schema modes. Lobbestael et al. (2009) als@dlowincrease in the
angry child mode in response to anger induciidn BPD patients. Other studies
including those done by Arntz et al. (2005) indicate an escalatibae otetached protector
mode in response to emotional stress. Lobbestael and Arntz (284 2)eahonstrated an
escalation in the detached protector and angry child modeaadtion to the remembrance
of a past conflict with an aggressor in BPD patientsesg studies indicated that due to
hyper-reactivity and high probability of intensive switches leetwmodes and intensive
sensitivity in BPD patients in response to emotional sttkey may tend to take refuge
in the detached protector mode after being exposed to stresdeinto avoid more

internal or external tensions.

%2 Recalling and describing a conflict in the pagtwthe person who was an aggressor
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Let me consider some of the biological work that might helpettter understand what

happens when dissociation occurs.

6.2.3. Neurobiological basis for the vulnerability to
dissociative responses

Early relational traumatic experiences contributing tochtteent disorganization appear
to have negative impacts on the infant's evolving brahe fiight-brain organization -
which connects the limbic part of the brain to the neogorie the cross-road of the
orbitofrontal cortex - is involved in managing emotional seesand develops along
disadvantageous lines in the face of continuing early relatioaainatic experiences
(Liotti, 2004; Schore, 2002). The enduring structural changes resoidequate stress

coping strategies (Schore, 2002).

LeDoux (1996) argued that the amygdala has an inherent contribmtlmmautomatically
initiated physiological and behavioural reactions to dangenvels as the classical
conditioning of these danger reactions. The conditioning process mmgbive
conditioned stimuli associated with unconditioned stimuli a§ voe example, a knock
on the door (conditioned stimulus) might become associatedthétipresence of the
abusive relative (unconditioned stimulus) and cause the samsiololgycal or
behavioural reactions. Intensive stress might also hinder iat@m processing of
hippocampal-neocortical regions of the brain, which are involweéhhibiting and
regulating the emotional responses and memories. Excessivaatmbious release of

stress hormones might even damage the hippocampus (Nijenhujsl8©8).

Van der Kolk (1987) mentioned that failure of attachment patterpsovide soothing
from a caregiver in childhood ends in extreme dysfunction iniemaitself-regulation
and disorders of neurotransmitter systems (Bromberg, 2003).
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Van der Kolk (1987) also mentioned that social bonding, separatidresdis and

affiliative behaviours are all mediated by the brain opsistem and the brain areas with
the highest opiate density. Unrelieved separation cryingnglumfancy makes a person
vulnerable to become addicted to re-experience the traunseahkdhe remedy of actions

stimulating the opiate system to overcome the separatesss

Similar to substance addiction, people might become addictegpimsing themselves
continuously to traumatic circumstances that recall thenadigrauma. “Reexposure to
traumatic situations in humans can evoke an endogenous opioid respotjseo(tlta
account for the sense of calm on reexposure that is reported by traamatized

individuals” Van der Kolk (1987, pp. 72-73).

Prossin, Love, Koeppe, Zubieta, and Silk (2010) found a lower bhasefi opioid
regulatory control in the emotion processing regions of the bma&#®D patients and an
exaggerated reaction — a greater activation of thessteggilatory endogenous opioid
system - in the same sections of the brain to affedfimulation. This increased
activation of the opioid system makes a contribution to theasad pain threshold and
dissociative symptoms (including analgesia) found in BPD matie(Bohus,
Landwehrmeyer, Stigimayr, Limberger, & Bohme, 1999; Ludaseheaal., 2007). In
animals, the endogenous opioid system has been shown to be invoheading and
affiliative behaviours, emotion regulation and impulsive respo(Barr et al., 2008). In
humans, endogenous opioid system activation has been connected witssioppof
both sensory and affective features of stressors and witimtpulsivity (Love, Stohler,

& Zubieta, 2009; Zubieta et al., 2003; Zubieta et al., 2001).

Putnam (1997) asserted that due to the heightened negative Ed#adk experienced

in PTSD, traumatized individuals lose some “buffering” capgbiind it can be
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anticipated that they are much more sensitive to futuessirs and trauma. Apparently
minor changes in stress, or in medications relating ésstresponse systems, may result
in inappropriate intensive reactions in a traumatized perdan.sEnsitivity may make

detachment a rewarding strategy for BPD patients.

6.2.4. Animal defence states underlying dissociative pafts
the personality

What can we learn from observing animal behaviours whearheal is under threat
that could inform our understanding of dissociation in the humaeniijs et al. (1998)
have indicated similarities between animal defencesstatd human responses to threat.
These behavioural states that are adaptive to the thrpegddtors include fight, flight,
freeze or total submission (Howell, 2005). In many specieszing and total submission
are the frequent reactions following an encounter with the pme@édwell, 2005). When

a predatory threat has been detected, flight is an appropemtéon when there is a
chance of proper escape. Nevertheless, behavioural immdititvn as “freezing” is
the “dominant post-encounter response pattern” (Nijenhuis a98I8, p. 245). Freezing
enhances the survival chance as predators recognize a mayngqre easily than still

ones. Movement cues usually reinforce predatory behaviours (Nigeehai., 1998).

One precursor of dissociative reaction is an experienceadd immobility (freezing) in
the face of a threat that is characterized by being rsslglémmobilised and terrified.
Freezing does not involve a single reaction like immobilisatmn incorporates an
organized physiological and behavioural pattern. When the arsrmabler the threat of
an attack, freezing is associated with analgesia (abs#re sense of pain without loss
of consciousness) (Nijenhuis et al., 1998). In a situation ahestapable shock (1S),

animals show a state of helplessness, freezing and analfjesiheir trial for escape is
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prevented (Nijenhuis et al., 1998). When the victim is dep#nde the aggressor,
passive defensive states involving hypoarousal and dissocigtivetoms might be the
most probable adaptive procedure for survival (Perry, 2000yafisatization involves
a process of classical conditioning, neutral stimuli thatiaked with offensive stimuli

may provoke an expectancy of danger (Bolles & Fanselow, 2010).

Some forms of human traumatic experiences may parallelajpredittacks and
inescapable shock. For instance, physical and sexual abuse phelagivally resemble
inescapable shock, particularly when the victims areddnil and perpetuators are their
relatives (Nijenhuis et al., 1998). Many behavioural and bioldgesemblances occur
between human and animal responses to trauma, and IS has cedttibw better
understanding of trauma-induced dissociation, especially, omriterlying basis of
characteristic dissociative states and the specifictiozes manifested in these states
(Nijenhuis et al., 1998). Putnam (1989) suggests that when thedaigrthe prospect of
abuse or trauma, victims tend to hide and freeze in darlkegldging to disappear
physically when they feel threatened, and preferring to be unregpadisexternal
provocations. Putnam (1989) also reported that adults with diggedi@dentity disorder
often shift into a trance-like state, and they report haviegzing, analgesic, and
dissociative amnesia and out of body experiences (Nijenhuis &é08B). A trance-like
state is the predominant dissociative phenomenon experienced drgghilith DID, in
which the children do not appear to pay attention to their enviranffernnam &
Trickett, 1993). Traumatized children with dissociative prolsielisplay characteristics
including negative symptoms “(e.g., amnesia, trance stagisg unresponsive to
external stimuli, anaesthesia, analgesia, paralysispasaf feeling)”, as well as positive

symptoms “(e.g., hypervigilance, startle responses, andl rapnsition of state)”
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(Nijenhuis et al., 1998, p. 253). The results of my study shaw tthe dissociative
symptoms BPD patients experience in the detached protectermigtt be underscored
as similar to the freezing animal coping style thatgpeisi have learned through a process
of classic conditioning to avoid the relationships and environmenttsto their past
traumatic experiences. Impulsive acts of aggression towatrers and the self (self-

mutilation) might be related to the fight coping strateggrsin animals as well.

6.3. Clinical Implications

The results of my study show that overcompensating copinggtsia bully and attack
and self-aggrandiser are not generally predominant modes op&tidts in comparison
to non-patients. This might indicate that, in contrast tosaaqi@l and narcissistic PDs,
BPD patients do not hide their fragmented self behind overaosatiag defences, and
thus their fragile child modes are more dominant. This observatiigint help clinicians

to better distinguish the defensive modes of BPD patients.

Considering the dissociative states of mind as a form fofmnulated, chaotic and split
off part of the experience as suggested by Stern (1997), thargreat need for BPD
patients to understand these undiscovered parts of their ipadieints adequately attend
to their unformulated experiences, they will have more oppatytaai formulate and

organize them (Howell, 2005). Highlighting the constitutive poafelanguage, Stern
(1997) believed that formulating an experience is an act ofianeaterbal-reflective

understandings and meaning come from the free flow of imaginattthaughts. Stern
asserted that awareness is practicing the skill of isgetiut and interpreting these
experiences in reflective consciousness (Howell, 2005). Orfeeddiins of the therapy
for BPD patients could be verbalizing and making sense of itht@lnited, unknown,

chaotic and unformulated experiences, which were dissociatedaivareness.
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Psychological trauma can be defined as a peculiar and shogkiegemce that exceeds
the threshold for cognitive processing. It begins to dominatethé with unmodulated
emotions that threaten the organizing structure of self-cah¢Bromberg, 2003). The
pressure of these horror emotions could be reduced when a newptpetcreality is
created” between the therapist and patient that transfdhma narrative structure
maintaining the dissociation (Bromberg, 2003, p. 689). Making the uses of the
interpersonal context, the therapist can help the patietedome familiar with and
regulate their own unintegrated emotions, especially in taesses of the memory which
were cut-off as a result of traumatic experiences. uli{1953, p. 314) named the
dissociated and unconscious personification of the self as “notSubécter (1973, pp.
17-39) explained that when an infant encounters a strangeyapxiebking experience
of trauma, his/her sense of continuity of being might be distlurTo overcome the
ongoing mental disorganization, the infant freezes (a detbeeireaction to trauma),
ending up in what Schecter named the “dys-recognition of me-aessits sense of
continuity (Schecter, 1973, pp. 17-39). One of the goals ofghesato transform the
“not-me” experience of the self to a self-reflectivelf-expressive part of the self

(Bromberg, 2003).

The ramifications of the role of emotion dysregulation and hypigedion of endogenous

opioid system in response to stress are extensive for thaapérventions. Disruptions

in emotion regulation are obviously embedded in a relaticoatext. There should be a
shift from just a behaviourally oriented deconditioning of thertratic experience toward
“making more clinical use in the patient-therapist relatigmsof the enacted reviling and
processing of unsymbolized interpersonal patterns that originadg & life”

(Bromberg, 2003, p. 692).
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A model of dissociation based on insights from attachment themrgmmends a
psychotherapy for dissociative disorders where, in the firssgphariority is given to
achieving security in the relationships between patientfzrapist, or other significant

relationships. Trauma work is secondary to the first pHaedi( 2006).

The dissociated states of mind are generally re-enacteglational contexts and the
interpersonal focus is significant for dissociation theoiyw® understand, relationships
and reciprocal role patterns are internalized, the stage fersmultiple parts of the self
to appear in the context of the therapeutic relationship (Ho2@05). Ryle’s multiple
self-state model — premised on dissociated enactive pesceds one of the approaches
taught in treating BPD, by helping the patient to understandroruiate “un-thought”

by revealing the meaning of significant role relationshijmxell, 2005).

Fonagy (2000) suggested that BPD patients lack an actual comegeuwd some mental
states. They need to focus on thoughts and feelings of the®msend others. This
approach in therapy enhances the patient’'s propensity foctiefie In this way, the
patient will be able to view him/herself in the mind of therapist as a “thinking and
feeling being” (Fonagy, 2000, p. 1143). This representation efst#if has never
completely developed during childhood and was perhaps unrecognisedbiat
problematic interpersonal experience (Fonagy, 2000). Respeeflation in the mind
develops respect for self, others and the human communigythis respect that drives
the therapeutic endeavour (Fonagy, 2000). Mentalization-basatinéret might be
helpful in reducing the intensity of dissociation experiencednpulsive child and

detached protector modes.

There has been association between impulsiveness and diesotiamy study. The

observed link between impulsivity and emotion dysregulation éfoss al., 2013)
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suggests that treating emotion dysregulation might reduce the ivgméss and
dissociation. Emotion regulation training and mindfulnessitrgiwhich are increasingly
being incorporated into treatments of borderline patientsckBri & Labin, 2012;
Linehan, 1993; Roediger, 2012; van Vreeswijk & Broersen, 2012) dmuldelpful in
reducing impulsivity and dissociation (Fossati, Vigorelli Poiaffei, & Borroni,

2012).

Putnam (1997) argued that different mental states are fundanuemtgonents of
consciousness, behaviour and personality. Early developmental acguéthe control
and integration of these mental states could be traumgtitstlpted, leading to discrete
dissociated mental states and different contrasting sehse#f.dSelf-control helps the
infant to enter each mental or behavioural state volitionahg. kill of modulating and
regulating different behavioural states is acquired throughasirg the child’s attention
span and teaching him or her how people behave in certaiticsigiaAs control and
understanding of behavioural states have not developed in tiaedhehildren, they need
a relational context or a therapeutic relationship in whictxfgand their attention span
and orient their attention to their own behavioural state hedvays of regulating it.
Putnam (1997) recommended that reducing dissociative behavioutsidres and
adolescents could be achieved through a few important stratdgiéscilitating the
mastery of “self-modulation” of behavioural and emotional sta@¢dacilitating the
evolution of “metacognitive self-monitoring” and “integrative ftions”; 3) reducing the
separation between dysfunctional dissociative states byafthatically processing and

integrating compartmentalized affects and memories” (Pyth86v, p. 292).

Based on the cognitive theory of dissociation, dissociation is hgpiaied to function

throughout the information-processing system, which also includespérsonality
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structure level (Kennedy et al., 2004). This “failure tooagge that which is normally
associated” creates a dearth of normal links between reguwdes of functioning

(Kennedy et al., 2004, p. 41). The dissociation may both degelbmaintain personality
structures that seem adaptive in childhood; however, thegneeanaladaptive in
adulthood (Kennedy et al., 2004). The cost of such dissociativege®s may include a
lack of sense of self, mood changes and state-switchiBBhpatients (Kennedy et al.,
2004). Clinically, integration can be achieved by identifyamgl naming the various
modes, and the cognitive, behavioural, emotional and physiologlieadents within

them, and then applying techniques to help the patient to aaaeseness of several
modes at the same time, and thus achieve control over theswitde process (Kennedy

et al., 2004).

Having discussed the contribution of schema modes to dissociatius now turn to a
discussion of the extent of psychiatric comorbidity that existeséen BPD and other

disorders.

6.4. Comorbidity between BPD and DSM-IV axis-I and
axis-Il psychopathology

My results show that 90 percent of the BPD patients who s&eened proved to be
potential cases of MDD, GAD, and social phobia, in compatisarrate of just 5 percent
positive screen for MDD, and 26 and 40 percent positive scfeerGAD and social

phobia respectively in non-patients. Around 70 to 80 percent of@@Ents were also
positive on screens for PTSD, agoraphobia, and panic disorderse Tesults of axis-I

co-occurrences in my study were derived from a self-repoeeserg questionnaire
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(PDSQ), not diagnostic interviews. Thus, the percentages otaarence could be

reduced following a diagnostic interview.

BPD is normally associated with high rates of comorbid heed axis-ll disorders
(Grant et al., 2008; Lawrence, Allen, & Chanen, 2011; Skadll ,2005). For instance,
Grant et al. (2008) found that almost 85 percent of BPD patieet<riteria for one or
more 12-month axis-I disorder. Another study reported that 74 rges€gatients with
BPD met criteria for another lifetime axis-Il disordeefizenweger, Lane, Loranger, &
Kessler, 2007). Fabrega Jr, Ulrich, Pilkonis, and Mezzik39Z) demonstrated that
almost two-thirds of individuals diagnosed with BPD receivedoacurrent axis-I
diagnosis. In terms of axis-I disorders, MDD, substance midR$SD, other anxiety
disorders and eating disorders are all common in BPD individuat§idghan et al.,
2000; Oldham et al., 1995). Based on the studies done by Oldhan(l&0&), Zanarini
et al. (1998), McGlashan et al. (2000), 41-83 percent of BRBrp& reported a history
of having major depression, and the lifetime prevalence of odmmon axis | disorders
was 12-39 percent for dysthymia, 10-20 percent for bipolar, 64-6&mueior substance
abuse, 46-56 percent for PTSD, 23-47 percent for social phobi25 p@rcent for
obsessive-compulsive disorder, 31-48 percent for panic disorde29ab8 percent for

any forms of eating disorder (Lieb et al., 2004, p. 454).

Zimmerman and Mattia (1999) reported that 70 percent of th#lr utpatients had 3
or more axis-I diagnoses. Some 60 percent of their BPD sanwileriteria for MDD,
and 30 percent for panic disorder and agoraphobia. The high perceatagemorbid
axis-l disorders in my study are related to the use @eseng questionnaires and the
general pattern of high co-occurrences of axis-I disontglsBPD. The percentage of

BPD patients who screened positive for substance abuse wascgdtpa my study,
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which seems to be lower than general pattern found in BPBnp&tiwhich is around 65
percent. However, because my study focused on adolescentsudhdsubstance abuse
prevalence may be lower due to age. The high percentagesf SFSD, panic and
agoraphobia in my BPD sample is consistent with the resuligredfious studies,
considering the fact that the percentages found in my studxfeil disorders are not

results of diagnostic interviews.

The most prevalent comorbid PD traits found on screening in my stady traits of

paranoid, schizotypal, and avoidant PDs.

In terms of axis-1l disorders, Zanarini et al. (2004) haperted that avoidant, dependent
and paranoid PDs are the most prevalent diagnosed conditions-taturovith BPD.
Nurnberg et al. (1991)’s study found narcissistic and histrion@dawnt, dependent and
paranoid PDs were comorbid with BPD. Loas et al. (2013) and Mb&taet al. (2000)
reported BPD comorbidity with antisocial, avoidant, dependext paranoid traits in
adolescents. In contrast to the previous research, in my, 8y patients tend to have

more schizotypal and antisocial comorbid disorders.

In general, personality disorders are highly comorbid witln edlber. The majority of
patients diagnosed with one of the specific PDs were diagneglkdnore than one
(Zimmerman et al., 2005). This might be related to the problEntategorization of
personality disorders (Paris, 2008), which has led to tbemmmended shift to the

dimensional conceptualization in the measurement of persodedrders.

In addition, to explore the comorbidity that is based on the aated) classification and
cut-off scores, correlations between dimensional scoregi®fl @and Il disorders with
BPD general criteria were also explored. The results edetitorrelations showed that

five Axis-l disorders including Major Depressive Disorder, PTSObsessive
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Compulsive Disorder, General Anxiety Disorder and Drug Abuse a&seciated with
BPD general criteria (assessed by SCID-II interview)hie BPD group. This result is
similar to the results of axis-I comorbidity with BPD in thlsgudy in which major
depressive disorder, anxiety disorders and PTSD had the mostuwoence with BPD.
The Axis Il PDs (assessed by DIP-Q) which have the bigberrelations with BPD
criteria in the adolescent/youth BPD patients were NastissSchizotypal, Histrionic,
Antisocial, and Paranoid. Avoidant, OCPD and conduct disorders alerecorrelated
with BPD scores, but these correlations did not reach the isemik level. The
significant correlations showed that while narcissistic arsdribhic PDs were not
comorbid with BPD based on categorical assessments, they shaa@dations with
BPD in dimensional assessments. This finding underscoregttificance of attending
to the difference between PDs assessed dimensionally watsegmorically (Nakao et al.,
1992). These results also highlight that BPD scores inampke were associated with
both the odd and eccentric cluster and also the dramatic,cex@lotir erratic cluster of
personality disorders, which includes BPD as well. In cehtmprevious research (Loas
et al., 2013; Zanarini et al., 2004), the anxious cluster &f W8s not associated with
BPD in this sample.

While BPD patients showed less inclination to apply narcisstster-compensating
coping strategies of bully and attack and self-aggrandidiimgresult could still permit
that they might have other qualities of narcissistic anditimst PDs. The correlation
between narcissistic, histrionic and antisocial PDs with BP&bnsistent with Widiger
(2012)'s assertion that most PD comorbidity seems to occur wilihisame cluster. In
general, there seems to be excessive comorbidity betweBraB& other personality
disorders in this sample. This might be related to the D&IslAd section-1l of DSM-5’

approach, in which there were unclear boundaries and too muclapJmtween
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definitions of PDs. DSM-5's new model of personality disordeas been proposed
because of the excessive comorbidity among the DSV-IV PDdgligefi 2012).
Application of the DSM-5 proposed dimensional model of BPD faréuresearch might
be helpful to achieve a more valid and reliable diagnosis.

Another explanation for the presence of high comorbidity in thigogEamight be the
diffuse nature of psychopathology among youth with BPD (Becketp,(Gtdell, &
McGlashan, 2000; Becker et al., 1999). Based on previous stadi@sader range of
comorbidity such as a greater number of between-cluster bdadii@s and a higher
heterogeneity are expected in adolescents with BPD than its adtil BPD (Michonski,
2014; Sharp & tackett, 2014).

Sometimes, the overlap between personality disordersavi# clinical implications; for
example, the co-occurrence of BPD and ASPD is always atimegorognostic factor

(Kernberg & Yeomans, 2013) and makes the treatment of BR2féective (Paris, 2008).

An axis-I condition with the highest prevalence in the non-patientp was social phobia
in my study. Some 40 percent of non-patients showed symptomsalfguzbia. Social

phobia is a mostly “unrecognized” anxiety disorder, with its maxn onset in

adolescence, especially between 11 and 17 years of age, (RaGieca, Kaltiala-Heino,
& Marttunen, 2016, p. 665; Ruscio et al., 2008; Wittchen & Fe2003). Based on the
DSM-5 definition, persons with social phobia experience intenf@ars of appearing
embarrassed or anxious in public. These fears often end upemexavoidance of social
interactions (Ranta et al., 2016). The important clinical icagilbn of this result is to
recommend that social phobia could be screened for to ackdelerecognition of its

symptoms in adolescents and young adults; in this way, prog@misegin to address

this condition to prevent the subsequent social and educationatnmepés.
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Before concluding, let me address some limitations of my study

6.5. Limitations of the study and Recommendations for
future research

Several limitations of my study should be acknowledged. Asaimple included patients
already diagnosed with BPD, my study was not able to detenwtiether the patterns of
maladaptive schema modes described predated the onset abrBiA®e alternatively

derived from the disorder itself.

Because subjects were financially incentivised in a swayl following completion of
their questionnaires, a question could arise as to whetlarddtes biased recruitment?
This issue has been studied by Martinez-Ebers (1997) and Smayétulka (2002). The
authors show clear benefit for retention of subjects in tidysind this benefit is seem

to outweigh the limitation that the cohort might be biased.

Another limitation is that my study did not include patientthvather PDs. Therefore,
comparing schema modes between different PDs and comparimgnpattith the

determination of the specific schema modes in the BPBrmiativas not possible.

The present study only applied self-report measures to asbessamodes. Obviously,
behavioural, physiological or observational assessment should bendieré studies

to more fully validate the concept.

Due to time constrains and relatively small number of pRients in the population, the
number of BPD patients included in this study was limited. Taakar limitation of this

study is the small sample. The recruitment of borderlinemtatin clinical settings is a
time-consuming process, and an extended time frame is redoiiregtruiting a greater

number of patients. The small sample size meant that ghesston analysis could not

230



provide more reliable predictions and also precluded more comprehemsigrstanding
of dissociative states of the mind in terms of schemaesdt¥hile this study has opened
up avenues for future research and raised possibilities in t#rthe schema mode -
dissociation relationship, there is still significant scope foture studies. One
recommendation is that this study be replicated with agreamber of BPD patients.
Future studies could apply a measure of dissociation that ess#ss different
manifestations of structural dissociation in order to provédemore sophisticated

understanding of schema mode - dissociation relationships.

The information on the axis-I and axis-Il comorbid psychopatholayy assessed based
on self-report screening measures. Future studies would negttltde structural
interviews for assessment of comorbid psychopathology. Thet effether PDs on my
correlation and regression analysis did not partial out. Wais because the main
emphasis of the project was on psychological constructttieehorderline personality
structure) rather than diagnoses of psychiatric disordessstdtommended to control for

the effects of other PDs in future studies.

The small number of males in both groups made it impossibdesgsess any impact of

gender on schema modes; future research should test for anilprotwaelation.

As the mode conceptualization of personality disorderstdiren development, different
additional modes have been proposed which are more connected MtivDBuster C

personality disorders (Bamelis et al., 2011). The inclusiontleér additional modes
might be helpful in studying the specificity of schema moftesBPD and other

personality disorders.

As the study involved a cross-sectional design, the associédiams in my study do not

imply any casual relationships. Clearly, future reseapgtyang longitudinal designs is
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required in order to study the predictive value of schema saadegitudinal studies are
needed to assess the recovery process of schema modes reatimgt. It would also
help to have a better understanding of schema modes antutiwgions over the course
of the disorder. The high association between dissociatidraaoping strategy called
detached protector mode was confirmed in my study. This Iidsat relevance to

therapists who need to overcome the detached defensiveggteatd dissociation to

improve the attentional span and integrative capacitiB$of patients.

Future studies will hopefully clarify other clinical and diagimosneanings of schema
modes in relation to dissociation to improve therapeutic outcomtese is a lack of
adequate psychological models of dissociation that would faeilietter understanding
of such symptoms (Kennedy et al., 2004). Schema mode theorytsvimphasis on
dissociation could be helpful in understanding the psychological pheoassociated

with dissociation.

The association between the detached protector and impulsike mbdes with
dissociation needs further exploration. For instance, what tygliesfciative symptori%
are linked with each schema mode? Is the high leveksbdiation experienced in these
modes related to “between-modes dissociation” or “withadendissociatior?*? These

guestions can be studied in the future research.

6.6. Conclusion

The results of this study show the prominent schema modes fouBED patients in

comparison to non-patients in an adolescent/youth population. Thisagalgupports

33 For example amnesia, depersonalization, dereialisatosttraumatic flashbacks, dissociative intosi
like hearing voices and other symptoms (Korzekwal.e2009).

34 Between-modes and within-mode dissociations afiaatkin chapter 3.
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the schema mode model of BPD proposed by (Young et al. (2003)) girdis the
association between dissociation and maladaptive schema modbe borderline
personality structure. The study found that the highest degrdessociation in BPD
patients could be explained by the detached protector mode patsive child modes.
Clinically these modes could seriously damage the therapelditonship and need to
be considered as the primary targets of treatment for toeel@atients. Identification
and integration of dissociated schema modes could be a sagnificerapeutic goal for
persons diagnosed with BPD. Overall, the assessment of dyshalcsichema modes

will be a precious addition to clinical assessment.
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Chapter 8. Appendices
8.1. Ethics Approval

Research Directorale
Monash Health Postal address:
Monash Medical Gentre ~ Locked Bag 29

MonaShHealth 248 Clayton Road Claytor! South Vic 3169
Clayton Victoria 3168 Australia
Australia

25 March 2014

Mrs Hoda Lagha Barazandeh

Psychology and Psychiatry

Faculty of Medicine, Nursing and Health Sciences.
Building P Block, Level 3, Monash Medical Centre
246 Clayton Rd, Clayton, VIC 3168, Australia

Dear Mrs Barazandeh
Study title: Schema Modes and Dissociation in Borderline Personality

Disorder/Trait in Adolescents
Monash Health HREC Ref: 14037B

The Meonash Health HREC B reviewed the above application at the meeting held on 20
February 2014 In addition, the HREC is satisfied that the responses to our correspondence
of 26 February 2014 have been sufficiently addressed.

The HREC approved the above application on the basis of the Information provided in the
application form, protocol and supporting documentation.

“This reviewing HREC is accredited by the Consultative Council for Human Research Ethics
under the single ethical review system.

Approval
The HREC and Site Specific Autherisation approval is from 25 March 2014.

Approval Is given in accordance with the research conforming to the National Health and
Medical Research Council Act 1992 and the National Statement on Ethical Conduct in
Human Research (2007). The HREC has ethically approved this research according to the
Memorandum of Understanding between the Consultative Councll and the participating
organisations conducting the research.

Approval is given for this research project to be conducted at the following sites and
campuses:
s Monash Health, Monash Medical Centre Clayton

You must comply with the following conditions:

The Chief Principal Investigator is required to notify the Research Directorate, Monash Health
of the following:

1, Any change In protocol and the reason for that change together with an indication of
ethical implications (if any)

2. Serious or unexpected adverse effects of project on subjects and steps taken to deal
with them

3. Any unforeseen events that might affect continued ethical acceptability of the
project

4. Any expiry of the Iinsurance coverage provided in respect of sponsored trials
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5. Discontinuation of the project before the expected date of completion, giving
reasons

6, Any change in personnel involved in the research project including any study
member resigning from Menash Health &/or the study team.

At the conclusion of the project or every twelve months if the project continues, the
Principal Investigator is required to complete and forward an annual report to the
Committee.

Annual report forms will be forwarded to the researcher.

Approved documents

Documents reviewed and approved at the meating were:

SRR R \Date
Participant Information and Consent Form (Group 1) 3 24 March 2014
Participant Information and Consent Form (Group 2) 3 24 March 2014

If iou should have ani iueries about ic}ur iroiect ilease contact Deborah Dell or Julie

The HREC wishes you and your colleagues every success In your research.

Yours sincerely

Dr James Doery
Acting Chair, HREC A

Cc: MUHREC

Checklist: Post-ethics approval requirements that must be met before a research project
can commence at a study site.

Requirements Yes/No/NA
Clinical Trial Research Agreement N/A

The PI must forward a fully executed copy of the agreement to the Research
Directorate.

Indemnity N/A
The PI must forward a fully executed copy of the indemnity to the Research
Directorate.

CTN notification N/A
The PI must sign the CTN and forward to the RGC so the authority approving the
_conduct of the trial, at that site, can complete and sign.

Radiation N/A
If applicable, the RGO must contact the Medical Physicist to notify DHS, Radiation
Safety Section to list the project on the Institute’s licence.,
Other Commonwealth statutory requirements N/A
Ensure compliance with the following e.g. Office of the Gene Technology Regulator,
NHMRC Licensing Committee, NHMRC Cellular Therapies Advisory Committee.
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8.2. Information and Consent Form for Patients

% MONASH University MonashHealth

Participant Information Sheet/Consent Form
Health/Social Science Research

PARTICIPANT GROUP 1 - SINGLE MEASURE

Monash Health

Title Schema Modes in Adolescents and Young Adults
Short Title
Project Sponsor Monash University

Coordinating Principal Investigator/ Hoda Barazandeh

Principal Investigator

supervisors Professor David Kissane
Dr Michael Gordon

Location Monash Health
Part 1 What does my participation involve?
1 Introduction

You are invited to take part in this research project, which is called the Schema Modes in
adolescence. Schema modes are the patterns of thinking, feeling and behaving that are seen in
people

You have been invited to participate because you access Children and Adolescent Service at
Monash Health.

The study is being led by Hoda Barazandeh and is being undertaken as part of her PhD.

This Participant Information Sheet/Consent Form tells you about the research project. It
explains the processes involved with taking part. Knowing what is involved will help you decide
if you want to take part in the research.

Please read this information carefully. Ask questions about anything that you don't understand
or want to know more about. Before deciding whether or not to take part, you might want to talk
about it with a relative, friend or local health worker.

Participation in this research is voluntary. If you don't wish to take part, you don't have to.

If you decide you want to take part in the research project, you will be asked to sign a consent
form. By signing it you are telling us that you:

» Understand what you have read

+ Consent to take part in the research project

+ Consent to be involved in the research described

» Consent to the use of your personal and health information as described.

You will be given a copy of this Participant Information and Consent Form to keep.

Master Participant Information Sheet/Consent Form 30/07/2014 Page 1 0of 9
Local governance version (Site Pl use only)
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2 What is the purpose of this research?

A schema mode is "an organized pattern of thinking, feeling and behaving that are seen in

eople.

. The aim of this research is to examine ways of thinking; feeling and behaving in
adolescents and young adults aged 11 to 25 receiving care in Child and Adolescent
Mental Health services.

The exploration of the patterns of thinking, feeling and behaving in youth will be helpful
in preventing mental health issues and will also lead to effective mental health services
in future.

3 What does participation in this research involve?

You may be invited to take part in this study if you are an adolescent aged between 11 and 25
receiving children and adolescent services in Dandenong and also you are considered capable
enough to understand and complete the questionnaires. If you decide you want to take part in
the research project you will be invited to sign a consent form and if you are under 18 years old
your parent consent will be sought too,

Participation in this project will involve in a 15 minutes interview and completing 4 pencil and
paper questionnaires. The questionnaire includes a number of items that ask about your
physical and psychological symptoms and your patterns of thinking, feeling and behaving. The
information in the questionnaire will enable us to improve the way we understand and measure
these patterns to develop mental health services for youth.

The questionnaire will take approximately 75 minutes to complete. The questionnaire only
needs to be completed once. The questionnaire can be completed at a time that is convenient
to you. There are no follow-up questionnaires. If at any point during the completion of the
questionnaire you feel too tired to continue, you are welcome to withdraw from the study or ask
the investigator to help you complete it.

The research team will also review your medical record to obtain further details about you,
including basic personal information like your contact details, age and sex, and medical
information about your illness and its treatment.

There are no costs associated with participating in this research project, and you will be given
$40 for your time in participating in this project”. A Coles Gift Card for $20 plus $20
cash.

The researchers will monitor and review the progress of the research. This research project has
been designed to make sure the researchers interpret the results in a fair and appropriate way
and avoids study doctors or participants jumping to conclusions.

4 Other relevant information about the research project

A total of 80 individuals will participate in this research project from Children and Adolescent
Mental Health Services in Dandenong and from other sites. The project, therefore, has a
number of researchers working in collaboration from Monash University.

This research has been initiated by Hoda Barazandeh and is being supervised by Professor
David Kissane and Michael Gordon and is being conducted by Monash University.

The results of this research will form a thesis to be written by Hoda Barazandeh to obtain her
Doctor of Philosophy.

Master Participant Information Sheet/Consent Form 30/07/2014 Page 2 of
9

Local governance version (Site PI use only)
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5 Do | have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do not
have to. If you decide to take part and later change your mind, you are free to withdraw from the
project at any stage.

If you do decide to take part, you will be given this Participant Information and Consent Form to
sign and you will be given a copy to keep.

Your decision whether to take part or not to take part, or to take part and then withdraw, will not
affect your medical care, your relationship with professional staff or your relationship with
Monash Health.

6 What are the possible benefits of taking part?

We cannot guarantee or promise that you will receive any benefits other than a Coles Gift Card
for $ 20 plus $ 20 cash from this research. However, your participation will help to improve
mental health services. This may improve our care of adolescents and young adults in the
future.

7 What are the possible risks and disadvantages of taking part?

The risk of physical stress or discomfort is unlikely. It is, however, possible that you may tire
during data collection. If you feel you are tiring during the completion of the questionnaire but
wish to complete it, the researcher will be willing to assist you. This may involve the researcher
reading the questions aloud, along with the possible responses of the scale, and you answering
verbally which response is most appropriate to you.

A possible psychological risk of participating in this research is feeling distressed as a result of
completing the questionnaire. You may feel that some of the questions we ask are stressful or
upsetting. If you do not wish to answer a question, you may skip it and go to the next question,
or you may stop immediately.

If your responses to the questions indicate that you may be at risk of harm the research team
will advise your usual care team to ensure you receive support as appropriate.

If you become upset or distressed as a result of your participation in the research project, the
research team will be able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by qualified staff.

8 What if | withdraw from this research project?

If you do consent to participate, you may withdraw at any time. If you decide to withdraw from
the project, please notify the investigator before you withdraw. If you do withdraw, you will be
asked to complete and sign a 'Withdrawal of Consent' form; this will be provided to you by the
investigator.

If you decide to leave the research project, the researchers will not collect additional personal
information from you, although personal information already collected will be retained to ensure
that the results of the research project can be measured properly and to comply with law. You
should be aware that information collected up to the time you withdraw will form part of the
research project results. If you do not want your information to be included, you must tell the
researchers when you withdraw from the research project.

Master Participant Information Sheet/Consent Form 30/07/12014 Page 3 of
9

Local governance version (Site Pl use only)
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9 Could this research project be stopped unexpectedly?

We do not expect that the project will be stopped unexpectedly.

10 What happens when the research project ends?
When the research project ends in 2016, the results of the findings will be circulated among the

research and clinical community. The findings will be published in international scholarly
journals and presented at meetings nationally and internationally.

A summary of the results can be sent to you if you wish. If you would like to receive a copy of
the results, please contact Hoda # (Monash Medical Centre)

Master Participant Information Sheet/Consent Form 30/07/2014 Page 4 of
9

Local governance version (Site PI use only)

259



Part 2 How is the research project being conducted?
1 What will happen to information about me?

By signing the consent form you consent to the research team collecting and using personal
information about you for the research project.

Any information obtained in connection with this research project that can identify you will
remain confidential. The information we collect will be re-identifiable. This means that any
identifying details will be removed and replaced by a unique code, though it is possible to re-
identify a specific individual by using the code and linking different data sets. Access to
identifiable information will be restricted to researchers working directly on the project.

Information will de-identified and stored in locked filing cabinets or on password protected
computers at Monash Medical Centre for a period of seven years. After seven years hard copies
of the information will be destroyed and electronic copies will be deleted.

Your information will only be used for the purpose of this research project and it will only be
disclosed with your permission, except as required by law.

The personal information that the research team collect and use include your responses to the
questionnaires. Information about you will also be obtained from your health records (socio-
demographic information and symptoms) held at this and other health organisations for the
purpose of this research. By signing the consent form you agree to the research team accessing
health records if they are relevant to your participation in this research project.

Your health records and any information obtained during the research project are subject to
inspection (for the purpose of verifying the procedures and the data) by the relevant authorities
and authorised representatives, the institutions relevant to this Participant Information Sheet,
Monash University, Monash Health or as required by law. By signing the Consent Form, you
authorise release of, or access to, this confidential information to the relevant research
personnel and regulatory authorities as noted.

It is anticipated that the results of this research project will be published and presented in a
variety of forums, including journals and a thesis. In any publication or presentation, information
will be provided in such a way that you cannot be identified, except with your express
permission. Results will be published or presented at a group level and any information obtained
in connection with this research project that can identify you will remain confidential.

In accordance with relevant Australian and/or Victorian privacy and other relevant laws, you
have the right to request access to the information about you that is collected and stored by the
research team. You also have the right to request that any information with which you disagree
be corrected. Please inform the research team member named at the end of this document if
you would like to access your information.

Any information obtained for the purpose of this research project that can identify you will be
treated as confidential and securely stored. It will be disclosed only with your permission, or as
required by law.

12 Complaints and compensation

If you suffer any distress or psychological injury as a result of this research project, you should

contact the research team as soon as possible. You will be assisted with arranging appropriate
treatment and support. Any counselling or support will be provided by qualified staff.

Master Participant Information Sheet/Consent Form 30/07/12014 Page 5 of
9

Local governance version (Site Pl use only)
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13 Who is organising and funding the research?
This research is being conducted by Monash University in collaboration with Monash Health.
No member of the research team will receive a personal financial benefit from your involvement
in this research project (other than their ordinary wages).
14 Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of people called
a Human Research Ethics Committee (HREC). The ethical aspects of this research project have
been approved by the HREC of Monash Health.
This project will be carried out according to the National Statement on Ethical Conduct in
Human Research (2007). This statement has been developed to protect the interests of people
who agree to participate in human research studies.
15 Further information and who to contact
The person you may need to contact will depend on the nature of your query. If you want any
further information concerning this project or if you have any problems which may be related to
your involvement in the project, you can contact Hoda on_Monash
Medical Centre)
Your treating team may need to have access to the information you have given to the
researcher, | f you do not these information to be shared with your current treating team, please
inform the researcher.

Research contact person (main investigator)

Name Hoda Barazandeh

Position
Email

Main Supervisor

Name Professor David Kissane

Phone Number

Master Participant Information Sheet/Consent Form 30/07/2014 Page 6 of
9

Local governance version (Site Pl use only)
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For matters relating to research at the site at which you are participating, the details of the local
site complaints person are:

Complaints contact person

Name Ms Deborah Dell
Position Manager, Human Research Ethics
Telephone

Email

If you have any complaints about any aspect of the project, the way it is being conducted or any
questions about being a research participant in general, then you may contact:

Reviewing HREC approving this research and HREC Executive Officer details

Reviewing HREC name Monash Health
Manager, Human Research | Ms Deborah Dell
Ethics
Telephone
Email
Master Participant Information Sheet/Consent Form 30/07/12014 Page 7 of

9
Local governance version (Site Pl use only)
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% MONASH University MonashHealth

PARTICIPANT COPY

Consent Form - participant providing own consent

PARTICIPANT GROUP 1 - SINGLE MEASURE

Title Schema Modes in Adolescents and Young Adults
Short Title
Project Sponsor Monash University

Coordinating Principal Investigator/ Hoda Barazandeh
Principal Investigator

Supervisors Professor David Kissane
Dr Michael Gordon

Location Monash Health

Declaration by Participant

| have read the Participant Information Sheet.
| understand the purposes, procedures and risks of the research described in the project.
| have had an opportunity to ask questions and | am satisfied with the answers | have received.

| freely agree to participate in this research project as described and understand that | am free
to withdraw at any time during the project without affecting my future care.

| understand that | will be given a signed copy of this document to keep.

Name of Participant (please print)

Signature Date

Declaration by Researcher!

| have given a verbal explanation of the research project, its procedures and risks and | believe
that the participant has understood that explanation.

Name of Researcher' (please print)

Signature Date

" An appropriately qualified member of the research team must provide the explanation of, and information
concerning, the research project.

Note: All parties signing the consent section must date their own signature.

Master Participant Information Sheet/Consent Form 30/07/2014 Page 8 of
9

Local governance version (Site PT use only)
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% MONASH University MonashHealth

RESEARCH COPY

Consent FOrm - parent or guardian providing consent for participation of the child

PARTICIPANT GROUP 1 - SINGLE MEASURE

Title
Short Title Schema Modes in Adolescents and Young Adults
Project Sponsor Monash University

Coordinating Principal Investigator/ Hoda Barazandeh
Principal Investigator

Supervisors Professor David Kissane
Dr Michael Gordon

Location Monash Health

Declaration by Parent or Guardian

| have read the Participant Information Sheet.

| understand the purposes, procedures and risks of the research described in the project.

| have had an opportunity to ask questions and | am satisfied with the answers | have received.

| freely agree to permit my child to participate in this research project as described and
understand that he/she is free to withdraw at any time during the project without affecting his/her
future care.

| understand that | will be given a signed copy of this document to keep.

Name of Parent or Guardian

Signature Date

Declaration by Researcher!

| have given a verbal explanation of the research project, its procedures and risks and | believe
that the participant’s parent has understood that explanation.

Name of Researcher’ (please print)

Signature Date

T An appropriately qualified member of the research team must provide the explanation of, and information
concerning, the research project.

Note: All parties signing the consent section must date their own signature.

Master Participant Information Sheet/Consent Form 30/07/2014 Page 9 of
9

Local governance version (Site PT use only)
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8.3. Information and Consent Form for Non-patient

% MONASH University MonashHealth

Participant Information Sheet/Consent Form
Health/Social Science Research

PARTICIPANT GROUP 1 - SINGLE MEASURE

Monash Health

Title Schema Modes in Adolescents and Young Adults
Short Title
Project Sponsor Monash University

Coordinating Principal Investigator/ Hoda Barazandeh

Principal Investigator

supervisors Professor David Kissane
Dr Michael Gordon

Location Monash Health
Part 1 What does my participation involve?
1 Introduction

You are invited to take part in this research project, which is called the Schema Modes in
adolescence. Schema modes are the patterns of thinking, feeling and behaving that are seen in
people

You have been invited to participate because you access Children and Adolescent Service at
Monash Health.

The study is being led by Hoda Barazandeh and is being undertaken as part of her PhD.

This Participant Information Sheet/Consent Form tells you about the research project. It
explains the processes involved with taking part. Knowing what is involved will help you decide
if you want to take part in the research.

Please read this information carefully. Ask questions about anything that you don't understand
or want to know more about. Before deciding whether or not to take part, you might want to talk
about it with a relative, friend or local health worker.

Participation in this research is voluntary. If you don't wish to take part, you don't have to.

If you decide you want to take part in the research project, you will be asked to sign a consent
form. By signing it you are telling us that you:

» Understand what you have read

+ Consent to take part in the research project

+ Consent to be involved in the research described

» Consent to the use of your personal and health information as described.

You will be given a copy of this Participant Information and Consent Form to keep.

Master Participant Information Sheet/Consent Form 30/07/2014 Page 1 0of 9
Local governance version (Site Pl use only)
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2 What is the purpose of this research?

A schema mode is "an organized pattern of thinking, feeling and behaving that are seen in

eople.

. The aim of this research is to examine ways of thinking; feeling and behaving in
adolescents and young adults aged 11 to 25 receiving care in Child and Adolescent
Mental Health services.

The exploration of the patterns of thinking, feeling and behaving in youth will be helpful
in preventing mental health issues and will also lead to effective mental health services
in future.

3 What does participation in this research involve?

You may be invited to take part in this study if you are an adolescent aged between 11 and 25
receiving children and adolescent services in Dandenong and also you are considered capable
enough to understand and complete the questionnaires. If you decide you want to take part in
the research project you will be invited to sign a consent form and if you are under 18 years old
your parent consent will be sought too,

Participation in this project will involve in a 15 minutes interview and completing 4 pencil and
paper questionnaires. The questionnaire includes a number of items that ask about your
physical and psychological symptoms and your patterns of thinking, feeling and behaving. The
information in the questionnaire will enable us to improve the way we understand and measure
these patterns to develop mental health services for youth.

The questionnaire will take approximately 75 minutes to complete. The questionnaire only
needs to be completed once. The questionnaire can be completed at a time that is convenient
to you. There are no follow-up questionnaires. If at any point during the completion of the
questionnaire you feel too tired to continue, you are welcome to withdraw from the study or ask
the investigator to help you complete it.

The research team will also review your medical record to obtain further details about you,
including basic personal information like your contact details, age and sex, and medical
information about your illness and its treatment.

There are no costs associated with participating in this research project, and you will be given
$40 for your time in participating in this project”. A Coles Gift Card for $20 plus $20
cash.

The researchers will monitor and review the progress of the research. This research project has
been designed to make sure the researchers interpret the results in a fair and appropriate way
and avoids study doctors or participants jumping to conclusions.

4 Other relevant information about the research project

A total of 80 individuals will participate in this research project from Children and Adolescent
Mental Health Services in Dandenong and from other sites. The project, therefore, has a
number of researchers working in collaboration from Monash University.

This research has been initiated by Hoda Barazandeh and is being supervised by Professor
David Kissane and Michael Gordon and is being conducted by Monash University.

The results of this research will form a thesis to be written by Hoda Barazandeh to obtain her
Doctor of Philosophy.

Master Participant Information Sheet/Consent Form 30/07/12014 Page 2 of
9

Local governance version (Site Pl use only)
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5 Do | have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do not
have to. If you decide to take part and later change your mind, you are free to withdraw from the

project at any stage.

If you do decide to take part, you will be given this Participant Information and Consent Form to
sign and you will be given a copy to keep.

Your decision whether to take part or not to take part, or to take part and then withdraw, will not
affect your medical care, your relationship with professional staff or your relationship with
Monash Health.

6 What are the possible benefits of taking part?

We cannot guarantee or promise that you will receive any benefits other than a Coles Gift Card
for $ 20 plus $ 20 cash from this research. However, your participation will help to improve
mental health services. This may improve our care of adolescents and young adults in the
future.

7 What are the possible risks and disadvantages of taking part?

The risk of physical stress or discomfort is unlikely. It is, however, possible that you may tire
during data collection. If you feel you are tiring during the completion of the questionnaire but
wish to complete it, the researcher will be willing to assist you. This may involve the researcher
reading the questions aloud, along with the possible responses of the scale, and you answering
verbally which response is most appropriate to you.

A possible psychological risk of participating in this research is feeling distressed as a result of
completing the questionnaire. You may feel that some of the questions we ask are stressful or
upsetting. If you do not wish to answer a question, you may skip it and go to the next question,
or you may stop immediately.

If your responses to the questions indicate that you may be at risk of harm the research team
will advise your usual care team to ensure you receive support as appropriate.

If you become upset or distressed as a result of your participation in the research project, the
research team will be able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by qualified staff.

8 What if | withdraw from this research project?

If you do consent to participate, you may withdraw at any time. If you decide to withdraw from
the project, please notify the investigator before you withdraw. If you do withdraw, you will be
asked to complete and sign a ‘Withdrawal of Consent’ form; this will be provided to you by the
investigator.

If you decide to leave the research project, the researchers will not collect additional personal
information from you, although personal information already collected will be retained to ensure
that the results of the research project can be measured properly and to comply with law. You
should be aware that information collected up to the time you withdraw will form part of the
research project results. If you do not want your information to be included, you must tell the
researchers when you withdraw from the research project.

Master Participant Information Sheet/Consent Form 30/07/12014 Page 3 of
9

Local governance version (Site PI use only)
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9 Could this research project be stopped unexpectedly?

We do not expect that the project will be stopped unexpectedly.

10 What happens when the research project ends?

When the research project ends in 2016, the resuits of the findings will be circulated among the
research and clinical community. The findings will be published in international scholarly
journals and presented at meetings nationally and internationally.

A summary of the results can be sent to you if you wish. If you would like to receive a copy of
the results, please contact Hoda ‘ (Monash Medical Centre)

Master Participant Information Sheet/Consent Form 30/07/12014 Page 4 of
9

Local governance version (Site PI use only)
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Part 2 How is the research project being conducted?
1 What will happen to information about me?

By signing the consent form you consent to the research team collecting and using personal
information about you for the research project.

Any information obtained in connection with this research project that can identify you will
remain confidential. The information we collect will be re-identifiable. This means that any
identifying details will be removed and replaced by a unique code, though it is possible to re-
identify a specific individual by using the code and linking different data sets. Access to
identifiable information will be restricted to researchers working directly on the project.

Information will de-identified and stored in locked filing cabinets or on password protected
computers at Monash Medical Centre for a period of seven years. After seven years hard copies
of the information will be destroyed and electronic copies will be deleted.

Your information will only be used for the purpose of this research project and it will only be
disclosed with your permission, except as required by law.

The personal information that the research team collect and use include your responses to the
questionnaires. Information about you will also be obtained from your health records (socio-
demographic information and symptoms) held at this and other health organisations for the
purpose of this research. By signing the consent form you agree to the research team accessing
health records if they are relevant to your participation in this research project.

Your health records and any information obtained during the research project are subject to
inspection (for the purpose of verifying the procedures and the data) by the relevant authorities
and authorised representatives, the institutions relevant to this Participant Information Sheet,
Monash University, Monash Health or as required by law. By signing the Consent Form, you
authorise release of, or access to, this confidential information to the relevant research
personnel and regulatory authorities as noted.

It is anticipated that the results of this research project will be published and presented in a
variety of forums, including journals and a thesis. In any publication or presentation, information
will be provided in such a way that you cannot be identified, except with your express
permission. Results will be published or presented at a group level and any information obtained
in connection with this research project that can identify you will remain confidential.

In accordance with relevant Australian and/or Victorian privacy and other relevant laws, you
have the right to request access to the information about you that is collected and stored by the
research team. You also have the right to request that any information with which you disagree
be corrected. Please inform the research team member named at the end of this document if
you would like to access your information.

Any information obtained for the purpose of this research project that can identify you will be
treated as confidential and securely stored. It will be disclosed only with your permission, or as
required by law.

12 Complaints and compensation

If you suffer any distress or psychological injury as a result of this research project, you should

contact the research team as soon as possible. You will be assisted with arranging appropriate
treatment and support. Any counselling or support will be provided by qualified staff.

Master Participant Information Sheet/Consent Form 30/07/12014 Page 5 of
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13 Who is organising and funding the research?
This research is being conducted by Monash University in collaboration with Monash Health.
No member of the research team will receive a personal financial benefit from your involvement
in this research project (other than their ordinary wages).
14 Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of people called
a Human Research Ethics Committee (HREC). The ethical aspects of this research project have
been approved by the HREC of Monash Health.
This project will be carried out according to the National Statement on Ethical Conduct in
Human Research (2007). This statement has been developed to protect the interests of people
who agree to participate in human research studies.
15 Further information and who to contact
The person you may need to contact will depend on the nature of your query. If you want any
further information concerning this project or if you have any problems which may be related to
your involvement in the project, you can contact Hoda on_(Monash
Medical Centre)
Your treating team may need to have access to the information you have given to the
researcher, | f you do not these information to be shared with your current treating team, please
inform the researcher.

Research contact person (main investigator)

Name Hoda Barazandeh

Position PhD student
Email

Main Supervisor

Name Professor David Kissane

Phone Number

Master Participant Information Sheet/Consent Form 30/07/12014 Page 6 of
9

Local governance version (Site Pl use only)
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For matters relating to research at the site at which you are participating, the details of the local
site complaints person are:

Complaints contact person

Name Ms Deborah Dell

Position Manager, Human Research Ethics
Telephone

Email

If you have any complaints about any aspect of the project, the way it is being conducted or any
questions about being a research participant in general, then you may contact:

Reviewing HREC approving this research and HREC Executive Officer details

Reviewing HREC name Monash Health

Manager, Human Research | Ms Deborah Dell

Ethics

Telephone

Email
Master Participant Information Sheet/Consent Form 30/07/2014 Page 7 of
9

Local governance version (Site PI use only)
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% MONASH University MonashHealth

PARTICIPANT COPY

Consent Form - participant providing own consent

PARTICIPANT GROUP 1 - SINGLE MEASURE

Title Schema Modes in Adolescents and Young Adults
Short Title
Project Sponsor Monash University

Coordinating Principal Investigator/ Hoda Barazandeh
Principal Investigator

Supervisors Professor David Kissane
Dr Michael Gordon

Location Monash Health

Declaration by Participant

| have read the Participant Information Sheet.
| understand the purposes, procedures and risks of the research described in the project.
| have had an opportunity to ask questions and | am satisfied with the answers | have received.

| freely agree to participate in this research project as described and understand that | am free
to withdraw at any time during the project without affecting my future care.

| understand that | will be given a signed copy of this document to keep.

Name of Participant (please print)

Signature Date

Declaration by Researcher’

| have given a verbal explanation of the research project, its procedures and risks and | believe
that the participant has understood that explanation.

Name of Researcher' (please print)

Signature Date

T An appropriately qualified member of the research team must provide the explanation of, and information
concerning, the research project.

Note: All parties signing the consent section must date their own signature.

Master Participant Information Sheet’/Consent Form 30/07/2014 Page 8 of
9

Local governance version (Site PT use only)
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3.4, Flyer \VlonashHealth

A study for adolescents and young adults aged 3te@eiving care at
Child and Adolescent Mental Health Service in Darudtey.

“The aim of the study is the explorationtbé patterns of thinking;
feeling and behaving in youth and the results wal helpful in

preventing mental health issues in youth aslbalso lead to effective
mental health services in future”.

“This study has been approved by the Monash Hedthman Research
Ethics Committee”

If you want to participate, you need to inform amhber of your
consultation team to be included in the study.

And then you will need to

 Be interviewed for 15 minutes

 Complete 4 Questionnaires for 45 minutes

» Appointment Place: Monash Medical Centre/ MentahldeService
in Dandenong

You will be given $40 for your time in
participating in this project. If you want to
participate and gain more information
about this research please contact Hoda
on: hlag2@student.monash.edu
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8.5. Questionnaires of the Study

8.5.1.

SCID-II BPD Screening Questionnaire

These Questions are about the kind of person you generallyaiis;thow you have
usually felt or behaved over the past several years.eCiv@s” if the question

completely or mostly applies to you, or circle “No” if it doeot apply to you. If you do

not understand a question or are not sue of the answer jtl&taek.

1- Have you often become frantic when you thought sleateone you really cared No | Yes
about was going to leave you?

2- Do your relationships with people you have reallyed about have lots of No | Yes
extreme ups and downs?

3- Have you all of the sudden changed your sense ofywh are and where you | No | Yes
are headed?

4- Does your sense of who you are often change dreatigfi No | Yes

5-  Are you different with different people or in difent situations, so that yc No | Yes
sometimes don’t know who you really are?

6- Have there been lots of sudden changes in yousgoaleer plans, religious No | Yes
beliefs, and so on?

7- Have you often done things impulsively? No | Yes

8- Have you tried to hurt or kill yourself or threaéshto do so? No | Yes

9- Have you ever cut, burned, or scayourself on purpost No | Yes

10- Do you have a lot of mood chang No | Yes

11- Do you often feel empty insid No | Yes

12- Do you often have temper outbursts or get so atigryyou lose control? No | Yes
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13- Do you hit people or throw things when you get afgr No | Yes

14- Do even little things get you very ang No | Yes

15- When you are under a lot of stress, do you getisiasis of other people or fe | No | Yes

especially spaced out?
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8.5.2. SCID-II Interview — BPD Section

SCID-lI BORDERLINE PERSONALITY DISORDER 29

BORDERLINE
BORDERLINE PERSONALITY
PERSONALITY DISORDER DISORDER CRITERIA

A pervasive pattern of instability of
interpersonal relationships, self-
image, and affects and marked impul-
sivity, beginning by early adulthood
and present in a variety of contexts,
as indicated by five (or more) of the
following:

90. You've said that you have [Have (1) frantic efforts to avoid real orimag- 71 9:8 112
youf often become frantic when ined abandonment (Note: Do not in-
you thought that someone you clude suicidal or self-mutilating be-
really cared about was going to  havior covered in item (5).)
leave you.

3 = several examples
What have you done?

(Have you threatened or pleaded . |
with him/her?)

91. You've said that [Do] your rela- (2) a pattern of unstable and intense ? 12 2 113 i
tionships with people you really  interpersonal relationships character- |
care about have lots of extreme ized by alternating between extremes
ups and downs. of idealization and devaluation

Tell me about them. 3 = either one prolonged relation- o
ship or several briefer relation- ‘J
(Were there times when you ships in which the alternating
thought they were everything you pattern occurs at least twice
wanted and ather times when you |
thought they were terrible? How |
many relationships were like

this?)

? = inadequate information 1= absent or false 2 = subthreshold 3 = threshold or true
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30 BORDERLINE PERSONALITY DISORDER SCID-ll

(3) identity disturbance: markedly £ 1 23 114
and persistently unstable self-image
or sense of self

92. You've said that you have [Have
you all of a sudden changed your
sense of who you are and where
you are headed.

[Note: Do not include normal ado-
lescent uncertainty.]

Give me some examples of this.

93. You've said that your sense of who
you are often changes [Loes your
sense of who you are gften change]
dramatically.

3 = acknowledges trait

Tell me more about that.

94. You've said that you are fAre you]
different with different people or
in different situations so that you
sometimes don’t know who you
really are.

Give me some examples of this,
(Do you feel thit /.., alot?)

95. You've said that there have been
[Have there been] lots of sudden
changes in your goals, career
plans, religious beliefs, and so on.

Tell me more about that. ~ _

96, You've said that you've [Have

you/-often done things impul- (4) impulsivity in at least two areas v 123 |us

sively. that are potentially self-damaging
(e.g., spending, sex, substance
What kinds of things? abuse, reckless driving, binge eat-
ing). (Note: Do not include suicidal
(How about . . . or self-mutilating behavior covered

. buying things you really initem (5).)

couldn’t afford?

80

. having sex with people you
hardly know, or “unsafe sex”?
... drinking too much or taking
drugs?

.. . driving recklessly?

? = inadequate information

1 = absent or false

3 = several examples indicating a
pattern or impulsive behavior (not
necessarily limited to examples
given above)

2 = subthreshold
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1o

98.

Juo.

fo1.

1D

IF YESTO ANY OF ABOVE:
Tell me about that. How often
does it happen? What kinds
of problems has it caused?

You've said that you have [Have
you] tried to hurt or kill your-
self or threatened to do so.

You've said that you have [Have
you ever] cut, burned, or
scratched yourself on purpose.

Tell me about that.

You've said that [Do] you have
a lot of sudden mood changes.

Tell me about that.

(How long do your “bad” moods
last? How often do these mood
changes happen? How sud-

denly do your moods change?)

You've said that /Do you often
feel empty inside.

Tell me more about this.
You’ve said that [Do/ you often
have temper outbursts or get so

angry that you lose control,

Tell me about this.

? = inadequate information

1= absent or false

(5) recurrent suicidal behavior, ges-
tures, or threats, or self-mutilating
behavior

3 = two or more events (when not
in a Major Depressive Episode)

(6) affective instabilitv due to a
marked reactivity of mood (e.g., in-
tense episodic dysphoria, irritahility,
or anxiely usually lasting a few hours
and only rarely more than a few days)

3 = acknowledges trait

(7) chronic feelings of emptiness

3 = acknowledges trait
(8) inappropriate; intense anger or
difficulty controlling anger (e.g., fre-
quent displays of temper, constant

anger, recurrent physical fights)

3 = acknowledges trait and at least
one example

2 = subthreshold

BORDERLINE PERSONALITY DISORDER

P12 3
71 2 3
z 12 3
?.1 2 3

3 =threshold or true ’ il

31

117 ‘

119
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e T e
32 BORDERLINE PERSONALITY DISORDER SCID-lI

102. You've said that [Do] you hit
people or throw things when you
get angry.

Tell me about this.
(Does this happen often?)

103. You’ve said that [Do] even little
things get you very angry.

When does this happen?
(Does this happen often?)

104. You've said that when you are (9) transient, stress-related paranoid 1 2 3 120
under a lot of stress, you [When ideation or severe dissociative symp-
you are under a lot of stress, do  toms
you] get suspicious of other
people or feel especially spaced 3 = several examples that do not

out. occur exclusively during a Psy-
chotic Disorder or a Mood Disor-
Tell me about that. der With Psychotic Features
AT LEAST FIVE ITEMS ARE 1 3 121
CODED “3” 4
BORDERLINE
PERSONALITY
DISORDER
? = inadequate information 1 = absent or false 2 = subthreshold 3 =threshold or true

82
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8.5.3. Schema Mode Inventory

How do you describe yourself?

INSTRUCTION: Listed below are statements that people might use to describe themselves. Please
rate each item based on how often you believe or feel each statement in general using the
frequency scale.

FREQUENCY: In general

1= Never or Almost Never 4= Frequently
2= Rarely 5= Most of the time
3= Occasionally 6= All of the time

Frequency In general...

1.1 demand respect by not letting other people push me around.

2. 1 feel loved and accepted.

. I deny myself pleasure because I don’t deserve it.

. Ifeel fundamentally inadequate, flawed, or defective.

. T have impulses to punish myself by hurting myself (e.g., cutting myself).

. Ifeel lost.

. I'm hard on myself.

3
4
5
6
7
8

.1 try very hard to please other people in order to avoid conflict, confrontation, or
rejection.

9.1 can’t forgive myself.

10. I do things to make myself the centre of attention.

11. I get irritated when people don’t do what I ask them to do.

12. I have trouble controlling my impulses.

13. If I can’t reach a goal, I become easily frustrated and give up.

14. I have rage outbursts.

15. I act impulsively or express emotions that get me into trouble or hurt other people.

Schema Modes in adolescents and young adults 1/2/2014 Page 1
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FREQUENCY: In general

1= Never or Almost Never 4= Frequently

2= Rarely
3= Occasionally

5= Most of the time
6= All of the time

EFrequency

In general...

16.

It’s my fault when something bad happens.

17.

I feel content and at ease.

18.

I change myself depending on the people I'm with, so they’ll like me or approve of me.

19.

I feel connected to other people.

20.

When there are problems, I try hard to solve them myself.

21

I don't discipline myself to complete routine or boring tasks.

22.

If I don’t fight, I will be abused or ignored.

23

. If you let other people mock or bully you, you're a loser.

2

=

. I physically attack people when I'm angry at them.

25.

Once I start to feel angry, I often don’t control it and lose my temper.

26.

It’s important for me to be Number One (e.g., the most popular, most successful, most

wealthy, most powerful).

217.

I feel indifferent about most things.

28.

I can solve problems rationally without letting my emotions overwhelm me.

29.

I won't settle for second best.

30.

Attacking is the best defense.

31

. I'feel cold and heartless toward other people.

32.

I feel detached (no contact with myself, my emotions or other people).

33.

I blindly follow my emotions.

34,

I feel desperate.

35.

I allow other people to criticize me or put me down.

36.

In relationships, I let the other person have the upper hand.

37.

I feel distant from other people.

38.

I act impulsively or express emotions that get me into trouble or hurt other people.

39.

I work or play sports intensively so that I don’t have to think about upsetting things.

Schema Modes in adolescents and young adults 1/2/2014 Page 2
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FREQUENCY: In general

1= Never or Almost Never 4= Frequently

2= Rarely
3= Occasionally

5= Most of the time
6= All of the time

Frequency

In general...

40. I'm angry that people are trying to take away my freedom or independence.

41. I feel nothing.

42. 1 do what I want to do, regardless of other people’s needs and feelings.

43. I don’t let myself relax or have fun until I've finished everything I'm supposed to do.

44. I throw things around when I'm angry.

45. I feel enraged toward other people.

46. I feel that I fit in with other people.

47. I have a lot of anger built up inside of me that I need to let out.

48. 1 feel lonely.

49. T like doing something exciting or soothing to avoid my feelings (e.g., working,
gambling, eating, shopping, sexual activities, watching TV).

50. Equality doesn’t exist, so it’s better to be superior to other people.

51. When I'm angry, I often lose control and threaten other peaple.

52. 1 let other people get their own way instead of expressing my own needs.

53. If someone is not with me, he or she is against me.

54. In order to be bothered less by my annoying thoughts or feelings, I make sure that I'm
always busy.

55. I'm a bad person if I get angry at other people.

56. I don’t want to get involved with people.

57. I feel that I have plenty of stability and security in my life.

58. I know when to express my emotions and when not to.

59. I'm angry with someone for leaving me alone or abandoning me.

60. I don't feel connected to other people.

61. I can’t bring myself to do things that I find unpleasant, even if I know it’s for my own
good.

62. I break rules and regret it later.

63. I feel humiliated.

64. I trust most other people.

65. Lact first and think later.

66. I get bored easily and lose interest in things.

67. Even if there are people around me, I feel lonely.

Schema Modes in adolescents and young adults 1/2/2014 Page3
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FREQUENCY: In general

1= Never or Almost Never 4= Frequently
2= Rarely 5= Most of the time
3= Occasionally 6= All of the time

Frequency | In general...

68. I don’t allow myself to do pleasurable things that other people do because I'm bad.

69. I assert what I need without going overboard.

70. T feel special and better than most other people.

71. I don’t care about anything; nothing matters to me.

72. It makes me angry when someone tells me how I should feel or behave.

73. If you don’t dominate other people, they will dominate you.

74. Isay what I feel, or do things impulsively, without thinking of the consequences.

75. I feel like telling people off for the way they have treated me.

76. I'm capable of taking care of myself.

77. I'm quite critical of other people.

78. I'm under constant pressure to achieve and get things done.

79. I'm trying not to make mistakes; otherwise, I'll get down on myself.

80. I deserve to be punished.

81. I can learn, grow, and change.

82. I want to distract myself from upsetting thoughts and feelings.

83. I'm angry at myself.

84. I feel flat.

85. I have to be the best in whatever I do.

86. I sacrifice pleasure, health, or happiness to meet my own standards.

87. I'm demanding of other people.

88. If I get angry, I can get so out of control that I injure other people.

89. I am invulnerable.

90. I'm a bad person.

91. I feel safe.

92. I feel listened to, understood, and validated.

93. It is impossible for me to control my impulses.

94. I destroy things when I'm angry.

95. By dominating other people, nothing can happen to you.

96. T act in a passive way, even when I don't like the way things are.

Schema Modes in adolescents and young adults 1/2/2014 Page 4
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FREQUENCY: In general

1= Never or Almost Never 4= Frequently

2= Rarely
3= Occasionally

5= Most of the time
6= All of the time

Frequency | In general...

97.

My anger gets out of control.

98.

I mock or bully other people.

99.

I feel like lashing out or hurting someone for what he/she did to me.

100
the

. I know that there is a ‘right’ and a ‘wrong’ way to do things; I try hard to do things
right way, or else I start criticizing myself.

101

. I often feel alone in the world.

102

. I feel weak and helpless.

103.

I'm lazy.

104.

I can put up with anything from people who are important to me.

105.

I've been cheated or treated unfairly.

106.

I feel left out or excluded.

107.

I belittle others.

108.

I feel optimistic.

109.

I feel I shouldn’t have to follow the same rules that other people do.

110.

I'm pushing myself to be more responsible than most other people.

of.

111.

I can stand up for myself when I feel unfairly criticized, abused, or taken advantage

112.

I don’t deserve sympathy when something bad happens to me.

113.

I feel that nobody loves me.

114.

I feel that I'm basically a good person.

115

. When necessary, I complete boring and routine tasks in order to accomplish things I

value.

116

. I feel spontaneous and playful.

117

. I can become so angry that I feel capable of killing someone.

118

. I'have a good sense of who I am and what I need to make myself happy.
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8.5.4. Wessex Dissociation Scale (WDS)

About your experiences:

This questionnaire asks about experiences that you may have in your daily life. Please indicate, by ticking one of the
boxes, how often you have experiences like these. It is important that your answers state how often you have these
experiences when you are not under the influence of alcohol or drugs.

Never | Rarely | Some- | Often | Very All the
times Cften | time

1 Unwanted images from my past come intomy | 0 1 2 3 4 5
head.

2 | hear voices when no-one has actually said 0 1 2 3 4 5
anything.

3 Other people describe meetings that we have | 0 1 2 3 4 5
had but that | cannot remember.

4 Unwanted memories come into my head. 0 1 2 3 4 5

5 My personality is very different in different 0 1 2 3 4 5
situations.

6 My mood can change very rapidly. 0 1 2 3 4 5

F3 | have vivid and realistic nightmares 0 1 2 3 4 5

8 | don’t always remember what people have 0 1 2 3 4 5
said to me.

9 | feel physical pain, but it does not seem to 0 1 2 3 4 5
bother me as much as other people.

10 | I'smell things that are not actually there. 0 1 2 3 4 5

11 | | remember bits of past experiences, but 0 1 2 3 4 5
cannot fit them together

12 | I have arguments with myself 0 1 2 3 4 5

13 | | do not seem to be as upset by things as | 0 1 2 3 4 5
should be

14 | | act without thinking 0 1 2 3 4 5

15 | I do not really seem to get angry 0 1 2 3 4 5

16 | ljust feel numb and empty inside 0 1 2 3 4 5

17 | I notice myself deing things that do not make | 0 1 2 3 4 5
sense

18 | Sometimes | feel relaxed and sometimes | 0 1 2 3 4 5
feel very tense, even though the situation is
the same

19 | Even though it makes no sense, | believe that | 0 1 2 3 4 5
doing certain things can prevent disaster

Schema Modes in adolescents and young adults 1/2/2014 Page 2
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Never | Rarely | Some- | Often | Very All the
times Often | time

20 | | have unexplained aches and pains 0 1 2 3 4 5

21 | ltfeels as if there is more than one of me 0 1 2 3 4 5

22 | Unwanted thoughts come into my head 0 1 2 3 4 5

23 | My mind just goes blank 0 1 2 3 4 5

24 | | feel touched by something that is not 0 1 2 3 4 5
actually there

25 | I'have big gaps in my memory 0 1 2 3 4 5

26 | | see something that is not actually there 0 1 2 3 4 5

27 | My body does not feel like my own 0 1 2 3 4 B

28 | | cannot control my urges 0 1 2 3 4 5

29 | | feel detached from reality 0 1 2 3 4 5

30 | Chunks of time seem to disappear withoutmy | 0 1 2 3 4 5
being able to account for them

31 | | sometimes look at myself as though | were 0 1 2 3 4 5
another person

32 | Things around me do not seem real 0 1 2 3 4 5

33 | | do not seem to feel anything at all 0 1 2 3 4 5

34 | | taste something that | have not eaten 0 1 2 3 4 5

35 | I find myself unable to think about things 0 1 2 3 4 5
however hard | try.

36 | I talk to myself as if | was another person 0 1 2 3 4 5

37 | | do not feel physical pain as much as other 0 1 2 3 4 5
people

38 | | hear things that are not actually there. 0 1 2 3 4 5

39 | | find myself in situations or places with no 0 1 2 3 4 5
memery of how | got there

40 | itis absolutely essential that | do some things | 0 1 2 3 4 5
in a certain way.
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8.5.5. Psychiatric Diagnostic Questionnaire (PDSQ)

Name: Age: 1D #: PDSQ
TEST BOOKLET

Date: Gender: [ Male [ Female Education (Years Completed):

Ethnicity: Ll Asian [ Black/Arican American [ Hispanic/Latino | Native American ] Native Hawaiian Other Pacific Isander L] White L1 Other Mz At M0,
This form asks you about emotions, moods, thoughts, and behaviors. For each question, check the box in the Yes column w s,,,

if it describes how you have heen acting, feeling, or thinking. If the item does not apply to you, check the box in the Tast with Corfigenc

No column. Please answer every question.

Yes No DURING THE PAST 2 WEEKS...

1 [J 1. ..didyou feel sad or depressed?

O [ 2. ...didyoufeel sad or depressed for most of the day, nearly every day?

O] [ 3. ...did you get less joy or pleasure from almost all of the things you normally enjoy?

[ [0 4. ...wereyou less interested in almost all of the activities you are usually interssted in?

[0 [0 5. ...was your appetite significantly smalfer than usual nearly every day?

0 [0 6 ...wasyour appetite significantly greater than usual nearly every day?

O [ 7 ..didyousleepatleast 1to 2 hours fess than usual nearly every day?

1 1 8. ...didyou sleep at least 1 to 2 hours more than usual nearly svery day?

O 8 ..didyou feel very jJumpy and physically restless, and have a lot of trouble sitting calmly in a chair, nearly every day?
0 [ 10. ...did you feel tired out nearly every day?

O [ 11, ..did you frequently feel guilty about things you have done?

0 [ 12, ..didyou put yourself down and have negative thoughts about yourself nearly every day?
0 [ 13. ...did you feel like a failure nearly every day?

] [] 14 .. .didyou have problems concentrating nearly every day?

0 [ 15, ...was decision making more difficult than normal nearly every day?

0 [ 16, ...did you freguently think of dying in passive ways llke going to sleep and not waking up?
1 [ 17. ...did you wish you were dead?

[0 [ 18 .. .didyou think you'd be better off dead?

0 [ 19. .. .didyou have thoughts of suicide, even though you would not really de it?

] [ 20. ...did you seriously consider taking your life?

O O 21, ..didyou think about a specific way to take your Iife?

[0 [ 22. Haveyou ever experienced a traumatic event such as combat, rape, assault, sexual abuse, or any other extremely upsetting event?
0 [ 23 Haveyou ever wilnessed a traumalic event such as rape, assault, someane dying in an accident, or any other extremely upsetting incident?
DURING THE PAST 2 WEEKS...
24. .. .did thoughts about a traumatic svent frequently pop into your mind?
25, ...did you frequently get upset because you were thinking about a traumatic event?

26. ...were you frequently bothered by memories or dreams of a traumatic event?

27. ...did reminders of a traumatic event cause you to feel intense distress?

28, ..did you try to block out thoughts or feelings refated to a traumatic event?

29, ...did you try te avoid activities, places, or peaple that reminded you of a traumatic event?
30. ...did you have flashbacks, where it felt like you were reliving a traumatic event?

31, ...did reminders of a fraumatic svent make you shake, break out into a sweat, or have a racing heart?
32, ...did you fee! distant and cutoff from other psople because of having experienced a traumatic event?
33, ...did you feel emotionally numb because of having experienced a traumatic event?

34, ..did you give up on goals for the future because of having experienced a traumatic event?
35. ...did you keep your guard up because of having experienced a traumatic event?

0 Y Y I
AEERRDEEEERABEZEAEMD

36, ...were you jumpy and easily startled because of having sxperienced a traumatic event?

additional copies of this form {W-385A) may be purchased from WPS. Please contact us at 800-648-8857 or wpspublish.com.

Capyright 63 2002 by bMark Zimmerman. M.D.
Nat to be repraduced in whole or in part without written permission of Western Bsychological Services.
W-385A All rights rescrved. 34356789 Printed in U.S.A
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Yes No DURING THE PAST 2 WEEKS...
0 [ 587. ..didyou often go on eating binges {eating a very farge amount of food very quickly over a short period of time)?
[0 [ 38 ...did you often feel you could not control how much you were eating during an eating binge?
[C [ 39 ..didyou go on eating binges during which you ate so much that you Telt uncomforiably full?
[0 [ 40. ...didyou goon eating binges during which you ate a large amount of food even when you didn't feel hungry?
1 [ 41. ...did you eat alone during an eating binge because you were embarrassed by how much you were eating?
0 [ 42 ..didyou goon eating binges and then feel disgusted with yourself afterward?
01 [ 43. ...were you very upset with yoursalf because you were going on eating binges?
[0 [ 44. ..o prevent gaining weight from an eating binge did you go on strict diets or exercise excessively?
O [0 45 ...to prevent weight gain from an eating binge did you force yourself to vomit or use laxatives or water pills?
O [ 46 ...wasyour weight, or the shape of your body, one of the most impartant things that affected your apinion of yourself?
DURING THE PAST 2 WEEKS...
[0 [@ 47. .. .didyou worry obsessively about dirt, germs, or chemicals?
01 [ 48. ...did you worry obsessively that something bad would happen because you forgot to do something impartant—lika locking the door, turning
off the stove, or pulling out the electrical cords of appliances?
[0 [ 49. ...were there things you felt compelled to do over and over (for at least 12 hour per day) that you could not stop doing when you tried?
[ [ 50. ..werethere things you felt compelled to do over and over even though they interfered with getting other things done?
O [0 51. ...did you wash and clean yourself or things around you obsessively and excessively?
O [ 62 ...didyou obsessively and excessively check things or repeat actions over and over again?
T [ 53 ...did you count things obsessively and excessively?
DURING THE PAST 2 WEEKS...
[0 [ 54 ..didyougetvery scared because your heart was beating fast?
1 [ 55 ...didyou getvery scared because you were short of breath?
[0 [ 58 ..did you getvery scared because you were feeling shaky or faint?
[l [ 57 ...did youget sudden attacks of intense anxiety or tear that came on from out of the biue, for no reason at all?
1 [ &8, ...did you get sudden attacks of very intense anxiely or fear during which you thought something terrible might happen, such as your dying,
going crazy, or losing control?
0 [ 59. ...did you have sudden, unexpected attacks of anxiety during which you had three or more of the following symptoms: heart racing
or pounding, sweating, shakiness, shortness of breath, nausea, dizziness, or feeling faint?
0 [0 60. ...didyouworry alot about having unexpected anxiety attacks?
0 [ 61. ...didyou have anxiety attacks that caused you to avoid certain situations or to change your behavior or normal routine?
DURING THE PAST 2 WEEKS...
0 [ 62 ..didihings happen that you knew were true, but that other people told you were your imagination?
O] [ 83 ...wereyou convinced that other people were watching you, talking about you, of spying on you?
[0 [ &4 ..didyou think that you were in danger because someone was plotting to hurt you?
[ [ 65 ..didyouthink that you had special powers other people didn’t have?
[[1 [ 66 ..didyouthink that some ouiside force ar power was controlling your body or mind?
1 [ 67. ...didyou hear voicas that other people didn't hear, or see things that other people didn’t see?
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NDTE: MOST OF THE FOLLOWING QUESTIONS REFER TO THE PAST 6 MONTHS.

Yes HNo DURING THE PAST 6 MONTHS...

1 [ 68. ...didyou regularly avoid any situations because you were afraid they'd cause you 1o have an anxiety attack?
69. ...did any of the following make you feel fearful, anxious, or nervous bacause you were afraid you'd have an anxiety attack in the situation?

[0 [ a going cutsids far away from home

1 [ b. beingin crowded places

[ [ ¢ standing in long lines

E [ d. being on a bridge or in a tunnel

] [ e traveling in a bus, train, or plane

F  [E f. driving or riding in a car

] [ g being home alone

[ [0 h. beingin wide-open spaces (like a park)

[0 [ 70. ..didyoualmost always getvery anxious as soon as you were in any of the above situations?

[ [ 71, ...didyou avoid any of the above situations because they made you feel anxious or fearful?

DURING THE PAST 6 MONTHS...
72. ...did you worry a lot about embarrassing yourself in front of others?

73. ...did you worry a lot that you might do something to make people think that you were stupid or foolish?
74. ...did you feal very nervous in situations where people might pay attention to you?
75. ...were you extremely nervous in social situations?

EEEEEH
BEEHEEA

76. ...did you regularly avoid any situations because you were afraid you'd do or say something to embarrass yourself?
77, ...did you worry a lot about doing or saying something to embarrass yourself in any of the following situations?
public speaking

eating in front of other people

5 o»

using public restrooms

writing in front of others

saying something stupld when you were with a group of paople

asking a question when in a group of paople

husiness meetings

parties or other social gatherings

78. ...did you almost always get very anxious as saon as you were in any of the above situations?

T A Y R
EEEEEOEEEEB

79. ...did you avoid any of the above situations because they made you feel anxious or fearful?

DURING THE PAST 6 MONTHS...

[ [ 80. ...didyou think that you were drinking too much?

[0 [ 8. .. .didanyone inyour family think or say that you were drinking too much, or that you had an alcohol problem?

[0 [ #82. ...didfriends, a doctor, or anyone else think or say that you were drinking too much?

1 [ 83 ...didyou think about cutting down or limiting your drinking?

[0 [ 84 ...didyou think that you had an aicohol problem?

7] [ 85. ...bacause of your drinking did you have probiems in your marriage; at your job; with your friends or family; doing household chores;

or in any other important area of your life?
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Yes No DURING THE PAST 6 MONTHS...

[[1 [ 86 ...did you think that you were using drugs too much?

1 [ 87. ...didanyene inyour family think or say that you wers using drugs too much, or that you had a drug problem?

] [ 88. ...didfriends,a doctor, or anyone else think or say that you were using drugs too much?

O [ 89. ...did you think about cutting down or limiting your drug use?

0 [ 90. ...didyou think you had a drug problem?

] [ 91. ..becauseof your drug use did you have problems in your marriage; at your job; with your friends or family; doing househald chores;

or in any other important area of your life?

DURING THE PAST 6 MONTHS...
92, ...were you a nervous person en most days?
93. ...did you worry a lot that bad things might happen to you or someone close to you?
94, ...did you worry about things that other people said you shouldn’t worry about?
95. ...were you worried or anxious about a number of things in your dally life on most days?
96. ...did you often fee! restless or on edge because you were worrying?
97. ...did you often have problems falling asleep because you ware worrying about things?

e 3 5 =
EEEEREAEEBEBEE

98. ...did you often feel tension in your muscles because of anxiety or stress?
99. ...did you often have difficulty concentrating because your mind was on your worries?
100. ...were you often snappy or irritable because you were worrying or feeling stressed out?
101. ...was it hard for you to control or stop your worrying on most days?
DURING THE PAST 6 MONTHS...
102. ...have you had a lot of stomach and intestinal problems such as nausea, vomiting, excessive gas, stomach bloating, or diarrhea?
103. ...have you been bothered by aches and pains in many different parts of your body?

104. Do you get sick more than most people?
105. Has your physical health been poor most of your fife?

HEEAHE
E E E EE

106. Are your doctors usualiy unable to find a physical cause for your physical symptoms?

DURING THE PAST 6 MONTHS...
107. ...did you often worry that you might have a serious physical iliness?
108. ...was it hard to stop worrying that you have a serious physical iliness?
109. ...did your doctor say you didn’t have a serlous illness but it was still hard to stop thinking about it?
110. ...did you worry so much about having a serious iliness that it interfered with your activitias or it caused you problems?

3 I Y 3 9
3 2 N R R

111, ...did you visit the doctor a lot because you were worried that you had a serious physical illness?
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8.5.6. DSM-1V and ICD-10 Personality Questionnaire (DIP-
Q)

About your characteristics:

Below you will find some questions dealing with your habits, your opinions, your way of
reacting and how you have mainly felt, during the last five years. Separate items may seem a
little odd, but taken together, your responses will add up to form a pattern.

We are interested in your personal experiences, not the experiences of others or what you
believe others might regard s an appropriate response. There are no "right" or wrong answers.

Try to respond as honestly as possible and circle “YES” if the statement applies to you.
Otherwise circle “No”.

1- I prefer working with others and I am not afraid of criticism or disapproval. % &
es o]
2- T am unwilling to get involved with other people if T am uncertain
whether they like me. Yes | No
3- Tavoid making new acquaintances for fear of being embarrassed or
laughed at. Xes: | No
4- I am often worried about being criticized or rejected when I am with
other people. Yes. | No
5- I feel self-assured and confident and like making new acquaintances. o i
es (4]
6- Ibelieve I am socially inadequate, unattractive or inferior to other
people. Yes | No
7. 1 am unwilling to take personal risks or engage in new activities in
order to avoid embarrassing situations. Yes | No
8- I am usually tense and anxious.
Yes No
9- I am unwilling to change my job or move from where I live ;"better
the devil you know". Xes; |INo
10- I prefer to make up my own mind rather than following other people's
advice. Yes | No
11- Iwould prefer to give the responsibility for my most important life
decisions to somebody else. Yes, NG
These questions are related to how it has been for you the last five years.
Schema Modes in adolescents and Young Adults 1/2/2014 Page 1
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12- Tusually tell people when I think they are wrong.
Yes | No
13- Thave difficulty doing things for fear of making mistakes.
i Yes No
14- I may do things I don’t like, in order to be popular.
Yes No
15- 1 can take care of myself and have no difficulty living alone. v .
es (8]
16- If my partner were to leave me, I would immediately try to start a new relationship
to avoid being alone. Yes | No
17- Ifeel confident because I know I can look after myself.
Yes No
18- 1 find it difficult to make demands on people I am dependent on.
Yes No
19- Thave problems expressing my needs to relatives and friends. o "
es 0
20- Inormally focus my attention on small details to the extent that I lose sight of the main
point. Yes No
21- I have difficulty to completing tasks because I always want it to be
perfect. Yes. | No
22- I put my work before my family, friends and leisure activities. v .
es 0
23- I have a higher moral standard than most pecple.
Yes No
24- I have no difficulty throwing out things that are worn-out or
worthless. Yes |No
25- 1 want other people to do things exactly my way
Yes No
26- 1am generous with money.
Yes No
27. 1am stubborn and I always want to do things my way.
Yes No
These questions are related to how it has been for you the last five years.
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28- I prefer to do things myself otherwise I am not sure they are done exactly the way I
want them. Yes | No
29. 1 am cautious and always try to avoid mistakes by means of control.
Yes No
30- I am indecisive and find making important decisions difficult. " i
es (4]
31- I believe in traditional values and social convention.
Yes No
32- ] am wary of being exploited or let down.
Yes No
33- I never feel sure about other people’s loyalty.
Yes No
34- | have to protect myself against malicious people and therefore I dislike confiding in
others. Xes | N
35- 1 am suspicious and wonder what is really behind what people say or do. o "
es 0
36- I believe in the saying "Forgiven is forgotten”.
Yes No
37- 1 often find I have to protect myself and my reputation against attack from other. g N
es (4]
38- | often worry my partner may be unfaithful to me.
Yes No
39- I believe that kindness and helpfulness can hide evil intentions.
Yes No
40- 1 get very upset when I face a setback.
Yes No
41- My own opinions are always right.
Yes No
42- 1 enjoy being with friends.
Yes No
43- My family is very important to me.
Yes No
These questions are related to how it has been for you the last five years.
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293



44- Most of the time I feel good when I can be with other people. v N
es 0
45- T have very little interest in having sex with another person.
i Yes No
16- I often have difficulties in relationships.
Yes No
47- Very few things give me pleasure.
Yes No
13- I have very close friends, apart from my family.
Yes No
49- I am not affected by praise or criticism from other people. - .
es o]
50- Other people think I am emotionally cold, insensitive or detached.
Yes No
51- I have problems in expressing strong feelings to other people. o "
es 0
52- 1 am a deep thinker and am often preoccupied with questions about life and the
universe. Yes | No
53- I don't know how to abide by social norms and conventions. - i
es (4]
54- I often think that people are talking behind my back.
Yes No
55- 1 often pick up hidden meanings in what people say or do.
Yes No
s6- I can communicate with others by means of telepathy.
Yes No
57- I have a sixth sense for knowing when things will happen before they actually
do. Yes No
58- I often mistake objects or shadows in a room for human figures. 5 "
es Q
59. 1 often have strange bodily experiences that others have difficulty in
understanding. Yes | No
These questions are related to how it has been for you the last five years.
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60- People normally think I express myself in a strange way.
Yes | No
61- I am worried about myself as a human being.
Yes No
62- Other people react to my way of expressing feelings.
Yes No
63- Most people probably think that I am odd, eccentric or peculiar. v .
es (8]
64- I feel comfortable when I am with people I know.
Yes No
65- Sometimes I hear voices or have the experience of seeing things.
Yes No
66- There are those who think that I am emotionally cold and have a negative
manner. Xes | N
67- I spend a lot of time thinking about my appearance.
Yes No
o8- I am obsessed by thoughts about sex or violence.
Yes No
69- I have difficulty conforming to social norms and have committed illegal acts on
more than one occasion ¥es. |.No
70- I usually lie if it suits my purposes
Yes No
71- I'am impulsive and act on my impulses.
Yes No
72- 1 easily get angry and have been in physical fights several times.
Yes No
73- 1 like dangerous living and I seldom think of my own or other people's safety.
Yes No
74- 1try to do my job to the best of my ability.
Yes No
75. 1 take care to pay my bills on time.
Yes No
These questions are related to how it has been for you the last five years.
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76- 1 don't mind if other people are hurt as long as I get my way. v N
es 0
77- If things don’t go my way I lose my temper, become angry or violent.
i Yes No
78- The rules of society are for others not me.
Yes No
79- When something goes wrong for me it is usually somebody else's fault. v .
es (8]
8o- Those who stand in my way have only themselves to blame if they get
hurt. Yes | No
s1- I will never celebrate my golden wedding anniversary. I think "variety is
the spice of life” also when it comes to relationships. Yes | No
gz- | have never been troubled by feelings of guilt.
Yes No
83- Punishment has never caused me to change my behaviour. o "
es 0
s4- If I realise that a relationship is failing I can end it in a calm and careful way.
Yes No
85- My feelings for other people often change from one extreme to the other. g N
es (4]
86- People I have admired have often disappointed me.
Yes No
87- My way of being as a person often produces problems at work, at school or at
home. Yes No
8s- I feel very lost inside; I don’t really know who I am.
Yes No
I often act impulsively without thinking which causes me to:
89- Spend too much money.
Yes No
90- Have sex with people I hardly know.
Yes No
These questions are related to how it has been for you the last five years.
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91- Drink too much.
Yes No
92- Use Drugs.
Yes No
93- Eat compulsively.
: g Yes No
94- Drive (a car) carelessly.
Yes No
95- Other people seem to be disturbed by what I do or say
Yes No
96- I have never threatened to commit suicide.
Yes No
97- 1 am not one of those who scratch their wrists or take too many pills when they
feel bad. Yes | No
98- My mood can change fast - one moment I can feel good and the next
moment sad, irritated or despairing Yes, o
99- I suffer from feelings of emptiness
Yes No
100- I often get so angry that I lose control
Yes No
101- When I feel really bad I can get painful feelings of unreality v .
es 0
102- When I feel under a lot of strain I imagine that people want to hurt me
Yes No
103- I easily get into fights or quarrel with people, especially when I feel obstructed.
Yes No
104- T will only get involved in something if there are quick results or
immediate reward. desy |G
105- Tam not sure what to do with my life.
Yes No
106- I make sure I am the centre of attention.
Yes No
These questions are related to how it has been for you the last five years.
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107- People tend to think of me as excessively sexually provocative. v N
es 0
108- People regard me as superficial and emotionally unstable.
Yes No
109- I use my looks to get attention.
Yes No
110- My personality has prevented me from reaching my goals. v .
es (8]
111- Other people complain that I talk a lot without getting anything important said.
Yes No
112-1 am the type of person who likes to express his/her emotions fully.
Yes No
113- I am easily influenced by others or by events.
Yes No
114- I am so open that new acquaintances quickly feel like close friends. o "
es 0
115- 1 have a strong need for excitement and attention.
Yes No
116- Most of the time people underestimate my talents.
Yes No
117-1 often think about what a superior person I am or could be. v .
es 0
118- Only a chosen few can understand me or become my friend.
Yes No
119- It is important to me to be admired.
Yes No
120- I expect others to do me favours.
Yes No
121- People think I use them for what I can get out of them.
Yes | No
122- People complain that I don't show sympathy or compassion.
Yes No
These questions are related to how it has been for you the last five years.
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123-1 am seldom jealous of the achievements or successes of others. v N
es 0
124- 1 don't believe others are jealous of me.
Yes No
125- 1 have been accused of being arrogant and condescending. " i
es (4]
When I was a child (before the age of 15 years) I did the following:
126- 1 bullied, threatened or intimidated others.
Yes No
127- 1 often started fights.
Yes No
128- | threatened with a gun or another dangerous weapon, e.g. knife, bat or broken
bottle. Yes | No
129- I was cruel to other people.
Yes No
130- | was cruel to animals.
Yes No
131- 1 mugged or robbed from others.
Yes No
132- 1 forced others into sexual activity.
Yes No
133- I started fires on purpose.
Yes No
134- I broke windows or damaged other people’s property.
Yes No
135- 1 broke into someone else’s house or car.
Yes No
136- I lied a lot.
Yes No
137-1 often used to steal and went shoplifting.
Yes No
These questions are related to how it has been for you the last five years.
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138- I stayed away from home overnight without permission before the age of 13
Yes No
years.
139- I ran away from home for more than a day.
Yes No
140- I often truanted from school.
Yes No
These questions are related to how it has been for you the last five years.
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8.6. Statistical Analyses

8.6.1.

regression analysis

Correlations between variables entered in the

Correlations

Detached Punitive
Vulnerable  Angry Child Impulsive Protector Parent Demanding
Dissociation Child Mode Mode Child Mode Mode Mode Parent Mode
Pearson Dissociation 1.000 .395 .630 .610 .700 447 .495
Correlation  vyinerable Child .395 1.000 572 .305 715 679 .372
Angry Child Mode .630 572 1.000 .642 .699 .501 .379
Impulsive Child .610 .305 .642 1.000 .499 .378 .209
Detached Protector .700 .715 .699 .499 1.000 .628 479
Punitive Parent 447 .679 .501 .378 .628 1.000 .554
Demanding Parent 495 .372 .379 .209 479 .554 1.000
Sig. (1-tailed) Dissociation . .005 .000 .000 .000 .001 .000
Vulnerable Child .005 . .000 .025 .000 .000 .008
Angry Child Mode .000 .000 . .000 .000 .000 .007
Impulsive Child .000 .025 .000 . .000 .007 .092
Detached Protector .000 .000 .000 .000 . .000 .001
Punitive Parent .001 .000 .000 .007 .000 . .000
Demanding Parent .000 .008 .007 .092 .001 .000

Dissociation: dependent variable.

Six schema modes: independent variables.
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8.6.2. Frequency table of ages in patient and non-patient

groups

Age Patients Non-patients
14 n=3 (7.1%) n=7 (16.7%)
15 n=6 (14.3%) n=10 (23.8%)
16 n=13 (31.0%) n=5 (11.9%)
17 n=6 (14.3%) n=1 (2.4%)
18 n=5 (11.9%) n=2 (4.8%)
19 n=3 (7.1%) n=4 (9.5%)
20 n=1 (2.4%) n=2 (4.8%)
21 n=0 (0.0%) n=2 (4.8%)
22 n=3 (7.1%) n=7 (16.7%)
23 n=1 (2.4% n=2 (4.8%
24 n=1 (2.4%) n=0 (0.0%)

Total n=42(100%) n=42(100%)
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