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Abstract
A first empirical study into group schema therapy in older adults with mood disorders and personality
disorder (PD) features has shown that brief group schema therapy has potential to decrease
psychological distress and to change early maladaptive schemas (EMS). Effect sizes however were
smaller than those found in similar studies in younger adults. Therefore, we set out to adapt the
treatment protocol for older adults in order to enhance its feasibility and outcome in this age group.
We examined this adapted protocol in 29 older adults (mean age 66 years) with PDs from four Dutch
mental health institutes. The primary outcome was symptomatic distress, measured by the Brief
Symptom Inventory. Secondary outcomes were measured by the Young Schema Questionnaire, the
Schema Mode Inventory, and the short version of the Severity Indices of Personality Problems.
Contrary to our expectations, the adapted treatment protocol yielded only a small effect size in our
primary outcome, and no significant improvement in EMS, modes and personality functioning.
Patients pointed out that they were more aware of their dysfunctional patterns, but maybe they had
not been able yet to work on behavioural change due to this schema therapy treatment being too
brief. We recommend more intensive treatment for older patients with PDs, as they might benefit
from more schema therapy sessions, similar to the treatment dosage in younger PD patients. They
might also benefit from a combination of group therapy and individual treatment sessions.

Key learning aims

(1) How to adapt group schema therapy for older adults.
(2) How to explore feasibility and outcome.
(3) Treat older personality disorder patients as intensively as younger adults.

Keywords: acceptability; group therapy; older adults; schema therapy
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Introduction
Personality disorders (PDs) are complex mental health problems, associated with
chronic dysfunction in several life domains across the life course (Hutsebaut et al., 2019;
Newton-Howes et al., 2015). The essential feature of a PD is an enduring pattern of inner
experience and behaviour that deviates markedly from the expectations of the individual’s
culture, causing significant distress in the patient and/or the environment (American
Psychiatric Association, 2013). In older adults (over the age of 60), the behavioural
manifestation and intensity of a PD differs due to biological, psychological and social aspects
of ageing (van Alphen et al., 2015). Older adults with (comorbid) PDs in geriatric psychiatry
are characterized by many symptoms, a complicated course of treatment and a poorer
treatment prognosis compared with older people with other common mental disorders, such
as anxiety disorders or depression (Newton-Howes et al., 2015). Moreover, prevalence of PDs
in older adults is high, from 10.6 to 14.5% in community-dwelling older adults, between 30
and 50% in elderly out-patient populations, and up to 57.8% in nursing home residents
(Penders et al., 2020). Notwithstanding, effectiveness studies on the treatment of PDs as the
main focus of therapy in older adults are limited (Penders et al., 2020). The most important
reason is that relatively little attention has been given to PDs in later life so far. Also, research
in older patients is challenging because of the complex interaction between biological, social,
cultural, and psychological factors.

Experts on treatment of PDs in older adults in Belgium and the Netherlands reached consensus
that existing evidence-based therapies for PDs in younger adults up to the age of 50, such as
schema therapy (ST), are also applicable to older adults over the age of 60 (van Alphen et al.,
2012). This finding was cross-validated among US experts (Rosowsky et al., 2018).

ST was first described by Young (1990) to treat patients with pervasive, long-term
psychological difficulties, such as PDs, who did not benefit enough from traditional cognitive
behaviour therapy. ST is an integrative form of psychotherapy combining interventions from
cognitive behavioural therapy, psychodynamic therapy, gestalt therapy, interpersonal therapy,
and attachment theory in one unified treatment model. This model consists of three core
concepts: early maladaptive schemas (EMS), schema coping styles, and schema modes. EMS
are persistent and pervasive patterns of information processing, cognitions, emotions,
memories, and attention preferences. These schemas originate early in our development
through the interaction of aversive childhood experiences with biological and temperamental
factors and are repeated and reinforced throughout life. Every child has basic needs for safety,
love, acceptance, autonomy and adequate limit setting in order to undergo a healthy
personality development (Young et al., 2003). When these basic needs are not fulfilled, EMS
develop. In the ST model, EMS are considered the core elements of PDs (Young et al., 2003).
Schema coping styles are developed in order to cope with the early environment that led to
the development of EMS. Schema modes represent the combination of emotional and
cognitive states and coping responses of an individual at a moment in time that are active
together. Schema modes can be triggered by emotional events and may rapidly shift from one
mode into another.

Schema therapy has been found effective for adult patients with borderline PD (Farrell et al.,
2009; Giesen-Bloo et al., 2006; Nadort et al., 2009), and for adults with cluster C, paranoid,
histrionic, and narcissistic PD (Bamelis et al., 2014). Schema therapy is promising for other
complex mental disorders, including depression, post-traumatic stress disorder, eating
disorders, and obsessive compulsive disorders (Cockram et al., 2010; Malogiannis et al., 2014;
Renner et al., 2016; Simpson et al., 2010; Thiel et al., 2016).

Recently, two studies examined respectively the feasibility of ST in older adults, and the efficacy
of ST in older adults with PDs. The first study investigated the feasibility of brief group schema
therapy in older adults with chronic depression and comorbid PD features (Videler et al., 2014).
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Using a pre–mid–post design, a medium treatment effect was found on the reduction of
symptomatic distress, EMS, and schema modes. Further analysis showed that the reduction in
symptoms was mediated by a change in EMS, supporting not only the feasibility of ST in later
life, but also the ability of ST to change EMS in older adults. Although the effect size on EMS
change was significant (d= 0.38), it was smaller than the effect sizes found in two studies
conducted in a group of younger adults and adolescents, respectively (van Vreeswijk et al.,
2014: d= 0.75; Renner et al., 2013: d= 0.88). A possible explanation for this may be that EMS
in younger adults and adolescents are more flexible and changeable during treatment
compared with older adults (Videler et al., 2014). However, another and more likely
explanation was that ST needs to be adapted to older adults in order to enhance its feasibility
and effectiveness in this age group. Therefore, Videler et al. (2014) suggested integrating age-
specific aspects into the treatment protocol in order to generate better treatment effects.
Videler and colleagues (2014) also suggested several adaptations to the treatment protocol to
meet the needs of older patients. Older adults probably need more time to learn the schema
language and to recognize the triggering of schemas and modes in their personal life.
Therefore, they may substantially benefit from having several individual ST sessions prior to
the start of group therapy. Also, simplifying a number of cognitive techniques in the
workbook, illustrated with examples that fit their experiential world, has been suggested to
improve therapy outcome. Applying age-specific aspects in the treatment of PDs was also
recommended in both aforementioned Delphi studies among experts in PDs in older adults in
the Netherlands, Belgium and the US (Rosowsky et al., 2018; van Alphen et al., 2012).

The second study examined the effectiveness of 50 sessions of individual ST in eight older
adults with cluster C PDs using a multiple-baseline case series design, and found considerable
positive effects on PD pathology, symptomatic distress (d= 1.29), and quality of life
(d= 0.63) (Videler et al., 2018).

Although these two studies provided support for the feasibility and the efficacy of ST in the
treatment of older adults with PDs, further research is warranted to replicate these findings and
more importantly, to enhance the treatment outcome of older adults with PDs by adapting ST to
the needs of older people.

Based on these and other hypotheses in the literature on adapting ST for older adults (van Alphen
et al., 2012; Videler et al., 2014; Videler et al., 2015; Videler et al., 2017), the following adjustments to
the brief group schema therapy protocol were made: (a) adding two pre-therapy sessions and two
additional group therapy sessions to give patients more time to learn the schema language and get
acquainted with the cognitive techniques; (b) adapting the patient workbook by using examples that
fit to the lived experience of older adults; (c) integrating experiential techniques like imagery and
rescripting and chairwork; (d) compensating for the decline of social support by encouraging group
cohesion, whereby the therapists act as a parent and the participants take the role of siblings, and
also actively involving close relatives in the treatment; (e) adding treatment strategies on schema
modes (e.g. group imagery, improvisation) and (f) contextualizing to a lifespan perspective by
incorporating wisdom enhancement (‘wisdom of their years’) and reinforcing positive, or
functional, schemas.

In this study we examined this adapted form of brief group schema therapy for older adults by
replicating the study of Videler and colleagues (2014). Our hypothesis was that the adapted
protocol would be feasible and associated with an enhanced effectiveness of group schema
therapy in this age group compared with the findings of Videler and colleagues (2014).
We expected to find a decline of symptomatic distress, EMS and mode severity, and more
adaptive personality functioning, and a greater treatment effect in comparison with the earlier
study by Videler et al. (2014).
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Method
Design

We conducted a multi-centre trial using an experimental pre-, mid- and post-test design in order
to investigate the feasibility and explore the outcome of the adapted group schema therapy
protocol for a group of personality-disordered older adults, with the exclusion of schizoid,
schizotypal or anti-social PD.

Participants

Twenty-nine patients from four Dutch mental health institutes were included in this study: five
patients from the Clinical Centre of Excellence for Personality Disorders in Older Adults,
Mondriaan hospital, five patients from PersonaCura, Clinical Centre of Excellence for
Personality Disorders and Autism in Older Adults, GGZ Breburg, six patients from the Centre
for Old Age Psychiatry of GGZ Eindhoven, and 13 patients from the Old Age Psychiatry
Department of GGZ Oost-Brabant.

Inclusion criteria were: (1) age 60 years old or older; (2) primary diagnosis of a PD according to
the DSM-5 criteria, as assessed with the Dutch version of the Structured Clinical Interview for
DSM-IV Axis II Personality Disorders (SCID II; First et al., 1997; Dutch translation by
Weertman et al., 2000) supplemented with measurements on the Gerontological Personality
Disorders Scale (GPS; van Alphen et al., 2006), and the Severity Indices of Personality
Problems-Short Form (SIPP-SF; derived from the SIPP-118; Verheul et al., 2008); and
(3) willingness to participate in the study. Exclusion criteria were: (1) severe cognitive
impairments due to a neurodegenerative disease (MMSE< 24); (2) a schizoid, schizotypal or
anti-social PD; (3) substance abuse needing clinical detoxification; (4) lifetime prevalence of
psychosis or bipolar disorder; (5) major psychotic depression; (6) learning disabilities
(IQ< 75); or (7) patients with significant hearing or vision problems to such an extent that
they could not participate in a group. All participants were informed about the study and
signed an informed consent form.

Procedure

First, we adapted the brief group schema therapy protocol (Broersen and Van Vreeswijk, 2012) as
described in the Introduction. In the two pre-therapy sessions, patients and their close relatives
received information about ST and an individual schema-mode model was composed. Also, the
first measurement of symptomatic distress, EMS and schema modes was administered. The
second measurement was after 10 weeks of therapy and the last measurement was at the end
of therapy. The results of these measurements were discussed with the patient and his or her
close relative. The adapted treatment protocol consisted of 22 sessions, 20 weekly sessions of
90 minutes and two booster sessions of 90 minutes, one and two months after termination of
treatment. Patients who missed a session were informed about the next session by one of the
therapists. All therapists were certified ST therapists. Therapists were able to consult each
other. At the start and every two months there was a supervision session with an experienced
schema therapist, licensed as a ST supervisor by the Dutch Schema therapy association (fifth
author). During the course of the study, no other treatment was allowed. Unless in case of
clinical urgency, medication was kept constant.

PD measures

The Dutch version of the SCID-II (First et al., 1997; Weertman et al., 2000) was used for PD
diagnosis according to DSM-5 Section II PDs. The SCID-II is a semi-structured interview that
covers all 10 specific DSM-5 PDs as well as PD not otherwise specified (other specified PD in
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DSM-5). The interview contains 134 open-ended questions and begins with questions about
behaviour and relationships of the patient. Thereafter, items assess the diagnostic criteria for
each of the 10 standard PDs, organized one by one. Each PD criterion is rated as 1 (absent or
false), 2 (subthreshold), or 3 (threshold or true). The SCID-II has shown good inter-rater
reliability for the presence or absence of a PD in adults (Lobbestael et al., 2011).

The GPS (van Alphen et al., 2006) is a screening instrument to detect PDs in older adults. The
GPS consists of a patient version and an informant version. Both versions consist of two scales:
habitual behaviour (GPSHAB) and biographical information (GPSBIO). The GPSHAB scale
assesses habitual behaviours that reflect the expression of a number of PD features. In the
GPSBIO scale, important and recurrent events or decisions in life are linked to the presence
or absence of DSM-5 PDs. The internal consistency (Cronbach’s alpha) of the two scales
ranges from poor (GPSHAB α= .57) to acceptable (GPSBIO α= .77; van Alphen et al., 2006).
The test–re-test reliability of the GPSHAB and the GPSBIO subscales were moderate
(Spearman’s r= .72) and excellent (Spearman’s r= .89), respectively. Sensitivity and specificity
of the GPS patient version in an older psychiatric out-patient population was shown to be fair
with sensitivity and specificity levels around 70% (van Alphen et al., 2006). In this study, only
the GPS patient version was used.

Outcome measures

The primary outcome variable was symptomatic distress, measured by the Brief Symptom
Inventory (BSI; De Beurs, 2011; translated from Derogatis, 1975a). The BSI is a shorter
version of the Symptom Checklist-90 (SCL-90; Derogatis, 1975b), and consists of 53 items.
It is a self-report assessment instrument providing an overview of a patient’s symptoms and
their intensity using nine symptom scales. The reliability of the Dutch BSI scales is good and
the convergent and divergent validity has been found to be satisfactory (De Beurs, 2011). The
BSI is validated for older adults and, because it is less lengthy, also recommended for this age
group (van Alphen et al., 2012).

As secondary outcome variable, the short version of the Severity Indices of Personality
Problems (SIPP-SF, derived from the SIPP-118; Verheul et al., 2008) was used to assess
limitations in personality functioning. The SIPP-SF is a self-report questionnaire that
measures the core components of (mal)adaptive personality functioning, and provides indices
of the severity of personality pathology. It consists of 60 items and measures five factors
(i.e. Self-Control, Identity Integration, Relational Capacities, Responsibility, Social
Concordance). There are four response categories: 1 = ‘fully disagree’, 2 = ‘partly disagree’,
3 = ‘partly agree’, and 4 = ‘fully agree’. In a study of 150 community adults and 252
psychiatric outpatients, Ro and Clark (2009) reported acceptable alphas (i.e. .83–.89) across
these subscales. The SIPP-SF was shown to have good construct validity to assess impaired
personality functioning in older adults (Debast et al., 2018; Rossi et al., 2016). The internal
reliability of the SIPP-SF domains was found to be good to excellent in a sample of older
adult Dutch PD out-patients (Cronbach’s alphas from α= .75 to .91; van Reijswoud et al., 2021).

Intervention-specific measures

The Young Schema Questionnaire (YSQ; Young and Brown, 1994; Dutch translation by Sterk and
Rijkeboer, 1997) was used to measure EMS. Research on the Dutch YSQ has provided support
for its psychometric properties and clinical relevance (Rijkeboer et al., 2005; Rijkeboer and
van den Bergh, 2006). The YSQ is a self-report assessment instrument of 205 items, to assess
the 16 early maladaptive schemas as defined by Young et al. (2003): emotional deprivation,
abandonment, mistrust/abuse, social isolation, defectiveness/shame, social undesirability,
failure to achieve, dependence/incompetence, vulnerability to harm, enmeshment, subjugation,
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self-sacrifice, emotional inhibition, unrelenting standards, entitlement, and insufficient self-
control. Each of the items is rated using a 6-point Likert scoring format ranging from
‘completely untrue’ to ‘describes me perfectly’. The YSQ is a relatively age-neutral instrument
to assess EMS across the life course (Pauwels et al., 2014).

Schema modes were measured by the Schema Mode Inventory (SMI; Dutch translation
Lobbestael et al., 2005). The SMI is a self-report assessment instrument of 118 items and
measures 14 modes, divided into four types of modes: healthy modes, parent modes, child
modes and coping modes. The Dutch SMI has excellent test–re-test reliability and the
convergent and divergent validity of the subscales are satisfactory (Lobbestael et al., 2010).

Statistical analyses

The pre-, mid- and post-treatment measurements on the BSI, YSQ and SMI and the pre- and post-
treatment measurement on the SIPP-SF were compared using paired samples t-tests. The strength
of outcome was measured with Cohen’s d effect sizes for paired sample t-tests. Generally, d< 0.20
is considered a small effect size, d= 0.50 a medium effect size, and d>0.80 a large effect size.

Treatment success was determined by the classification of patients as recovered, improved,
unchanged or deteriorated by Lambert et al. (2008). We first calculated changes between the
BSI pre-treatment to post-treatment and assessed these changes for statistically reliable
change. Next, it was determined whether patients who showed reliable change also passed the
clinical cut-off point [reliable change scores were 18 for men and 19 for women, and clinical
cut-off points 35 for men and 37 for women, based on norm group data provided in the
Dutch manual of the BSI by De Beurs (2011)]. After these two steps each patient could be
classified as recovered (reliable change and below the cut-off), improved (reliable change and
above cut-off), unchanged (no reliable change) or deteriorated (reliable change in a negative
direction). After calculating the residual change scores for the pre- to mid-, the mid- to end-,
and pre- to end-of-treatment measurements on the BSI, YSQ and schema modes, hierarchical
regression analysis was conducted to examine whether early process changes in EMS and
schema modes predicted later outcome changes in symptoms, controlling for early outcome
change scores and later process changes (Finkel, 1995). Inverse associations were also
determined by regression analysis. To further analyse the data, we used the point-biserial
correlation (r) between a dichotomous independent variable and the scale scores on a
dependent variable as a measure of effect size (Rosnow and Rosenthal, 1996). The point-
biserial correlation is a Pearson’s product moment correlation with one variable dichotomous
and one variable continuous and is mathematically related to Cohen’s d in the sense that
d= 2r/

p
(1–r2) under the assumption that one can legitimately assume that the group

n-values are equal in each of the dichotomous variable groups. The following heuristic rules
(Cohen, 1988) are available to interpret the effect size: r= .10 indicates a small effect, r= .30
indicates a medium effect, and r= .50 indicates a large effect. All the analyses were two-tailed
with a significance level of 5%, unless stated otherwise.

Results
Attrition

A total of 29 older out-patients were included in this study; three patients dropped out. One
58-year-old patient was included as she was referred for age-related problems, such as being
widowed and coping with health issues. The mean age of the patients who completed
treatment (n= 26) was 66 years (range 58–78). Of those who dropped out (n= 3), average
age was 63 years (range 61–64). Table 1 shows an overview of the baseline characteristics of
the patients who completed the treatment and those who dropped out.
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Treatment outcomes

The results of the primary outcome analyses and the intervention-specific measurements are
summarized in Table 2. None of the paired-sample t-tests was significant. The effect size of
symptomatic distress from pre-treatment to end-of-treatment points in the direction of a
small effect (d= .20).

To determine treatment success, the classification of patients as recovered, improved,
unchanged or deteriorated by Lambert et al. (2008) was used. Of all patients, 4% recovered,
12% improved, 73% remained unchanged and 12% deteriorated.

Zero-order correlations

Table 3 shows the zero-order correlations among the residual change scores on the BSI, YSQ total
score and schema modes scores. The autocorrelations were not significant, indicating that changes

Table 1. Baseline characteristics

Treatment completers Drop-out patients

Mean Range Mean Range

Age (years) 66 58–78 63 61–64
n Per cent n Per cent

Women 21 81 2 67
Men 5 19 1 33
Personality disorder
Obsessive compulsive personality disorder 4 15 1 33
Dependent personality disorder 3 12
Avoidant personality disorder 3 12
Narcissistic personality disorder 1 4
Borderline personality disorder 6 23
Other specified personality disorder 9 34 2 67
Co-morbid diagnoses
Mood disorder 16 62 3 100
Anxiety disorder 7 27
None 3 11

Table 2. Means, standard deviations, and effect sizes for the BSI, SIPP-SF, EMS and schema modes

Pre-treatment Mid-treatment Post-treatment

Effect sizesMean SD Mean SD Mean SD

BSI 74.29 39.06 70.60 33.01 67.12 31.62 .09/ .14/ .20
YSQ total 42.50 10.44 41.42 9.93 41.05 10.77 .11/ .04/ .14
Functional modes 49.58 13.75 47.38 15.61 50.94 13.43 .15/ –.24/ –.10
Dysfunctional modes 31.09 9.69 30.94 9.76 30.47 9.75 .02/ .05/ .07
Child modes 27.89 12.61 28.08 11.67 26.92 10.14 –.02/ .10/ .08
Coping modes 32.74 10.25 31.68 10.57 31.92 10.98 .10/ –.02/ .08
Parent modes 35.56 12.61 37.46 12.71 36.35 14.90 –.07/ .08/ .02
SIPP-SF SC 35.76 8.55 n.a. n.a. 37.20 7.93 n.a./ n.a./ –.17
SIPP-SF IdInt 30.08 8.14 n.a. n.a. 31.16 7.90 n.a./ n.a./ –.14
SIPP-SF RC 29.60 6.39 n.a. n.a. 30.72 7.63 n.a./ n.a./ –.16
SIPP-SF Res 39.68 6.57 n.a. n.a. 38.76 5.80 n.a./ n.a./ .15
SIPP-SF SC 37.24 6.63 n.a. n.a. 37.48 7.17 n.a./ n.a./ –.04

BSI, Brief Symptom Inventory total score; YSQ, Young Schema Questionnaire. Functional schema modes are the healthy adult mode and
happy child mode; dysfunctional schema modes are all the child modes, except for the happy child, coping modes and parent modes.
SIPP-SF SC is the score on the factor Self-Control, SIPP-SF IdInt is the score on the factor Identity Integration, SIPP-SF RC on the factor
Relational Capacities, SIPP-SF RES on the factor Responsibility and SIPP-SF SC on the factor Social Concordance on the short version of
the Severity Indices of Personality Problems. Effect sizes (with paired sample t-tests) are based on the difference in scores from pre-
treatment to mid-treatment (x/), from mid-treatment to end-of-treatment (/x/), and from pre-treatment to end-of-treatment (/ /x) divided
by the mean of the corresponding standard deviation. n.a., not available. Effect sizes were measured with Cohen’s d for paired sample t-tests.
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in the same variables at the beginning of the treatment were unrelated to changes in the same
variables later in the treatment. Synchronous correlations for change scores showed moderate
significant relations for most of the variables, indicating that change in process and outcome
factors in the same period were modestly related. Cross-lagged correlations for change showed
no significant relationships between pre- to mid-treatment change scores on YSQ total score
and schema modes scores and mid- to end-of-treatment BSI change. The converse
correlations were also not significant, except for the correlation between mid- to end-of-
treatment YSQ change scores and the pre- to mid-treatment BSI change score.

Mediation effects: testing cross-lagged associations with hierarchical regression analysis

After calculating the residual change scores for the pre- to mid-, the mid- to end- and pre- to
end-of-treatment measurements on the BSI, YSQ and schema modes, hierarchical regressions
were used to examine whether early process changes in EMS and schema modes predicted
later outcome changes in symptoms, controlling for early outcome change scores and later
process changes (Finkel, 1995).

As shown in Table 4, despite the non-significant cross-lagged correlation, the pre- to mid-
treatment functional schema modes change score was a significant predictor of the variance in
mid- to end-of-treatment BSI change score, after controlling for the other change scores. The
correlation was negative, indicating that the decline in functional schema modes led to an
increase of symptomatic distress. An additional 15% of variance was accounted for, apart
from the variance due to pre- to mid-treatment changes on BSI and for mid- to end-of-
treatment changes scores on the functional schema modes. This assumes that the decline in
functional schema modes led to an increase of symptomatic distress. The converse lagged
association was not significant. Neither the pre- to mid-treatment YSQ change score, nor the
pre- to mid-treatment dysfunctional modes score were significant predictors of the later
change in symptomatic distress.

The converse lagged association of the pre- to mid-treatment BSI change score was significantly
related to the later changes in EMS and dysfunctional schema modes. This implies that the
magnitude of change in symptomatic distress at the beginning of the treatment predicts the
eventual change in EMS and dysfunctional schema modes.

Table 3. Zero-order correlations of residual change score

1 2 3 4 5 6 7 8

(1) Pre-treatment to mid-treatment —

BSI
(2) Mid-treatment to end-treatment -.068 —

BSI
(3) Pre-treatment to mid-treatment .419* .095 —

YSQ
(4) Mid-treatment to end-treatment .454* .331 –.26 —

YSQ
(5) Pre-treatment to mid-treatment –.326 –.229 –.524** –.108 —

functional schema modes
(6) Mid-treatment to end-treatment –.089 –.534** –.116 –.402* –.193 —

functional schema modes
(7) Pre-treatment to mid-treatment .478* –.169 .556** .076 –.227 –.018 —

dysfunctional schema modes
(8) Mid-treatment to end-treatment .299 .493* –.077 .778** –.203 –.347 –.133 —

dysfunctional schema modes

*Correlation is significant at the 0.05 level (two-tailed); **correlation is significant at 0.01 level (two-tailed).

8 A. C. Videler et al.

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X21000325
Downloaded from https://www.cambridge.org/core. GGz Breburg, on 26 Nov 2021 at 14:59:13, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X21000325
https://www.cambridge.org/core


Further analyses: point-biserial correlation

We further examined whether the outcome of treatment might be different in specific PDs.
Therefore, we first specified the other specified personality disorders (OSPD) on the level of
traits. We defined three dichotomous independent variables, borderline personality disorder
(BPD) (n= 6), obsessive compulsive personality disorder/OSPD with obsessive compulsive
traits (n= 7) and avoidant personality disorder/OSPD with avoidant traits (n= 10).
As dependent variable the change score of BSI end-of-treatment to BSI pre-treatment was
used. We found significant correlations and medium effect sizes between BSI change score
and BPD (r= –.44, p= .026) and between BSI change score and obsessive compulsive
personality disorder/personality disorder with obsessive compulsive traits (r= .48, p= .013).
The negative correlation between BSI change score and BPD indicates that the patients
diagnosed with BPD improved more on symptomatic distress at the end-of-treatment. The
correlation between BSI change score and patients diagnosed with an obsessive compulsive
disorder indicates an increase in symptomatic distress during treatment. The correlation
between BSI change score and avoidant personality disorder/personality disorder with
avoidant traits was not significant (r= –.13, p= .54).

Table 4. Summary of hierarchical regression analyses

Variable β SE β R2 ΔR2

Mid-to end-of-treatment BSI
Step 1
Pre-treatment to mid-treatment BSI –.439 –.207
Mid-treatment to end-of-treatment YSQ .542* 1.020 .169 .094
Step 2
Pre-treatment to mid-treatment YSQ .300 .898 .238 .129
Step 1
Pre-treatment to mid-treatment BSI –.261 .146
Mid-treatment to end-of-treatment functional schema modes –.627* .568 .299 .235
Step 2
Pre-treatment to mid-treatment functional schema modes –.418* .620 .449 .370
Step 1
Pre-treatment to mid-treatment BSI –.254 .194
Mid-treatment to end-of-treatment dysfunctional schema modes .573* 1.004 .294 .230
Step 2
Pre-treatment to mid-treatment dysfunctional schema modes .030 .909 .295 .194
Mid-to end-of-treatment YSQ
Step 1
Pre-treatment to mid-treatment YSQ –.338 .164
Mid-treatment to end-of-treatment BSI .405* .036 .115 .034
Step 2
Pre-treatment to mid-treatment BSI .622** .034 .430 .349
Mid-to end-of-treatment functional schema modes
Step 1
Pre-treatment to mid-treatment functional schema modes –.400* .187
Mid-treatment to end-of-treatment BSI –.644** .050 .374 .317
Step 2
Pre-treatment to mid-treatment BSI –.264 .043 .434 .353
Mid-to end-of-treatment dysfunctional schema modes
Step 1
Pre-treatment to mid-treatment dysfunctional schema modes –.277 .161
Mid-treatment to end-of-treatment BSI .478* .034 .246 .177
Step 2
Pre-treatment to mid-treatment BSI .464* .033 .412 .328

Variables are residualised change scores; *significant at a 0.05 level (two-tailed); **significant at a 0.01 level (two-tailed).
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Discussion
In this study we explored the applicability, feasibility and outcome of an adapted form of brief
group schema therapy for older adults with mixed PDs. In summary, most patients showed a
positive change in symptomatic distress, EMS, schema modes and personality functioning
over time, but the magnitude of change differed from one patient to another. Of all patients,
4% recovered, 12% improved, 73% remained unchanged and 12% deteriorated. Comparing
our results with the previous study by Videler et al. (2014) in 31 older out-patients with
longstanding mood disorders and PD features, no significant changes on the outcome
measures were found and we found smaller effect sizes for all process variables.

In retrospect, we probably changed too many aspects at the same time, as we aimed to improve
the acceptability and effectiveness of schema therapy for older adults with PDs. Besides the age-
specific adaptations to the treatment protocol, as described in the introduction, we also changed
the nature of the population. Our current sample suffered from more severe pathology, as it
consisted of a group of older adults with full PDs compared with the patients with PD features
in the earlier study by Videler and colleagues (2014). The lower scores in symptomatic
distress during pre- (mean 63.58 vs 74.29), mid- (mean 52.54 vs 70.60), and end-of-treatment
(mean 48.00 vs 67.12) in the study by Videler et al. support this as a possible explanation.

Intermediate outcome analysis showed that the change in symptomatic distress at the
beginning of the treatment predicted later positive change in EMS and dysfunctional schema
modes. This was comparable to the results of Videler and colleagues (2014), who also found
that changes in EMS co-occurred with changes in symptomatic distress.

In this study only three patients dropped out (10%), compared with 11 patients in the study
(26%) by Videler et al. (2014). The low drop-out rate may suggest high acceptability by the
patients, and also may suggest that the adaptations to the ST group protocol enhanced the
acceptability for older adults.

We found a negative correlation between BSI change score and BPD, indicating that the
patients diagnosed with BPD improved more at the end-of-treatment. The patients diagnosed
with an obsessive compulsive disorder with obsessive compulsive traits showed significantly
higher levels of symptomatic distress at the end of treatment than at the start of treatment.
Cluster C PD patients extensively display emotional inhibited, over-controlling, avoiding and
fearful behaviour. Emotional inhibition and avoidance can be longstanding, very rigid
behavioural patterns with an adaptive value and a reinforcing effect, and are often very hard
to break through in psychotherapy (Dimaggio et al., 2018). This again supports our
hypothesis that in the current study patients showed more severe pathology than in the study
by Videler et al. (2014). A randomized controlled trial (RCT) with patients with mainly
cluster C PDs demonstrated successful treatment with group schema therapy (Bamelis et al.,
2014), but treatment dosage and the duration of treatment were much higher than in the
current study, that is 50 sessions over 36 months compared with 22 sessions in 6 months.
Treatment dosage was also much higher in the individual ST study in older adults with
cluster C PDs, with 50 sessions in 18 months (Videler et al., 2018).

Furthermore, preliminary results of an international RCT examining which format for delivery
of schema therapy for BPD in younger adults produces the best outcome (format A: intensive
group therapy only; or format B: a combination of group and individual therapy) support our
hypothesis that a higher treatment dosage, and more specifically in a combination of group
schema therapy and individual treatment sessions might yield better results in older adults as
well (Arntz, 2019; Wetzelaer et al., 2014). In a RCT with patients with internalizing problems,
Lorentzen et al. (2015) found that patients with PDs benefit from a more prolonged therapy
compared with patients without a PD, who showed better results with a short group therapy.
These findings are in line with the results from a previous meta-analysis who showed that
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long-term psychodynamic psychotherapy was superior to less intensive forms of psychotherapy in
patients with PDs (Leichsenring and Rabung, 2011).

As older adults need more time to learn the schema language and to recognize the triggering of
schemas and modes in their personal life, we lengthened the protocol with two pre-treatment
sessions and two additional therapy sessions, but this may not have been enough, especially in
patients with more severe personality pathology. Patients pointed out that they were more
aware of their dysfunctional patterns; maybe they had not been able yet to work on
behavioural change due to this ST treatment being too brief. In sum, older patients with PDs
might benefit from more ST sessions, similar to the treatment dosage and treatment intensity
in younger PD patients, ranging from 78 up to 300 sessions (Bamelis et al., 2014; Giesen-Bloo
et al., 2006; Nordahl and Nysæter, 2005). They might also benefit most from a combination
of group therapy and individual treatment sessions (Arntz, 2019).

Limitations of this study include a small sample size and the absence of a control condition,
which limits the generalizability and restricts the number and types of analyses that could be
carried out. More importantly, as mentioned above, in retrospect we adapted the protocol and
also changed the inclusion criteria to older patients with a PD as main diagnosis. Moreover,
compared with the study by Videler et al. (2014), in which all patients were recruited from a
geriatric out-patient setting, in our study 10 patients were recruited from two tertiary care
centres, both highly specialized in highly complex older PD patients. Accordingly, in
retrospect, it is not possible to determine the extent to which our results can be ascribed to
the more severe population or to the adaptions of the treatment protocol.

A final limitation is that we did not assess the acceptability of this adapted schema group
therapy for older adults with psychotherapy process measures, nor with qualitative measures.
In future feasibility studies of adaptions of schema therapy for older people, addition of
qualitive research methods in a mixed method design might shed further light on whether
adaptations enhance feasibility and treatment outcome in later life.

Despite these limitations, the present study adds to the emerging body of evidence for ST in
older adults. It supports the notion that ST is a promising treatment for older adults with PDs and
increases our knowledge on the development of adequate group ST protocols for older people.
Both effectiveness studies focusing on the treatment of PDs as the main focus of therapy in
older adults and the evidence for the effectiveness of group ST for other PDs than borderline
PD are sparse (Penders et al., 2020; Skewes et al., 2015; van Alphen et al., 2015). Adding
individual treatment sessions, and providing more therapy sessions, similar to the treatment
dosages and intensity that have been found efficacious in younger BPD patients (Arntz, 2019),
may lead to better treatment effects in older PD patients. This hypothesis may inform further
research.

The question remains whether the modifications in the protocol will indeed enhance the
efficacy of group schema therapy in older adults. This could be studied by randomly assigning
older PD patients to the adapted treatment protocol or to a treatment as usual condition.
Also, based on patient characteristics, it could be further investigated which dosage and
intensity of treatment is needed. The effect of a higher treatment dosage and intensity might
be investigated by comparing patients in the adapted treatment protocol with patients in a
condition with a combination of group and individual ST. The effects of specific interventions
for cluster B and cluster C personality disorders, like they were developed for younger adults
(Baljé et al., 2016; Farrell et al., 2009), might be worth studying in older adults.

In sum, we set out to adapt brief group schema therapy for older adults to explore its feasability,
acceptability and outcome, but learnt some important lessons for future research and clinical
practice. First, we should not have changed both the protocol and included more complex PD
patients. Second, when assessing acceptability, a mixed method design which includes
qualitative methods is more appropriate.
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For clinical practice, this study inspired us to start with a more intensive group schema therapy
treatment, that combines weekly group sessions with two-weekly individual sessions for a period
of at least 12 months. Besides treating older adults as intensively as younger adults, group ST will
most likely be more effective by providing the full array of group ST interventions, as is provided
to younger adults. The original brief schema therapy protocol in the study by Videler et al. (2014)
consisted of only CBT techniques. The experiential techniques of ST, like imagery and rescripting
and chairwork, add extra power to the treatment (Arntz and Van Genderen, 2020) and have been
found to contribute to ST in older adults in individual ST (Videler et al., 2018). The most
promising age-specific adaptations to group ST are incorporating wisdom enhancement and
reinforcing positive, or early adaptive, schemas. Whereas early maladaptive schema are formed
in childhood, when basic emotional needs are not fulfilled, early adaptive schema (EAS)
emerge during childhood, when core emotional needs are adequately met by primary
caregivers (Lockwood and Perris, 2012). Integrating EAS may be important vehicles of change
in schema therapy with older adults, because, as people age, and their EAS are no longer or
not sufficiently triggered, EMS may become more prominent. This could also occur earlier in
life but is more typical in ageing people. For a more extensive discussion of working with
positive schemas in older adults, see Videler et al. (2020) and van Donzel et al. (2021). We
are currently studying this more intensive group schema therapy protocol with a multiple
baseline case series design to study the effects, combined with qualitative interviews to
examine its feasibility.

Key practice points

(1) Group schema therapy for older people with PDs should be treated as intensively as younger people.
(2) When assessing acceptability of a new treatment, a mixed method design with qualitative methods is most

appropriate.
(3) When studying a new treatment, do not change both the protocol and the patients included.
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