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BPD, part 2: schema therapy and
how the approaches compare

Young's schema therapy for BPD, and what the evidence says about DBT,
schema therapy, MBT, TFP, STEPPS, CBT-PD and GPM

17 chapters  ~46 min read

How solid is each fact

Proven by research Clinical consensus In the author's own words

Interpretation / disputed Documented fact Not verified

In short

¢ BPD has an unusually crowded field of therapies. A 2020 Cochrane review found 75
randomised trials with more than 4,500 participants, testing more than 16 types of therapy.

¢ Schema therapy grew out of cognitive therapy. Its founder, Jeffrey Young, set out to help
people with long-standing, chronic patterns that classic CBT did little for. It explains BPD

through childhood needs that went unmet, 18 "schemas" and rapidly shifting "modes".

¢ Its signature tools are unusual for CBT: "limited reparenting", a warm and active therapist
stance; imagery rescripting of memories; and chairwork. These are professional techniques,
not self-help.

¢ Schema therapy works best as individual plus group sessions. In the largest trial (495
people, five countries) the combination had a large effect, while a "mostly group" version
did no better than usual treatment.

¢ Schema therapy and DBT have now been compared head to head twice, in 2024 and
2026. Neither trial found a significant difference on the main outcome. "No difference
found" is not the same as "proven equal".

¢ No brand wins. Meta-analyses: psychotherapy for BPD beats usual treatment, but the
margin is modest, and no specialist therapy has been shown to beat another. Well-
organised "general" management (GPM) was no worse than DBT in a trial.

e BPD is not a life sentence. Over 10 years, 86% of former inpatients had a lasting remission
of symptoms, but only about half reached full recovery, including work and relationships.
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¢ The brand name matters less than you might think. What effective approaches share: a

clear model, structure, enough time, and a trained clinician with supervision.

Timeline

The main events at a glance, from the first books on cognitive therapy for personality
disorders to the head-to-head trials of the 2020s.

1990 O

1993 O

1995 O

1999 O

2003 O

2006 O

2009 O
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Beck, Freeman and colleagues publish Cognitive Therapy of
Personality Disorders

COGNITIVE LINE

Marsha Linehan publishes her DBT manual (covered in Episode
1)

THIRD WAVE

The STEPPS group programme is created at the University of
lowa

COGNITIVE LINE

Bateman and Fonagy run the first trial of what became MBT,
with 38 people

EVIDENCE

Young, Klosko and Weishaar: Schema Therapy: A Practitioner's
Guide

COGNITIVE LINE

Giesen-Bloo trial (schema therapy vs TFP) and the BOSCOT trial
(CBT for BPD)

EVIDENCE

NICE guideline on BPD; DBT vs GPM trial in Toronto

EVIDENCE
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2014

2017-2020

2022

2024

2026

Schema therapy tested for other personality disorders (323
people)

EVIDENCE

Meta-analyses by Cristea (2017) and Oud (2018), and the
Cochrane review (2020)

EVIDENCE

Largest schema therapy trial: 495 people, five countries

EVIDENCE

First head-to-head trial of schema therapy vs DBT (Germany);
new APA guideline

EVIDENCE

Second head-to-head trial, BOOTS (the Netherlands)

EVIDENCE

What the lines mean. "Cognitive line" here means approaches that grew out of Beck's

cognitive therapy; "Third wave" is DBT; "Evidence" covers trials, meta-analyses and guidelines.

MBT and TFP are psychodynamic approaches and appear on the timeline only through their

trials. Whether schema therapy belongs to the third wave or to the "second", cognitive wave is

disputed ( sources disagree; see Episode 1 ).

How to read: evidence labels

Every claim carries a label that shows how solid it is.
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Label What it means

Proven by research Randomised trials (participants are split into groups by chance and
compared) or meta-analyses (studies that pool many trials)

Clinical consensus Clinical guidelines (NICE, the American Psychiatric Association)
The author's own How the method's founder, society or institute describes it; not
account independently checked

Interpretation A reading of the facts, or a point still under debate

Documented fact Dates, publications, institutions

Sources disagree Reliable sources give different figures; we give both

Not verified We couldn't open the primary source; treat with care

The label comes first in brackets, followed by the source, for example
proven by research; Storebg et al., 2020 |. Almost all the trials discussed here were run by the
developers' own groups; more on that in "So who won?".

This is education, not therapy or diagnosis. These notes mention self-harm
and suicidal behaviour, but only as outcomes measured in studies. If you need support

now, see If you need help now at the end of the page. Recognising yourself in the

description of the modes does not mean you have BPD; only a clinician can diagnose it
after an assessment.

What BPD is, and why it has so many therapies

A short reminder of the diagnosis, and of why a whole "tournament" grew up around it.

Borderline personality disorder (BPD) is a lasting pattern of instability in emotions, self-image
and relationships, with impulsive behaviour. Episode 11 covers the diagnosis itself and Marsha
Linehan's DBT. The key point here: BPD was long seen as almost untreatable, which is exactly

why so many specialist approaches appeared.

The scale shows in the numbers. The 2020 Cochrane review gathered 75 randomised trials

with 4,507 participants, covering more than 16 types of psychotherapy; DBT and MBT were the
most studied [ documented fact; Storebg et al., 2020 ).
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It helps to sort these approaches into three families (interpretation; following Choi-Kain et al,,
2017):

Family Approaches The core idea in one sentence
Cognitive- DBT, schema therapy, CBT Change thoughts, beliefs, skills and
behavioural for personality disorders behaviour

(CBT-PD), STEPPS

Psychodynamic MBT (mentalisation-based Understand inner states and
treatment), TFP relationships, including the one with
(transference-focused the therapist
psychotherapy)

General GPM (good psychiatric Clear, structured care without a special

(generalist) management), SCM brand

management (structured clinical
management)

One note on the diagnosis. In ICD-T11, in force since 2022, personality disorder is described by
severity (mild, moderate, severe) and by prominent traits; a "borderline pattern" is kept as an
extra specifier ([ documented fact; Psychiatric News, 2021 ). In 2022 the UK's NICE said it was
reviewing its BPD guideline because of this change ( documented fact; NICE, 2009, 2022 update ).

Nearly all the studies below used the older criteria, DSM-IV and DSM-5.

Schema therapy: Beck’s student and the "hard” cases

Where the method came from, and why it counts both as part of CBT and as a school of its
own.

Schema therapy was created by the American psychologist Jeffrey Young. He earned his
graduate degree at the University of Pennsylvania and completed a postdoctoral fellowship at
its Center for Cognitive Therapy, the centre of Aaron Beck, the founder of cognitive therapy

documented fact; Young's biography on PESI; Wikipedia |. Young later founded the Schema Therapy
Institute in New York | documented fact; Young et al., 2003, publisher's author note |,

Young and his followers tell the origin story like this. Some clients improve quickly with classic
cognitive therapy: find the thought, test it, feel better. For others the problem isn't a single
thought but the shape of their whole life: the same relationships, the same pain, the same
choices, again and again. A standard course did little for them, and that is who Young built his

approach for [ the author's own account; Young et al., 2003, via Wikipedia: Schema therapy ).
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The core text is Schema Therapy: A Practitioner's Guide by Young, Klosko and Weishaar (2003);
a Russian translation came out in 2020 ( documented fact; Young et al., 2003; Young et al., 2020 ).

CBT or not?

It depends on what you look at (interpretation).

e For "it's CBT": it grew out of cognitive therapy, works with core beliefs (see Episode 2) and
uses cognitive and behavioural techniques. A review by Jacob and Arntz (2013) calls
schema therapy a major development of CBT for personality disorders

the author's own account; Jacob & Arntz, 2013 ).

e For "it's a separate school": it borrows from attachment theory, Gestalt and
psychodynamic work, has its own "modes" model, imagery and chair techniques, its own

society (ISST) and its own certification [ documented fact; ISST |,

Classic CBT mostly works with what is happening now. Schema therapy pays far more

attention to childhood and to feelings as they arise in the session.

Early maladaptive schemas: 18 themes about self and others

What a schema is, how to spot one in everyday life, and what the data say about the model.

An early maladaptive schema is, in the International Society of Schema Therapy's definition, a
broad, pervasive theme about oneself and one's relationships with others that develops in
childhood ( the author's own account; ISST ). A schema forms when a child's temperament meets
painful experiences with family or peers. Afterwards it feels familiar and "right"; people may
unwittingly bend events so the schema stays "true"; and it can lie dormant for a long time

until the right situation wakes it up ( the author's own account; ISST |.

An everyday example. A partner hasn't replied to a message for two hours. One person
thinks, "probably busy". Another goes, within a minute, to "he's leaving, people always leave
me". If that reaction repeats for years across different relationships, schema therapy would see

something like the "abandonment" schema.

According to Young, the goal of therapy is to help a person learn to meet their core emotional
needs ( the author's own account; ISST . The 2003 book lists five groups of needs: secure
attachment to others; autonomy, competence and a sense of identity; freedom to express
needs and emotions; spontaneity and play; and realistic limits and self-control

the author's own account; Young et al., 2003 |.

18 schemas in 5 domains

A domain is a group of schemas linked to one unmet need [ the author's own account; ISST |.
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Domain

Disconnection
& Rejection

Impaired
Autonomy &
Performance

Impaired

Limits

Other-
Directedness

Overvigilance
& Inhibition

Schemas

Abandonment/instability;
mistrust/abuse; emotional
deprivation;
defectiveness/shame; social

isolation/alienation

Dependence/incompetence;
vulnerability to harm or illness;
enmeshment/undeveloped self;

failure

Entitlement/grandiosity;
insufficient self-control/self-
discipline

Subjugation; self-sacrifice;
approval-seeking/recognition-
seeking

Negativity/pessimism;
emotional inhibition;
unrelenting
standards/hypercriticalness;

punitiveness

How it might sound from the inside

"They'll leave me anyway", "'something
is fundamentally wrong with me"

"l can't cope on my own', "something
terrible is about to happen"

"Rules aren't for me", "l just can't make

myself"

"My wants don't matter", "what counts
is being liked"

"Never show feelings", "mistakes

deserve punishment"

The domains and schemas follow ISST ( the author's own account; ISST ). The phrases in the third

column are our illustrations, not questionnaire items.

Myth: an online "Young schema test" will tell me what's wrong with me.

Fact: the Young Schema Questionnaire (YSQ) is copyrighted, and reproducing it without

the author's written consent is prohibited [ documented fact; Young, 1999, copyright notice | so

the copies circulating on social media are unlicensed. More importantly, a questionnaire

doesn't diagnose anything. It supports a therapist's formulation; it doesn't replace it.

What the data say about the model itself

The model is a working map, not a proven blueprint of the mind (interpretation). In 2018 Bach,

Lockwood and Young himself analysed responses from more than a thousand adults in

Denmark, from clinical and non-clinical samples. The data fitted four domains better than five:

disconnection and rejection; impaired autonomy and performance; excessive responsibility
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and standards; and impaired limits. The authors call for replication
proven by research, one study; Bach, Lockwood & Young, 2018 ). Psychometric work on the short form
of the questionnaire also shows very high overlaps between some schemas, so some of them

may partly duplicate each other ( proven by research; Bach et al., 2017 |,

Three ways of coping with a schema

When a schema is triggered, people cope with it somehow. Young describes three coping

styles ( the author's own account; Young et al., 2003; ISST ).

Style What the person does Example with the schema "I'm a failure"

Surrender Lives as if the schema Avoids anything hard, settles for a job
were true below their ability

Avoidance Steers clear of situations Procrastinates, skips the interview

that touch the schema,

numbs the feeling

Overcompensation Does the opposite, Perfectionism and overwork to prove
"fights" the schema everyone wrong

From the outside these look like opposites: procrastination and perfectionism. In the model
they can be responses to the same schema, and all three keep it alive in the long run

the author's own account; Young et al., 2003 |. This is a clinical observation by the authors, not a law
tested in experiments (interpretation).

Modes: why BPD needed "states™

A schema is a lasting theme; a mode is what is happening to a person right now.

A person with a severe personality disorder has many schemas active at once, and their state
can change within minutes. Working through 18 schemas one by one is impractical, so the
mode model was developed ( the author's own account; Jacob & Arntz, 2013 ).

A mode (schema mode) is a here-and-now state: an emotion plus a way of coping with it, set
off by an "emotional button" and leading to an over- or under-reaction

the author's own account; ISST ). The first mode model was built specifically for BPD; mode
models were later described for most other personality disorders too

the author's own account; Jacob & Arntz, 2013 |,
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Five modes in BPD

In Kellogg and Young's (2006) model, five modes are most typical of BPD

the author's own account; Kellogg & Young, 2006; Young et al., 2003 |

Mode

Abandoned

(vulnerable) child
Angry and

impulsive child

Detached

protector

Punitive parent

Healthy adult

What goes on

Loneliness, fear, shame, a sense

of being defective

Rage, a sense of injustice,
sudden actions for relief right

now

Switching feelings off,
numbness, withdrawal so it won't
hurt

An inner voice demanding
punishment for mistakes and
"badness"

Mature self-care and boundaries

How it might sound

"Nobody needs me"

A harsh late-night message to a
partner

"l don't care"

"You deserved this"

A pause, and a call to a friend

instead of acting on impulse

In the model, the healthy adult mode is weak in people with BPD, and therapy builds it up

the author's own account; Kellogg & Young, 2006 |.

One evening (a composite example). A friend cancels plans at the last minute.
First comes emptiness and fear: "nobody needs me" (vulnerable child). Half an hour later,
anger and a long, hurtful message (angry child). Then shame and a voice saying "you ruin

everything, you're a terrible person" (punitive parent). Late at night, numbness and

endless scrolling, anything not to feel (detached protector). Schema therapy would look

at that evening as a series of mode shifts, asking what each "part" needed and what the

healthy adult would have done.

There is a questionnaire for modes, the Schema Mode Inventory (SMI): 118 items, 14 modes; it

was tested on 863 participants and its scales showed good reliability

proven by research; Lobbestael et al., 2010 ). It is protected by its authors' rights, so we don't

reproduce the items.
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A one-minute check-in: "Who's talking right now?" Think of a moment in the
past week when you reacted more strongly than you wanted to. Three questions: which
part of me was talking — the scared one, the angry one, the switched-off one or the strict
one? What did it actually need? What would my calm, grown-up, kind-to-myself self have
done? This is a way of noticing, borrowed from the language of modes (Young et al., 2003;
Kellogg & Young, 2006), not therapy or diagnosis. If things have been hard for a long time,
consider seeing a psychiatrist or psychotherapist who works with personality disorders. If
you are having thoughts of harming yourself, start with If you need help now.

Inside the schema therapist’s room

How it's done in therapy: the therapist's stance, the techniques, and what they cost. This is a
description for understanding, not instructions.

Kellogg and Young describe treatment for BPD in three phases: bonding and emotional
regulation; changing modes; and developing autonomy. They name four mechanisms of
change: limited reparenting, experiential work (with imagery and dialogue), cognitive work
and psychoeducation, and breaking behavioural patterns

the author's own account; Kellogg & Young, 2006 ).

Limited reparenting

ISST calls limited reparenting the heart of schema therapy: the therapist builds a secure
attachment and, within the limits of a professional relationship, partly meets the client's core
needs that went unmet in childhood ( the author's own account; ISST: Limited Reparenting ). In
practice that means warmth, predictability, open care and protection from the "punitive
parent", together with firm limits on the modes that sabotage therapy. The word "limited" is
the important one: this happens inside professional boundaries; the therapist does not
become a substitute parent.

That is a clear departure from the image of the reserved, neutral therapist: a schema therapist
openly shows that they care. Nobody has yet managed to measure the contribution of this

stance separately from the rest of the therapy (interpretation; Jacob & Arntz, 2013).

One piece of it has been tested. In a trial by Nadort and colleagues (62 people), half the
therapists were randomly assigned to be available by phone outside office hours. It added
nothing to the outcome; after 18 months of schema therapy, 42% of participants had

recovered from BPD [ proven by research; Nadort et al., 2009 ).
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Empathic confrontation

Empathic confrontation means warmth and firmness at once [ the author's own account; ISST |.
The therapist acknowledges where a pattern came from and how it once helped, and names
plainly what it costs now. For example: "l understand why switching off was the only way to
get through what happened back then. And | can see that when you switch off now, we lose

the chance to help the part of you that's hurting" (a composite example).

Imagery rescripting

Imagery rescripting is a technique for changing the meaning of a painful memory, rather
than simply reliving it. In Arntz's updated protocol (2025) the logic is this: the memory is
recalled up to its worst moment, but instead of going through every detail, the question
becomes what the person needed back then. In early sessions the therapist "steps into" the
image and protects the child; later, the client does it themselves from the adult position

the author's own account; Arntz, 2025 |.

The protocol has safety rules: keeping the threat in the image under control is the central task;
there are ways to bring the person back to the here and now if they start to dissociate; and the
therapist doesn't suggest details or confirm or deny whether an event really happened

the author's own account; Arntz, 2025 |.

What we know about its benefits. For post-traumatic stress disorder (see Episode 9),
rescripting as a standalone method is supported by meta-analyses, but it hasn't been shown
to beat other evidence-based treatments [ proven by research; as reviewed in Arntz, 2025 ). |ts specific
contribution within schema therapy for BPD has not been isolated (interpretation; Jacob &
Arntz, 2013). In a small study by Weertman and Arntz (21 people with personality disorders), 24
sessions focused on childhood memories worked about as well as 24 sessions focused on the

present | proven by research, small sample; Weertman & Arntz, 2007 |.

What patients say: in a German qualitative study, 21 people with BPD described strong
emotions and exhaustion at first, and later a better grasp of their schemas, more stability and
relief. Distrust, a fast pace and too little time to talk afterwards got in the way; a clear
structure, preparation, starting with easier memories and a stop signal helped

proven by research, qualitative study; Schaich et al., 2020 ).

Chairwork

Chairwork comes from Gestalt therapy and psychodrama: modes are "seated" on different
chairs, and the person speaks from each one. A typical version is a dialogue with the punitive
parent in which, from another chair, the healthy adult finally answers back

the author's own account; Young et al., 2003, via Wikipedia: Schema therapy ). In a qualitative study, 29
people with BPD often felt sceptical, ashamed or awkward at first, and pain and tiredness in
the short term; in the long run, all participants described understanding their modes better

and treating themselves less harshly [ proven by research, qualitative study; Josek et al., 2023 ),
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Familiar CBT tools

Schema therapy also uses techniques familiar from CBT: listing a schema's pros and cons,
testing the "evidence" for it, a dialogue between the schema and the healthy side, flashcards
for difficult situations, a schema diary, role-play and behavioural homework between sessions

the author's own account; Young et al., 2003 |.

Imagery rescripting and chairwork with traumatic material are professional
techniques with a safety protocol. They temporarily increase distress, so they are done
with a trained therapist, with preparation and time to close the session, not alone from an
online video [ the author's own account; Arntz, 2025; Schaich et al., 2020 |,

Does schema therapy work? The key studies

From the first trial in 2006 to the large international one in 2022: what the data show, and

where they are weak.

Three years, twice a week: schema therapy vs TFP

In 2006 in the Netherlands, 88 people with BPD at four centres were randomly assigned to
schema therapy or transference-focused psychotherapy (TFP, Kernberg's psychodynamic

approach). Both ran twice a week for three years ( documented fact; Giesen-Bloo et al., 2006 ).

Both produced significant improvements. But after three years, 45.5% in the schema therapy
group met the recovery criterion on a BPD severity interview, versus 23.8% in TFP; the relative
risk of recovery was 2.18. Reliable clinical improvement: 65.9% vs 42.9%. The risk of dropping

out was higher in TFP [ proven by research, one trial; Giesen-Bloo et al., 2006 .

On cost: over four years, schema therapy came to about €37,800 per person versus €46,800
for TFP [ proven by research; van Asselt et al., 2008 |. The intensive therapy was cheaper not in itself,
but compared with another intensive therapy and counting all care costs.

The limitation: this compared two active therapies, not therapy against usual care, and it was
run by schema therapy's developers (interpretation).

Group schema therapy as an add-on
In a small US trial by Farrell and colleagues (32 people), 30 group schema therapy sessions
over eight months were added to usual individual therapy [ documented fact; Farrell et al., 2009 |,
According to an ISST press release, dropout was 0% vs 25%, and by the end of treatment 94%
vs 16% no longer met BPD criteria

the author's own account; ISST press release, 2009 — not checked against the paper's tables ). The sample is

tiny, so treat these figures with care.
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The largest trial: 495 people, five countries

The largest schema therapy trial came out in 2022: 495 people at 15 centres in Australia,
Germany, Greece, the Netherlands and the UK, with two years of treatment

documented fact; Arntz et al., 2022 ). [t compared three options:

Option How it worked Result vs usual treatment
Combined schema Weekly individual and group Large effect,d =114
therapy (individual + sessions in year one, tapering in

group) year two

Predominantly group Two groups a week plus up to 12 d = 0.30, not significant

individual sessions in year one

"Optimal treatment as The best care available at the —

usual" centre; most often DBT

proven by research; Arntz et al., 2022

How to read d: it's a standardised difference between groups; about 0.2 is considered small,
0.5 medium, and 0.8 or more large. Both forms of schema therapy together beat usual
treatment with d = 0.73, and the combined format beat the mostly-group one with d = 0.84.
Over two years, 74% stayed in treatment in the combined arm, 62% in the group arm and 64%
in usual treatment ( proven by research; Arntz et al., 2022 ),

The surprising takeaway: group work alone was not a cheap substitute. What worked was
group plus individual work.

And the hard side: three people in this trial died by suicide, one in each arm
documented fact; Arntz et al,, 2022 ). Even the best therapies are no guarantee of safety, which is

why a crisis plan is always needed.

Not only BPD

Schema therapy has also been tested for other personality disorders: avoidant, dependent,
obsessive-compulsive, paranoid, histrionic and narcissistic. In the Netherlands in 2006-201]1,
323 people at 12 centres were assigned to schema therapy, usual treatment, or clarification-
oriented psychotherapy. After three years more people had recovered with schema therapy,
and fewer dropped out [ proven by research; Bamelis et al., 2014 ). Sources give the exact rates
differently: around 80% versus roughly 50-60% (sources disagree; 2014 press release via
ScienceDaily: about 80%, 60% and 50%; Markowitz's 2015 commentary: 81%, 52% and 51%). The
differences showed up in interviews but not in participants' self-reports

proven by research; Bamelis et al., 2014 |,
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Therapist training is not a formality. In the same trial, therapists trained through
practice and role-play with feedback got better results than those trained mainly through
lectures and reading ( proven by research; Bamelis et al., 2014 ).

Other roads: CBT-PD, STEPPS, MBT, TFP and GPM

Shorter, cheaper, in a group, through mentalising or through the relationship with the
therapist: what the other approaches offer and what we know about them.

CBT for personality disorders (Davidson): 16 sessions in a real health system

Back in 1990, Beck, Freeman and colleagues described cognitive therapy for personality
disorders: each disorder has its own profile of core beliefs and of "overdeveloped" and
"underdeveloped" behavioural strategies ( documented fact; Beck, Freeman et al., 1990 ). On that
basis the Scottish psychologist Kate Davidson built CBT for cluster B personality disorders,
borderline and antisocial. It stays within the classic cognitive model: a shared case
formulation, work on core beliefs about self and others, and building new strategies

the author's own account; Davidson et al., 2006 ). Formulation, or conceptualisation, is covered in

Episode 4.

Her question was practical: can people with BPD be helped within an ordinary public health
system, without three years of twice-weekly sessions? The BOSCOT trial (Glasgow, London,
Ayrshire) enrolled 106 people; they were offered up to 30 sessions over a year and attended 16

on average ( documented fact; Davidson et al., 2006 ).
The result was modest and honest [ proven by research; Davidson et al., 2006; Davidson et al., 2010 .

e The share of people with at least one episode of suicidal behaviour over two years did not
differ between groups (43% vs 54%), but on average there were about half as many such
episodes in the CBT group.

e After six years the difference held only as a trend, without statistical significance; hospital
stays were shorter on average in the CBT group.

e Depression, social functioning and quality of life did not change much; quality of life stayed
low in both groups.

The authors warned against overstating the result, while noting that CBT can produce
clinically important change in a relatively small number of sessions in real clinical settings

the author's own account; Davidson et al., 2006 ).
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STEPPS: bringing family and friends in

STEPPS (Systems Training for Emotional Predictability and Problem Solving) was created in
1995 at the University of lowa by Nancee Blum and colleagues

documented fact; University of lowa, 2017 ). Its logic: BPD affects not just one person but their whole
system of relationships ( the author's own account; Ness, 2009 ).

How it works [ the author's own account; Ness, 2009; NHS Education for Scotland |

e 20 weekly group sessions of about two hours, with two facilitators.
¢ Each session opens with a short self-rating, so people can see their progress on a chart.

e Participants learn to notice how an emotion builds across five levels, and practise skills for
managing emotions and behaviour: distraction, challenging negative thoughts, everyday
problem-solving, sleep, eating, avoiding substances.

¢ The "reinforcement team": the person chooses family, friends and professionals, who learn
the programme's language. In a hard moment they don't argue or rescue; they help the
person remember which skill fits.

e STEPPS is designed as an add-on to existing treatment, not a replacement.

A detail from the developers: the levels of emotion were first pictured as a tornado, but when
the programme was introduced in the Netherlands it turned out Dutch has no word of its
own for "tornado", so the image became a pot on the stove, from cold water to boiling

the author's own account; University of lowa, 2017 |. The same university reports that more than
25,000 people in the Netherlands have completed the programme and about 900 therapists
have been trained [ the author's own account; University of lowa, 2017 ).

The data. In the trial by Blum and colleagues (165 people), adding STEPPS led to greater
improvement in overall BPD symptoms, impulsivity, mood and functioning, and fewer
emergency visits; there were no differences in self-harm, suicide attempts or hospitalisations

proven by research; Blum et al., 2008; NIMH, 2008 |. In the Cochrane review STEPPS beat usual
treatment at the end of the course (SMD -0.39, three trials), but the effect was not confirmed
at follow-up ( proven by research; Storebg et al., 2020 ). A 2023 systematic review (20 studies, three of
them randomised) calls the results promising but too early for firm conclusions

proven by research; Ekiz et al., 2023 |.

MBT: learning to read states, your own and other people’s

MBT (mentalisation-based treatment) was developed in the UK by Anthony Bateman and
Peter Fonagy and is psychodynamic in origin. Mentalising is the capacity to understand
yourself and others in terms of the mental states behind behaviour

the author's own account; Bateman & Fonagy, 2016 |. Not "he didn't reply, so he doesn't care", but "he
didn't reply — maybe he's tired, maybe he's hurt, maybe he hasn't seen it". In the authors'
model, this capacity "switches off" in BPD exactly under the stress of close relationships

the author's own account; Bateman & Fonagy, 2016 ). In a later version of the theory the authors talk
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about epistemic trust, the capacity to trust others and learn from them (interpretation;
Bateman et al., 2018).

The data ( proven by research ):

e The first trial, in 1999, was small: 38 people in a day hospital (Bateman & Fonagy, 1999). Eight
years after it began, suicidal behaviour was found in 23% vs 74% of the comparison group,
and the BPD diagnosis persisted in 13% vs 87%; but the sample was 41 people, and overall
social functioning remained impaired (Bateman & Fonagy, 2008).

e Outpatient MBT vs structured clinical management (SCM), 134 people, 18 months: both

groups improved substantially, with steeper drops in crises and hospital admissions under
MBT (Bateman & Fonagy, 2009).

¢ |In anindependent Dutch trial (95 people), day-hospital MBT did not beat specialist usual
treatment on any measure, although fewer people dropped out early: 9% vs 34%
(Laurenssen et al., 2018).

e Cochrane review: compared with usual treatment, MBT reduced self-harm (risk ratio 0.62)
and suicidality (0.10), with low certainty of evidence (Storebg et al.,, 2020).

TFP: understanding yourself through the relationship with the therapist

TFP (transference-focused psychotherapy) is based on Otto Kernberg's model. In this model,
people with BPD hold fragmented pictures of themselves and others ("identity diffusion"), and
their main defence is splitting: people, including oneself, are seen as either all good or all bad.
The work happens through the way these pictures play out in the relationship with the
therapist, within a firm frame and a treatment contract

the author's own account; Levy, Draijer & Yeomans, 2017 |,

The data. In a trial by Clarkin and colleagues (90 people, one year), TFP, DBT and supportive
therapy produced broadly comparable results

proven by research, low statistical power; Clarkin et al.,, 2007 |. Against treatment by experienced
community psychotherapists, TFP had less dropout and more people who no longer met BPD
criteria, although TFP patients had more sessions

proven by research; Doering et al., 2010, as summarised in Evidence-Based Mental Health |, Against schema
therapy, TFP came out behind (Giesen-Bloo et al., 2006).

GPM: the dark horse with nothing exotic about it
GPM (good psychiatric management) was described by the American psychiatrist John
Gunderson. No special technigues: at most one session a week, an honest conversation about

the diagnosis and its usual course, attention to work and everyday life, and caution with

medication [ the author's own account; Gunderson & Links, 2014; Choi-Kain et al., 2017 ). The clinician, in

Gunderson's description, should be warm, reliable, interested and not intimidated

the author's own account; Gunderson & Links, 2014 |,
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In Toronto, 180 people with BPD and repeated self-harm were randomly assigned to a year of
DBT or a year of GPM. Both groups improved significantly, with no difference between them

proven by research; McMain et al., 2009 ). Two years after treatment ended, still no difference, and
about two thirds of participants were in diagnostic remission

proven by research; McMain et al., 2012 |,

That is why a review by Harvard researchers calls such models "good enough" and proposes
stepped care: start with well-organised general management and move those who need
more into an intensive specialist programme (interpretation; Choi-Kain et al,, 2017). This is the
review authors' position, not a unanimous verdict of the field, but it rests on data.

Seven approaches side by side: a comparison table

Model, mechanism, format and strength of evidence in one place. The "who it may suit"
column is a hypothesis, not a rule.
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Approach Model of the problem
DBT Emotional

(Linehan; dysregulation
Episode 1)

Schema Unmet childhood
therapy needs - schemas =
(Young; modes

Arntz)

MBT Mentalising switches
(Bateman, off under attachment
Fonagy) stress

TFP Identity diffusion,
(Kernberg) splitting

STEPPS Emotional intensity
(Blum, that affects the whole
Black) relational system
CBT-PD Core beliefs and
(Davidson) "overdeveloped"

strategies
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Main mechanism

Skills; balancing
acceptance and

change

Limited
reparenting,
rescripting,
chairwork,
cognitive and

behavioural work

Restoring the
capacity to read
mental states,
one's own and

others'

Working through
the transference,
contract and

frame

Group skills + a

"reinforcement

team" of people
close to the

person

Formulation,
changing beliefs,

new strategies

Format and length in studies

Individual + skills group +
phone coaching + therapist

team, usually about a year

Once or twice a week for 1.5-3

years; best as individual +

group

Individual + group, about 18
months

Individual, twice a week, a

year or more

20 weeks in a group, as an
add-on

Up to 30 sessions in a year (16

attended on average)
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Approach Model of the problemm  Main mechanism Format and length in studies

GPM Interpersonal Psychoeducation, At most once a week
(Gunderson)  hypersensitivity case
management,

focus on life
outside therapy

Sources by row: DBT — Storebg et al., 2020; NICE, 2009; Choi-Kain et al., 2017. Schema therapy
— Kellogg & Young, 2006; Giesen-Bloo et al., 2006; Arntz et al,, 2022; Assmann et al., 2024;
Wibbelink et al., 2026. MBT — Bateman & Fonagy, 2009; Laurenssen et al., 2018. TFP — Levy,
Draijer & Yeomans, 2017; Clarkin et al,, 2007. STEPPS — Blum et al., 2008; Ekiz et al., 2023. CBT-
PD — Davidson et al., 2006. GPM — McMain et al., 2009, 2012; Choi-Kain et al.,, 2017. The "who it
may suit" column is our interpretation of these sources; there is not yet any evidence that lets

anyone match a method to a person in advance (interpretation; Oud et al.,, 2018).

What costs less. A review of 30 economic evaluations found that evidence-based
psychotherapy for BPD saved on average about US$1,551 per person per year compared with
usual treatment, though the data vary widely [ proven by research; Meuldijk et al., 2017 |. DBT
requires training a whole team; GPM is quicker to learn, and one-day workshops improved

clinicians' attitudes to treating BPD (interpretation; Choi-Kain et al., 2017).

So who won? Head-to-head trials and meta-analyses

What happens when the strongest approaches meet face to face, and what you see when all
the trials are pooled.

Schema therapy vs DBT: two draws

¢ Germany, 2024 (PRO*BPD). 164 people, one centre, 18 months of one individual session
and one group a week. A year after treatment ended there was no significant difference in
BPD severity; DBT did better on anger ( proven by research; Assmann et al., 2024 ).

e The Netherlands, 2026 (BOOTS). 204 people (95 in DBT, 109 in schema therapy), nine
centres, two years of treatment, main assessment at 36 months. The difference in BPD
severity was not significant: d = 0.15 (95% Cl -0.17 to 0.47), p = .27; both groups improved
substantially. Over two years 52% left DBT and 46% left schema therapy, not a significant

difference

proven by research; Wibbelink et al., 2026, via the abstract summaries in ReachMD and Medical Dialogues .
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Both trials tested whether one method beats the other; neither was designed to prove they
are equal. The BOOTS authors state plainly that neither therapy was shown to be superior, and
suggest studying next which treatment suits whom

the author's own account; Wibbelink et al., 2026, via ReachMD |,

Myth: only DBT helps with BPD. Fact: DBT has the most trials, but head-to-

head comparisons with schema therapy (twice) and with GPM found no significant
difference [ proven by research; Assmann et al., 2024; Wibbelink et al., 2026; McMain et al., 2009 |. The

reverse myth, "'schema therapy is the most effective', isn't supported either.

What the meta-analyses show

Review What was pooled Main finding
Cristea et 33 trials, 2,256 people Psychotherapies beat control conditions (g = 0.32-
al., 2017 0.40), but in the authors' words the effects are

"small, inflated by risk of bias and publication bias,
and particularly unstable at follow-up". At follow-up
only DBT (g = 0.34) and psychodynamic
approaches (g = 0.41) still beat control

Oud et al., 20 trials, 1,375 people Better than usual treatment; against protocolised
2018 (DBT, MBT, TFP, general management, mostly inconclusive; no
schema therapy) clear evidence that one specialist therapy beats
another
Cochrane 75 trials, 4,507 people Vs usual treatment: BPD severity SMD -0.52
(Storebg et (moderate certainty), the only outcome that
al.), 2020 reached a clinically important level; self-harm

-0.32, suicide-related outcomes -0.34, functioning
-0.45 (low certainty), depression -0.39 (very low)

proven by research; Cristea et al., 2017; Oud et al., 2018; Storebg et al., 2020 | SMD and g follow the same
logic as d: a standardised difference between groups.

What the guidelines say

¢ American Psychiatric Association (December 2024): recommmends treating BPD with a
structured psychotherapy (rated 1B); "no therapy emerged as a 'gold standard'"; no
evidence was found that any medication treats the disorder's core symptoms; if medication

is used, it should be time-limited [ clinical consensus; APA, 2024, press release ).
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¢ NICE (2009): consider a comprehensive DBT programme for women for whom reducing
recurrent self-harm is a priority; don't use brief psychological interventions (under three
months) outside a service with a clear model and supervision; don't use drug treatment

specifically for BPD [ clinical consensus; NICE, 2009 |.

Why these data need care

Allegiance — researchers' commmitment to their own method. Most schema therapy trials

involved Arntz and fellow developers; MBT trials, Bateman and Fonagy; TFP, the Clarkin and
Kernberg group. In an independent MBT trial the difference was smaller (interpretation;
Laurenssen et al., 2018).

¢ "Usual treatment" varies widely, frorn minimal care to DBT, as in the 2022 trial. The better
the control, the smaller the gap (interpretation; Oud et al., 2018).

¢ Specialist arms often get more therapy hours than control arms (interpretation; Doering
et al,, 2010; Arntz et al,, 2022).

e Dropout is high: in BOOTS about half the participants left within two years

proven by research; Wibbelink et al., 2026 |,

Sowho won?

The honest answer: no single brand. Specialist psychotherapy for BPD does better than usual
treatment, but the margin is modest and there is no winner among the names
(interpretation; Cristea et al., 2017, Oud et al., 2018; Storebg et al., 2020). What effective
approaches share is not a label but a set of features: a clear model that both the team and the
client understand; structure and predictability; psychoeducation; a safety plan; a trained
clinician with supervision; and enough time (interpretation; Choi-Kain et al., 2017; Bateman et
al,, 2018; NICE, 2009). How to read this kind of evidence, and its limits, is the subject of Episode
14,

Life after symptoms

BPD changes over time, but symptoms fade faster than lives recover.

BPD is often presented as a life sentence. The data don't support that. In a 10-year follow-up of
290 former inpatients, 93% had a symptom remission lasting at least two years, and 86% one
lasting at least four. Full recovery — remission plus good social and vocational functioning for
two years — was reached by 50%, and about a third of them later lost it

proven by research, cohort study; Zanarini et al., 2010 ),

But functioning lags behind symptoms. Two years after a year of DBT or GPM, about two
thirds of participants were in diagnostic remission, yet 53% were neither working nor studying

DRAFT - seitopsy.com - Turan 21/28



and 39% were receiving disability support [ proven by research; McMain et al,, 2012 |. Six years after
CBT-PD, quality of life remained low in both groups ( proven by research; Davidson et al., 2010 |.

Hence the takeaway: "which therapy is best?" matters, but so does another question — how to
get back to the work, study and relationships a person values (interpretation; McMain et al,,
2012).

Myth: BPD can't be treated. Fact: psychotherapy for BPD does better than
usual treatment (Storebg et al., 2020), and over 10 years most people reach a lasting
remission of symptoms (Zanarini et al., 2010). Work and social life recover more slowly and
with more difficulty.

How to choose, and what good treatment looks like

Questions to ask yourself and a clinician. This is not a self-treatment guide: it's best to choose

a format together with a clinician who knows your situation.

1. What matters most right now? If it's recurrent dangerous crises and self-harm, look for an
approach with an explicit crisis-support system and a safety plan; for women with this
priority, NICE names DBT | clinical consensus; NICE, 2009 |. If there are no acute crises and the
main issues are chronic relationship patterns, self-criticism and shame, discuss with a

clinician the approaches that work on these in more depth (interpretation).

2. What is actually available near you? Well-delivered accessible care beats ideal care that
doesn't exist; structured general management was no worse than DBT in a trial
proven by research; McMain et al., 2009 ).
3. How much time and energy do you have? In studies, STEPPS ran for 20 weeks, CBT-PD up
to a year, MBT about 18 months, and schema therapy 18 months to three years

documented fact; from the trials above |.

4. Group or individual? In schema therapy the combination worked best; group alone did no
better than usual treatment ( proven by research; Arntz et al., 2022 ).

5.Is the clinician trained in the method, and supervised? How therapists were trained
affected outcomes (Bamelis et al,, 2014); NICE requires supervision

clinical consensus; NICE, 2009 ),

6. Has the treatment model been explained to you? If you understand how treatment will
work and why, that's a sign of a structured approach [ clinical consensus; NICE, 2009 |.

Red flags:

e promises of a cure within a month: NICE advises against interventions shorter than three
months outside a structured service | clinical consensus; NICE, 2009 |;
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medication as the main treatment for BPD: according to the APA and NICE, medication
doesn't treat the core of the disorder ( clinical consensus; APA, 2024; NICE, 2009 ),

an online "schema test" treated as a diagnosis;

a clinician who can't explain which method they use.

If you are having thoughts of self-harm or suicide, get crisis support first and

choose a method later: see If you need help now. A psychiatrist is needed in acute risk,

psychotic episodes, severe co-occurring conditions, and for decisions about medication
clinical consensus; NICE, 2009; APA, 2024 ).

Check yourself

1. How does a schema differ from a mode? A schema is a lasting theme about self and

others formed in childhood; a mode is a current state, an emotion plus a response, that can

change within minutes.

2. What three coping styles does Young describe? Surrender, avoidance and
overcompensation; in the model, all three end up keeping the schema alive.

3. What is limited reparenting? A therapist stance in which, within professional limits, the
therapist partly meets the client's core needs: warmth, predictability, protection and
boundaries.

4. Which schema therapy format worked best in the 2022 trial? Individual plus group work
(d =114 vs usual treatment); the mostly-group format did no better than usual treatment.

5. What did the two head-to-head trials of schema therapy and DBT find? No significant
difference on the main outcome. That is not proof that they are equal.

6. Why does the GPM trial matter? Simple structured management, at most once a week,
was no worse than a year of DBT, either straight after treatment or two years later.

Key takeaways

Schema therapy is an integrative branch of CBT: 18 schemas, three coping styles, modes, a
warm and active therapist, and experiential techniques.

The model is useful as a language, but data support its structure only partly, and the
contribution of individual techniques hasn't been isolated.

Schema therapy has good trials, including a large international one; individual plus group
work does best.

Neither DBT nor schema therapy nor any other brand has been shown to beat the others;

well-organised general management comes close to them.
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e Almost all trials were run by the methods' developers, effects are modest and dropout is
high.

e BPD is treatable and, over time, many people reach remission; rebuilding a life takes longer

than the symptoms do to fade.

e When choosing, what matters most is access, structure, enough time, a trained and
supervised clinician, and a model you understand.

Sources

1. American Psychiatric Association (2024). Updated Borderline Personality Disorder

Guideline (press release, 10 December 2024). https://Mwww.psychiatry.org/News-room/News-

Releases/Updated-Borderline-Personality-Disorder-Guideline

2. Arntz, A. (2025). Imagery Rescripting: an update of the treatment protocol. Behaviour
Research and Therapy, 195, 104913.
https://pure.uva.nl/ws/files/302328587/Imagery_Rescripting.pdf

3. Arntz, A, Jacob, G. A, Lee, C. W,, et al. (2022). Effectiveness of predominantly group schema

therapy and combined individual and group schema therapy for borderline personality
disorder: a randomized clinical trial. JAMA Psychiatry, 79(4), 287-299.
https://doi.org/10.1001/jamapsychiatry.2022.0010

4. Assmann, N,, Schaich, A, Arntz, A, et al. (2024). The effectiveness of dialectical behavior
therapy compared to schema therapy for borderline personality disorder: a randomized
clinical trial. Psychotherapy and Psychosomatics, 93(4), 249-263.
https://doi.org/10.1159/000538404

5. Bach, B., Lockwood, G., & Young, J. E. (2018). A new look at the schema therapy model:
organization and role of early maladaptive schemas. Cognitive Behaviour Therapy, 47(4),
328-349. https://doi.org/10.1080/16506073.2017.1410566

6. Bach, B,, Simonsen, E., Christoffersen, P., & Kriston, L. (2017). The Young Schema

Questionnaire 3 Short Form (YSQ-S3). European Journal of Psychological Assessment, 33(2),

134-143. https://doi.org/10.1027/1015-5759/a000272

7. Bamelis, L. L. M., Evers, S. M. A. A,, Spinhoven, P., & Arntz, A. (2014). Results of a multicenter
randomized controlled trial of the clinical effectiveness of schema therapy for personality

disorders. American Journal of Psychiatry, 171(3), 305-322.
https://doi.org/10.1176/appi.ajp.2013.12040518

8. Bateman, A, & Fonagy, P. (1999). Effectiveness of partial hospitalization in the treatment of

borderline personality disorder: a randomized controlled trial. American Journal of
Psychiatry, 156(10), 1563-1569.

9. Bateman, A., & Fonagy, P. (2008). 8-year follow-up of patients treated for borderline

personality disorder: mentalization-based treatment versus treatment as usual. American

Journal of Psychiatry, 165(5), 631-638.

DRAFT - seitopsy.com - Turan

24/28



. Bateman, A., & Fonagy, P. (2009). Randomized controlled trial of outpatient mentalization-

based treatment versus structured clinical management for borderline personality
disorder. American Journal of Psychiatry, 166(12), 1355-1364.
https://doi.org/10.1176/appi.ajp.2009.09040539

. Bateman, A, & Fonagy, P. (2016). Mentalization-Based Treatment for Personality Disorders:

A Practical Guide. Oxford University Press.

. Bateman, A, Campbell, C., Luyten, P., & Fonagy, P. (2018). A mentalization-based approach

to common factors in the treatment of borderline personality disorder. Current Opinion in
Psychology, 21, 44—49. https://discovery.ucl.ac.uk/id/eprint/1572371/

.Beck, A. T, Freeman, A,, et al. (1990). Cognitive Therapy of Personality Disorders. Guilford

Press (3rd ed.: Beck, Davis & Freeman, 2015).

. Blum, N,, St. John, D., Pfohl, B, et al. (2008). Systems Training for Emotional Predictability

and Problem Solving (STEPPS) for outpatients with borderline personality disorder: a
randomized controlled trial and 1-year follow-up. American Journal of Psychiatry, 165(4),
468-478.

.Choi-Kain, L. W,, Finch, E. F.,, Masland, S. R,, Jenkins, J. A,, & Unruh, B. T. (2017). What works in

the treatment of borderline personality disorder. Current Behavioral Neuroscience Reports,
4(1), 21-30. https://dash.harvard.edu/server/api/core/bitstreams/7312037e-1c87-6bd 4-e053-
0100007fdf3b/content

.Clarkin, J. F,, Levy, K. N., Lenzenweger, M. F,, & Kernberg, O. F. (2007). Evaluating three

treatments for borderline personality disorder: a multiwave study. American Journal of
Psychiatry, 164(6), 922-928.

. Cristea, I. A,, Gentili, C,, Cotet, C. D.,, Palomba, D., Barbui, C., & Cuijpers, P. (2017). Efficacy of

psychotherapies for borderline personality disorder: a systematic review and meta-analysis.
JAMA Psychiatry, 74(4), 319-328. https://doi.org/10.1001/jamapsychiatry.2016.4287

. Davidson, K., Norrie, J.,, Tyrer, P., et al. (2006). The effectiveness of cognitive behavior therapy

for borderline personality disorder: results from the BOSCOT trial. Journal of Personality
Disorders, 20(5), 450-465. https://omc.ncbi.nlm.nih.gov/articles/PMC1852259

. Davidson, K. M., Tyrer, P., Norrie, J., Palmer, S. J,, & Tyrer, H. (2010). Cognitive therapy v. usual

treatment for borderline personality disorder: prospective 6-year follow-up. British Journal
of Psychiatry, 197, 456-462. https://doi.org/10.1192/bjp.bp.109.074286

. Doering, S., Horz, S., Rentrop, M., et al. (2010). Transference-focused psychotherapy v.

treatment by community psychotherapists for borderline personality disorder: randomised
controlled trial. British Journal of Psychiatry, 196, 389-395; commentary: Evidence-Based
Mental Health, 13(4), 19. https://mentalhealth.bmj.com/content/13/4/119

. EKiz, E., van Alphen, S. P. J.,, Ouwens, M. A, van de Paar, J,, & Videler, A. C. (2023). Systems

Training for Emotional Predictability and Problem Solving for borderline personality
disorder: a systematic review. Personality and Mental Health, 17(1), 20-39.
https://doi.org/10.1002/pmh.1558

DRAFT - seitopsy.com - Turan 25/28



DRAFT - seitopsy.com - Turan

. Farrell, J. M., Shaw, |. A, & Webber, M. A. (2009). A schema-focused approach to group

psychotherapy for outpatients with borderline personality disorder: a randomized
controlled trial. Journal of Behavior Therapy and Experimental Psychiatry, 40(2), 317-328.
https://doi.org/10.1016/j.jbtep.2009.01.002 ; ISST press release (2009):
https://www.eurekalert.org/news-releases/559343

. Giesen-Bloo, J,, van Dyck, R., Spinhoven, P, et al. (2006). Outpatient psychotherapy for

borderline personality disorder: randomized trial of schema-focused therapy vs
transference-focused psychotherapy. Archives of General Psychiatry, 63, 649-658.
https://scholarlypublications.universiteitleiden.nl/handle/1887/13110

.Gunderson, J. G., with Links, P. (2014). Handbook of Good Psychiatric Management for

Borderline Personality Disorder. American Psychiatric Publishing.

. International Society of Schema Therapy (ISST). Schema Therapy.

https://schematherapysociety.org/Schema-Therapy ; Limited Reparenting.
https://schematherapysociety.org/Limited-Reparenting

.Jacob, G. A, & Arntz, A. (2013). Schema therapy for personality disorders — a review.

International Journal of Cognitive Therapy, 6(2), 171-185.

.Josek, A. K,, Schaich, A., Braakmann, D,, et al. (2023). Chairwork in schema therapy for

patients with borderline personality disorder — a qualitative study of patients' perceptions.
Frontiers in Psychiatry, 14,1180839. https://doi.org/10.3389/fpsyt.2023.1180839

. Kellogg, S. H., & Young, J. E. (2006). Schema therapy for borderline personality disorder.

Journal of Clinical Psychology, 62(4), 445-458.

. Laurenssen, E. M. P,, Luyten, P., Kikkert, M. J,, et al. (2018). Day hospital mentalization-based

treatment v. specialist treatment as usual in patients with borderline personality disorder:
randomized controlled trial. Psychological Medicine. https://repub.eur.nl/pub/104948

. Levy, K. N,, Draijer, N., & Yeomans, F. E. (2017). Transference-focused psychotherapy. In A.

Wenzel (Ed.), The SAGE Encyclopedia of Abnormal and Clinical Psychology. SAGE.

1. Lobbestael, J.,, van Vreeswijk, M., Spinhoven, P., Schouten, E., & Arntz, A. (2010). Reliability

and validity of the Short Schema Mode Inventory (SMI). Behavioural and Cognitive
Psychotherapy, 38(4), 437-458. https.//doi.org/10.1017/S1352465810000226

. Markowitz, J. C. (2015). Is psychotherapy for personality disorders worth it? Journal of Clinical

Psychiatry, 76(11), €1472-e1473. https://www.psychiatrist.com/jcp/is-psychotherapy-

personality-disorders-worth/

3. McMain, S. F, Links, P. S., Gnam, W. H,, et al. (2009). A randomized trial of dialectical

behavior therapy versus general psychiatric management for borderline personality
disorder. American Journal of Psychiatry, 166, 1365-1374.

4. McMain, S. F.,, Guimond, T,, Streiner, D. L., Cardish, R. J., & Links, P. S. (2012). Dialectical

behavior therapy compared with general psychiatric management for borderline
personality disorder: clinical outcomes and functioning over a 2-year follow-up. American
Journal of Psychiatry, 169(6), 650-661. https://doi.org/10.1176/appi.ajp.2012.11091416

26/28



5. Meuldijk, D., McCarthy, A., Bourke, M. E., & Grenyer, B. F. S. (2017). The value of psychological

treatment for borderline personality disorder: systematic review and cost offset analysis of
economic evaluations. PLoS ONE, 12(3), e0171592. https://doi.org/10.1371/journal.pone.0171592

.Nadort, M., Arntz, A,, Smit, J. H., et al. (2009). Implementation of outpatient schema therapy

for borderline personality disorder with versus without crisis support by the therapist
outside office hours: a randomized trial. Behaviour Research and Therapy, 47, 961-973.
https://cris.maastrichtuniversity.nl/en/publications/implementation-of-outpatient-schema-
therapy-for-borderline-person/

. Ness, T. M. (2009). STEPPS: viable supplement for treatment of borderline personality

disorder. Psychiatric Times. https://www.psychiatrictimes.com/view/stepps-viable-
supplement-treatment-borderline-personality-disorder

'8. NHS Education for Scotland. The Matrix: STEPPS. https://Mwww.matrix.nhs.scot/explore-the-

recommended-interventions-therapies/system-training-for-emotional-predictability-and-

problem-solving-for-borderline-personality-disorder-stepps/

. NICE (2009, updated 2018 and 2022). Borderline personality disorder: recognition and

management (CG78). https://www.nice.org.uk/guidance/cg78

. NIMH (2008). Group therapy program offers meaningful gains for people with borderline

personality disorder. https:/Mww.nimh.nih.gov/news/science-news/2008/group-therapy-
program-offers-meaningful-gains-for-people-with-borderline-personality-disorder

.Oud, M., Arntz, A, Hermens, M. L. M,, Verhoef, R, & Kendall, T. (2018). Specialized

psychotherapies for adults with borderline personality disorder: a systematic review and
meta-analysis. Australian & New Zealand Journal of Psychiatry, 52(10), 949-96].
https://pure.uva.nl/ws/files/32354883/0004867418791257.pdf

. Psychiatric News (2021). Dimensional model of personality disorder incorporated into ICD-11.

https://psychnews.psychiatryonline.org/doi/10.1176/appi.pn.2021.10.33

.Schaich, A, Braakmann, D., Richter, A, et al. (2020). Experiences of patients with borderline

personality disorder with imagery rescripting in the context of schema therapy — a
qualitative study. Frontiers in Psychiatry, 11, 550833.
https://pure.uva.nl/ws/files/55180033/fpsyt_11_550833.pdf

. ScienceDaily (10 February 2014). Schema therapy for personality disorders proven effective

(Maastricht University press release).
https://www.sciencedaily.com/releases/2014/02/140210101955.htm

. Storebg, O. 1., Stoffers-Winterling, J. M, Volim, B. A,, et al. (2020). Psychological therapies for

people with borderline personality disorder. Cochrane Database of Systematic Reviews,
CDO012955.pub?. https://doi.org/10.1002/14651858.CD012955.pub2

. University of lowa, Department of Psychiatry (2017). New book: Ul group treatment for

borderline personality disorder goes global.
https://psychiatry.medicine.uiowa.edu/news/2017/01/new-book-ui-group-treatment-
borderline-personality-disorder-goes-global

DRAFT - seitopsy.com - Turan 27/28



7.

van Asselt, A. D. |, Dirksen, C. D., Arntz, A, et al. (2008). Out-patient psychotherapy for
borderline personality disorder: cost-effectiveness of schema-focused therapy v.
transference-focused psychotherapy. British Journal of Psychiatry, 192(6), 450-457.

. Weertman, A, & Arntz, A. (2007). Effectiveness of treatment of childhood memories in

cognitive therapy for personality disorders. Behaviour Research and Therapy, 45, 2133-2143.

. Wibbelink, C. J. M., Kamphuis, J. H., Sinnaeve, R, et al. (2026). Dialectical behavior therapy vs

schema therapy for patients with borderline personality disorder. JAMA Psychiatry (online,
April 2026). https://doi.org/10.1001/jamapsychiatry.2026.0418 ; abstract summaries:
https://reachmd.com/news/dialectical-behavior-therapy-vs-schema-therapy-for-borderline-
personality-disorder/2487840/ - https://medicaldialogues.in/psychiatry/news/dialectical-
behavior-therapy-and-schema-therapy-show-comparable-effectiveness-in-borderline-

personality-disorder-jama-169867

. Wikipedia. Jeffrey Young (psychologist); Schema therapy.

https://fen.wikipedia.org/wiki/Jeffrey_Young_(psychologist) -
https://fenwikipedia.org/wiki/Schema_therapy (secondary source) - PESI. Jeffrey Young, PhD
— speaker biography. https://mwww.pesi.com/speaker/jeffrey-young-7021

.Young, J. E. (1999). Young Schema Questionnaire: Long Form (2nd ed.), copyright notice.

https://schematherapy.com/id115.htm

»2.Young, J. E., Klosko, J. S., & Weishaar, M. E. (2003). Schema Therapy: A Practitioner's Guide.

Guilford Press. Russian translation: Moscow, Dialektika, 2020.

. Zanarini, M. C, Frankenburg, F. R,, Reich, D. B., & Fitzmaurice, G. (2010). Time to attainment

of recovery from borderline personality disorder and stability of recovery: a 10-year
prospective follow-up study. American Journal of Psychiatry, 167, 663-667.
https://doi.org/10.1176/appi.ajp.2010.10030308

Help now

Image credits

This page uses no third-party images.

DRAFT - seitopsy.com - Turan 28/28


file:///home/claude/site/preview/help/index.html

