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XVIII CONGRESSO NAZIONALE SITCC

L'EVOLUZIONE DELLA TERAPIA COGNITIVA

Un ponte tra Ricerca e Clinica

 

Reggio Calabria: 15-18 Settembre 2016
 

 

Il Congresso Nazionale della SITCC si svolgerà nel 2016 a Reggio Calabria dal 15 al 18 di Settembre.

Il titolo del Congresso si ispira alla collocazione topografica,   strategica al centro del Mediterraneo, già
oggetto di numerosi progetti per la costruzione di un ponte che colleghi la Calabria alla Sicilia.

Fuor di metafora, il collegamento che si vuole auspicare è quello tra una ricerca che non sia solo
speculativa, statistica e astratta, ma che possa essere di aiuto per migliorare la pratica clinica.

La Location proposta, l’Università "Mediterranea", è davvero molto suggestiva e agevole con un’ampia
disponibilità di aule per i lavori congressuali. La stessa sede è stata già utilizzata in passato per il
Congresso Nazionale della Society for Psychotherapy Research e per il Congresso intermedio della SITCC.
Anche in quest’occasione non possiamo non riconoscere e apprezzare la generosità e l’attenzione
mostrata dall’Università che concede i suoi spazi per un evento così rilevante.

La Calabria negli ultimi 15 anni ha aumentato esponenzialmente il numero di colleghi che si sono
perfezionati e/o specializzati in terapia cognitiva; sono ormai più di 150 i professionisti che
progressivamente sono diventati un punto di riferimento per chi manifesta un problema psicologico.

Il Congresso ha l’ambizione di voler essere attrattivo anche per i professionisti che hanno un altro
orientamento e formazione, pertanto il Comitato Scientifico si orienterà verso una selezione accurata dei
contributi da parte dei soci, che speriamo siano numerosi.

Come già tradizione degli ultimi appuntamenti congressuali, particolare attenzione sarà dedicata agli
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block emotions and reduce the effectiveness of exposure sessions. ST is also well 
known for its specialized therapeutic alliance of “limited reparenting” and “limit-
setting.” As stated by Young and colleagues (2003), the therapeutic relationship and 
the contact with emotions seem to be crucial for a positive treatment outcome. The 
relationship is often not clearly labeled in common CBT where schema therapy offers 
a specific, manualized approach.

Recent studies have shown that schemas such as Social Isolation, Vulnerability to 
harm or illness, and Pessimism/Negativity occur more often in OCD patients than 
in healthy controls (Atalay et al., 2008). Specific mode models have been suggested 
for BPD and narcissistic PD (Young et al., 2003), avoidant, dependent, obsessive-
compulsive, paranoid, and histrionic PD (Lobbestael et al., 2008), as well as for 
forensic patients (Bernstein, Arntz and de Vos, 2007). To our knowledge a mode 
model for OCD has yet to be developed.

We assume that emotional problems due to traumatic memories, connected to 
negative treatment outcome, severely interfere with improvement in OCD. ST may 
therefore be the right approach to reduce the interference for these patients. 
Nevertheless, it is possible that cognitive processing and/or behavioral features or 
circumstances also interfere with therapy outcome. Further research is needed here.

Approach

We propose to work in OCD with a model that incorporates the individual personal 
pathology of the disorder as well as the functionality of the OCD behaviour and 
symptomatology. The specific OCD symptoms can be conceptualized differently in 
the mode model, depending on the personal pathology.

Ongoing studies confirm that certain modes and schemas in OCD patients are 
much more highly activated than in other psychiatric disorders or healthy controls 
(Stelzer et al., in progress). Most patients with whom the authors worked showed a 
mode model as presented in Figure 2.1. This model should be considered as an 

Figure 2.1 Example of a mode model of OCD

Lonely, Vulnerable 
Child mode 

Demanding 
Parent mode 

Detached  
Protector mode 

Perfectionistic Over-
Controller mode 
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Treating OCD with the Schema 
Mode Model

Ellen N. Gross, Nicola Stelzer and Gitta Jacob

Introduction

Obsessive-compulsive disorder (OCD) is highly heterogeneous and with a prevalence 
rate of 1–3% (Robins et al., 1984) and a six-month prevalence rate of 1–2% (Myers 
et al., 1984) is the fourth most common psychiatric disorder. It is associated with 
significant morbidity (Kaplan and Saddock, 1998), impaired quality of life, and poor 
social functioning (Eisen et al., 2006). Men and women are affected equally. Only 
1% of patients receive inpatient treatment (Goodwin, Guze and Robins, 1969). 
Studies show that up to 66% of patients with OCD display Axis II disorders (Rasmussen 
and Tsuang, 1986). Approximately 90% of patients complain about low self- 
esteem and up to 70% state that it impacts their career (Hollander et al., 
1996–97).

Cognitive behavioural therapy (CBT), with the essential procedures of Exposure 
and Response Prevention (ERP), is the empirically established psychotherapy of 
choice (Abramowitz, Taylor and McKay, 2009). Some 40–80% of patients respond 
to this therapy (Hand, 1995; Foa et al., 2002; Abramowitz, 2006) by showing more 
than a 30% reduction of Y-BOCS scores after treatment. Cognitive therapy combined 
with exposure therapy shows high effect sizes of 0.3–1.6 (Vogel et al., 2006) and 
has proven to be most effective in inpatient treatment (Voderholzer and Hohagen, 
2009). If psychotherapy is combined with pharmacotherapy (e.g., serotonin reuptake 
inhibitors: SSRI), effect sizes show even better results for treatment outcome (Foa 
et al., 2005; NICE, 2005; Koran et al., 2007; Voderholzer and Hohagen, 2009).

However, research to date indicates that approximately 50% of patients do not 
respond satisfactorily (Stanley and Turner, 1995; Baer and Minichiello, 1998). In 
many OCD cases, symptoms persist as standard treatment does not lead to full remis-
sion (Pigott and Seay, 1997; Ackerman and Greenland, 2002; Steketee and Pigott, 
2006).

The Wiley-Blackwell Handbook of Schema Therapy: Theory, Research, and Practice, First Edition. 
Edited by Michiel van Vreeswijk, Jenny Broersen, Marjon Nadort.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Concettualizzazione	del	DOC	

Bambino		
vulnerabile	

Genitore	
Esigente	

	
Mode	

Protettore	
Distaccato	

	

Mode	
Iper-controllante	
perfezionista	



Metodi	
Scopo	
Confrontare	presenza	&	intensità	di	Schemi,	Mode	e	Strategie	di	
coping	di	Evitamento	tra	individui	con	e	senza	sintomi	DOC	
(controllando	per	la	“depressione”)	
	
Campione	
200	soggetti	tratti	dalla	popolazione	statunitense	
Reclutamento	tramite	Mechanical	turk	(www.mturk.com)	
	
	
	



Strumenti	

!  Obsessive	Compulsive	Inventory	–	R	(OCI-R);	
		sottoscale:	(1)	washing,	(2)	checking,	(3)	obsessions,	
	(4)	mental	neutralizing,	(5)	ordering,	and	(6)	hoarding,
	18	item	

• Centre	for	Epidemiological	Studies	—	Depression	Scale	
(CES-D);	rileva	i	sintomi	depressivi	nella	settimana	
precedente,	20-item	

!  Young	Schema	Questionnaire-75	(YSQ-75);	indaga	
l’intensità	di	15	schemi,	75	item	

!  Schema	Mode	Inventory	(SMI);	misura	7	mode	disfunzionali,	
136	item	

!  Young	Avoidance	Inventory	(YRAI);	misura	le	strategie	di	
evitamento	intra-psichiche,	comportamentali	e	di	
dissociazione,	40	item.	



Su	N=	200:	OCI-R	<	25°	percentile	verso	OCI-R	>	75°	percentile	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
T-test	per	campioni	indipendenti;		°	Test	X2,	p>0.05	

Analisi	descrittive	

Non-DOC	
N=59	

DOC	
N=51	

P	signific	

Età	media[SD]	 36.0[13.5]	 33.9[12.1]		 ns	

Genere	M/F	°	 25/34	 17/33	 ns	

Scolarità	media[SD]	 4.5[1.5]	 4.0[1.4]	 ns	

BMI	media[SD]	 28.1[7.4]	 26.4[6.0]	 ns	

CES-D	media[SD]	 20.8[9.2]	 23.0[9.7]	 ns	

OCI-R	totale	media[SD]	 0.7[1.1]	 35.3[3.6]	 0.00		

OCI-R	wash	media[SD]	 0.1[0.4]	 5.1[1.1]	 0.00		

OCI-R		check	media[SD]	 0.5[0.2]	 0.2[3.8]	 0.00		

OCI-R		obsessions	media[SD]	 0.1[0.4]	 6.2[4.0]	 0.00		
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1.0	
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Schema	
Standard		
elevati	

4.0	

Mode	
Genitore		
Esigente		

Dissocia-	
zione	(CS)	

Schemi,	Mode	e	stili	di	Coping	in	
non-DOC	verso	DOC	

Evitamento		
Comportam	

(CS)	

Differenze	significative	per	p<.005,	Indpendent	sample	t-test	

Mode		
Bambino		

Vulnerabile	



OCI-R	&	Schema	Fallimento	r=0.32	
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Correlazioni	&	regressioni	DOC	&	Mode		

Adulto	
sano	

Genitore	
Critico/
Punitivo	

B		
felice	

B	
vulnerabile	

B	
impulsivo	

B		
indisciplinato	

OCI-R	 -.28	 .41	 -.35	 .30	 .30	 .28	

p	 .04	 .003	 .01	 .03	 .03	 .04	



Correlazioni	&	regressioni	DOC	&	Mode		
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a b s t r a c t

The aims of this study were to evaluate early maladaptive schemas (EMSs) of patients with obsessive-
compulsive disorder (OCD) and to clarify relationships between particular EMSs and the five factor-
analyzed symptom dimensions and other clinical variables. Fifty-seven patients with OCD and 70 normal
controls completed the Young Schema Questionnaire, the Yale–Brown Obsessive Compulsive Scale (Y–
BOCS), the Y–BOCS symptom checklist, and the Beck Depression Inventory. Patients with OCD had
significantly higher scores for schema related to defectiveness/shame, social isolation/alienation, and failure
than did normal controls. Among the five OCD symptom dimensions, the sexual/religious dimension was
only significantly correlated with two schemas of vulnerability to harm or illness and enmeshment/
undeveloped self. These two schemas were significant predictors of the sexual/religious dimension,
accounting for 33% of the total variance in this dimension. Any EMSs in patients with OCD were not
related to clinical variables such as severity of OCD and duration of illness. These findings may constitute
evidence to improve our understandings of OCD from a perspective of schema theory.

& 2013 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Obsessive-compulsive disorder (OCD) is a chronic and severely
disabling anxiety disorder with a fluctuating course and character-
ized by persistent and unwanted thoughts and ritualistic behavior.
OCD was once thought of as relatively treatment resistant (Greist and
Jefferson, 2007). However, with a recent acceleration of progress,
effective treatments including medication and behavior therapy have
emerged. Expert consensus and practice guidelines state that effec-
tive first-line treatments for OCD include behavior therapy including
exposure and response prevention (ERP) and pharmacological ther-
apy (American Psychiatric Association, 2007). Notably, the available
data suggest that ERP is at least as effective as medication, and may
be superior with respect to risks, costs, and enduring benefits (Foa
et al., 2005; Nakatani et al., 2005). However, research indicates that
approximately 50% of patients do not respond satisfactorily (Stanley
and Turner, 1995; Baer and Minichiello, 1998). In many OCD cases
symptoms persist as standard treatment does not lead to full
remission (Pigott and Seay, 1997; Ackerman and Greenland, 2002;
Steketee and Pigott, 2006).

Poor response is predicted by early childhood trauma and
emotional deprivation (Saunders et al., 1992; Lochner et al., 2002),
early onset (AuBuchon and Malatesta, 1994; Abramowitz, 2006),
longer illness duration and greater severity (Goodwin et al., 1969),
and comorbid personality disorder (Jenike et al., 1986; Baer et al.,
1992). In this context, Sookman et al. (1994) already proposed
integrative cognitive therapy for OCD that incorporates the notion
of schemas, developmental theory, attachment experiences, struc-
tural dimension, and emotional as well as interpersonal foci.

Young has extended and modified traditional cognitive therapy
to develop schema therapy (Young and Klosko, 1994). Schema
therapy is an integrative, unifying theory and approach designed
to treat a variety of severe, long-standing psychological problems
such as Axis II disorders. The most basic concept in the schema
approach is the early maladaptive schema (EMS). Young defines an
EMS as a “broad, pervasive theme regarding oneself and one's
relationship with others, developed during childhood and elabo-
rated upon throughout one's lifetime, and dysfunctional to a
significant degree.” Young et al. (2003) discuss each EMS's impact
on the therapeutic process and propose a recommended treatment
approach for each EMS. In their review of preliminary research,
Hawke and Provencher (2011) suggested that given the chronicity
and the developmental risk factors, schema therapy may be
successfully extended beyond the personality disorder to benefit
anxiety disorders patients. In effect, several preliminary studies
reported treatment-resistant OCD cases which showed potential
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4. Discussion

The aims of this study were to evaluate EMS patterns of
patients with OCD and to clarify relationships between these
patterns and factor-analyzed symptom dimensions and other
clinical variables. Patients with OCD had significantly higher scores
for schemas related to defectiveness/shame, social isolation/aliena-
tion, and failure than did normal controls. Of the five OCD
symptom dimensions, the sexual/religious dimension was only
significantly correlated with schemas such as vulnerability to harm
or illness and enmeshment/undeveloped self.

4.1. Characteristic EMSs in patients with OCD compared with normal
controls

We found higher scores for defectiveness/shame, social isolation/
alienation, and failure in those with OCD than in controls. These
results are in close agreement with previous reports on EMSs in
OCD subjects, which found that this group was characterized by
high scores for defectiveness/shame (Lee et al., 2010) and social
isolation/alienation (Atalay et al., 2008).

A defectiveness/shame schema involves the feeling that one is
defective, bad, unwanted, inferior, or invalid in important ways

Table 3
Comparison of early maladaptive schemas in patients with obsessive-compulsive disorder and normal controls (mean7S.D.)

Patients with OCD Normal controls Fa Fb

Disconnection and rejection
Abandonment/instability 12.075.1 9.373.7 14.3nn 1.2
Mistrust/abuse 12.375.8 7.172.9 42.2nn 1.7
Emotional deprivation 13.275.7 6.672.3 77.8nn 2.8
Defectiveness/Shame 14.976.5 6.672.4 97.1nn 6.6n

Social isolation/alienation 16.076.1 7.772.7 101.3nn 13.3nn

Impaired Autonomy and performance
Vulnerability to harm or illness 13.275.0 7.772.9 57.9nn 0.6
Enmeshment/undeveloped self 13.575.0 8.873.4 38.1nn 1.2
Failure 14.276.0 7.272.5 78.4nn 19.1nn

Impaired Limit
Entitlement/grandiosity 11.773.1 10.773.1 3.5 0.01
Insufficient self control/Self discipline 15.475.0 9.873.3 57.7nn 2.5

Other directedness
Self-sacrifice 12.274.1 12.273.5 0.0 5.7

Overvigilance and inhibition
Emotional inhibition 14.675.2 9.573.7 41.5nn 1.2
Unrelenting standards/hypercriticalness 15.875.5 12.774.3 12.7n 0.2

All degrees of freedom¼1,125
a Analysis of variance (ANOVA)
b Analysis of covariance (ANCOVA) adjusted for education and depression score as covariates
n Po0.014.
nn Po0.001

Table 4
Partial correlations between OC symptom dimensions and EMS in patients with obsessive-compulsive disorder.

Symmetry/ordering Hoarding Contamination/cleaning Aggression/checking Sexual/religious

Disconnection and Rejection
Abandonment/instability 0.168 "0.085 0.083 0.030 0.209
Mistrust/abuse 0.220 0.121 "0.050 0.142 0.256
Emotional deprivation 0.173 "0.018 0.047 0.193 0.170
Defectiveness/shame 0.239 "0.079 0.160 0.145 0.147
Social isolation/alienation 0.245 0.193 0.164 0.171 0.284

Impaired Autonomy and Performance
Vulnerability to harm or illness 0.148 0.137 "0.129 0.284 0.443n

Enmeshment/undeveloped self 0.013 0.024 0.131 0.046 0.423n

Failure 0.025 "0.028 "0.085 "0.102 0.160

Impaired limit
Entitlement/Grandiosity 0.067 0.135 "0.062 0.088 0.195
Insufficient self control/Self discipline 0.119 0.015 "0.095 "0.044 0.178

Other directedness
Self-sacrifice 0.108 "0.022 "0.063 0.052 0.201

Overvigilance and inhibition
Emotional inhibition 0.137 0.132 0.070 0.295 0.252
Unrelenting standards/hypercriticalness 0.201 0.039 0.021 0.157 0.198

Partial correlations controlling for total Y–BOCS and BDI scores.
n Po0.014.

J.E. Kim et al. / Psychiatry Research 215 (2014) 134–140 137



symptoms at baseline, as measured by the Y-BOCS total. Baseline
scores on the OBQ were clinically elevated and consistent with
moderately severe OCD samples (OCCWG; 2003; 2005). Addition-
ally, many of the YSQ schemas were elevated, and the unrelenting
standards schema was endorsed to a greater degree than any other
EMS.

Across all patients, the Y-BOCS total score decreased by an
average of 13.9 points (p < 0.0001) from baseline to the last treat-
ment assessment, and by an average of 5.6 points (p < 0.0001) from
week 12 onwards; the assumption of a linear decrease over time
was reasonable. Table 3 summarizes the results for the change in
lagged time-varying covariates examined as mechanisms of change
in Y-BOCS total score during treatment. Over time, patients with a
reduction in OBQ-PC from the immediately preceding assessment
that was above the median reduction of 6 points had a 2.1-point
greater decrease in Y-BOCS total score (95% CI ¼ [0.02, 4.2] point
decrease) betweenweeks 12 and 24, on average, than patients with

a reduction below themedian (betweenweeks 12 and 24, themean
decrease in Y-BOCS total score was 8.0 points vs. 5.9 points for
patients with an OBQ PC change >6 vs."6 points, respectively). The
corresponding effect size for the effect of the OBQ PC on the
magnitude of Y-BOCS reduction was d ¼ 0.77 (Thalheimer & Cook,
2002). Neither the OBQ ICT nor RT subscales emerged as significant
mediators of treatment response.

For the YSQ, patients with a decremented or stable YSQ
Dependence/Incompetence (DI) mean score from the immediately
preceding assessment had a 2.1-point greater reduction in Y-BOCS
total score (95% CI ¼ [0.14, 4.0] point decrease) between weeks 12
and 24, on average, than patients with an increased YSQ DI mean
score (betweenweeks 12 and 24, themean decrease in Y-BOCS total
score was 7.1 points vs. 5.0 points for patients with a YSQ DI mean
change > vs." 0 points, respectively). The corresponding effect size
for the effect of the YSQ DI on Y-BOCS reduction was d ¼ 0.82
(Thalheimer & Cook, 2002). No other YSQ subscale mean scores
emerged as significant mediators of treatment response.

Discussion

The present study examined whether obsessive beliefs operated
as a mechanism of change in a 24-week CT for OCD treatment trial
and explored how underlying maladaptive schemas influenced
treatment response. Results indicated that a reduction in certain
beliefs and schemas over the course of treatment e specifically
perfectionism/certainty and dependency/incompetence e was
associated with greater improvement in OCD symptoms over time.
While the amount of change predicted by these cognitive variables
was modest, the observed 2-point change on the Y-BOCS repre-
sented 16% of the overall change in OCD symptom severity.

Longitudinal results for the time-lagged prediction of change
with treatment indicated that a reduction in perfectionism and
certainty beliefs, but not inflated responsibility or importance of/
need to control thoughts, significantly mediated (improved)
treatment response. Individuals with perfectionism and certainty
beliefs tend to maintain rigid and unrealistic standards related to
success and have significant difficulty tolerating uncertainty (Frost,
Marten, Lahart, & Rosenblate, 1990). To our knowledge, the present
study is the first to demonstrate the mediating role of this belief
system in symptom reduction.

Past research suggests that the beneficial effect on treatment
response of reducing beliefs about perfectionism and certainty may
be explained by the complex interplay with other obsessive beliefs
(OCCWG, 2005; Taylor et al., 2010). Experimental manipulations
have demonstrated that perfectionism beliefs predispose in-
dividuals to other types of cognitive distortions (e.g., overestimated
responsibility; Bouchard, Rh!eaume, & Ladouceur, 1999). Given that
obsessive beliefs do not occur in isolation, a reduction in perfec-
tionism and certainty beliefs might consequently reduce other
beliefs and subsequently weaken the urge to engage in rituals; in
essence, via a cascade of interrelated cognitive changes, behavioral
modification occurs.

EMS's related to dependency and incompetencewere also found
to significantly mediate response. More specifically, a decrease in
dependency on others, and an increase in autonomy, confidence,
and self-reliance, accounted for reductions in OCD severity.
Although we were surprised that other strongly present maladap-
tive schemas in our sample (especially unrelenting standards) did
not emerge as significant mediators, the influence of the de-
pendency/incompetence schema on treatment response can be
understood through the lens of self-efficacy (i.e., belief that one can
complete goal-related behaviors that lead to a desired outcome;
Bandura, 1977). Bandura (1986) argued that strengthening self-
efficacy could mitigate fear and improve treatment response, and

Table 2
Outcome and covariate summaries for the analysis population.

Sample characteristics N Mean (SD)

Baseline Y-BOCS Total (range: 0e40) 36 26.1 (4.0)
Week 12 (mid-treatment) Y-BOCS Total (range: 0e40) 31 17.6 (7.5)
Week 24 (post-treatment) Y-BOCS Total (range: 0e40) 29 11.6 (8.6)
Baseline OBQ Total (range: 44e308) 36 175.3 (47.8)
Importance/Control of Thoughts (ICT) Subtotal
(range: 12e84)

36 44.8 (18.9)

Perfectionism/Certainty (PC) Subtotal (range: 16e112) 36 63.3 (20.1)
Responsibility/Threat Estimation (RT) Subtotal
(range: 16e112)

36 67.3 (22.1)

Baseline YSQ Overall Total (range: 75e450) 34 171.8 (43.8)
YSQ Dependence/Incompetence Mean (range: 1e6) 34 1.7 (0.8)
YSQ Defectiveness/Shame Mean (range: 1e6) 32 2.1 (1.2)
YSQ Emotional Inhibition Mean (range: 1e6) 34 1.7 (0.7)
YSQ Failure to Achieve Mean (range: 1e6) 34 2.0 (1.2)
YSQ Insufficient Self-Control/Self-Discipline Mean
(range: 1e6)

32 2.3 (1.2)

YSQ Social Isolation Mean (range: 1e6) 33 2.4 (1.2)
YSQ Unrelenting Standards Mean (range: 1e6) 33 4.0 (1.3)
YSQ Vulnerability to Harm & Illness Mean (range: 1e6) 33 2.3 (1.1)

Table 3
Time-varying predictors of Y-BOCS Reduction from Mid-to Post-Treatment.

Time-varying predictor (Median split) Difference in magnitude of
change in Y-BOCS total by
covariate (> vs. " median)

b estimate
(Std. error)a

t-Value p-value

Change in Obsessive Beliefs Questionnaire (OBQ) (OBQ)
Total (>18 vs. " 18) #1.5 (1.04) #1.42 0.17
ICT Subtotal (>5 vs. " 5) 0.07 (1.13) 0.06 0.95
PC Subtotal (>6 vs. " 6) #2.1 (0.98) #2.13 0.048b

RT Subtotal (>3 vs. " 3) #1.2 (0.90) #1.36 0.19
Change in Young Schema Questionnaire (YSQ)
Total (>7 vs. " 7) #1.5 (0.94) #1.54 0.14
DI Mean (>0 vs. " 0) #2.1 (0.93) #2.23 0.037b

DS Mean (>0 vs. " 0) 0.3 (0.93) 0.27 0.79
EI Mean (>0 vs. " 0) 0.4 (0.93) 0.39 0.70
FA Mean (>0 vs. " 0) #1.2 (1.06) #1.14 0.27
IS Mean (>0 vs. " 0) 0.3 (0.88) 0.33 0.75
SI Mean (>0 vs. " 0) #1.1 (0.88) #1.24 0.23
US Mean (>0.4 vs. " 0.4) 0.6 (0.99) 0.63 0.54
VH Mean (>0 vs. " 0) #1.0 (0.86) #1.17 0.26

Std. ¼ Standard; Y-BOCS ¼ Yale-Brown Obsessive Compulsive Scale.
ICT ¼ Importance/Control of Thoughts; PC ¼ Perfectionism/Certainty.
RT ¼ Responsibility/Threat Estimation; DI ¼ Dependence/Incompetence.
DS ¼ Defectiveness/Shame; EI ¼ Emotional Inhibition; FA ¼ Failure to Achieve.
IS ¼ Insufficient Self-Control/Self-Discipline; SI ¼ Social Isolation.
US ¼ Unrelenting Standards; VH ¼ Vulnerability to Harm & Illness.

a Corresponds to the change in the lagged time-varying covariate.
b Significant at two-sided alpha ¼ 0.05 level.
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a b s t r a c t

The present study aimed to identify mechanisms of change in individuals with moderately severe
obsessive-compulsive disorder (OCD) receiving cognitive therapy (CT). Thirty-six adults with OCD
received CT over 24 weeks. At weeks 0, 4/6, 12, 16/18, and 24, independent evaluators assessed OCD
severity, along with obsessive beliefs and maladaptive schemas. To examine mechanisms of change, we
utilized a time-varying lagged regression model with a random intercept and slope. Results indicated
that perfectionism and certainty obsessive beliefs and maladaptive schemas related to dependency and
incompetence significantly mediated (improved) treatment response. In conclusion, cognitive changes in
perfectionism/certainty beliefs and maladaptive schemas related to dependency/incompetence precede
behavioral symptom reduction for OCD patients. Targeting these mechanisms in future OCD treatment
trials will emphasize the most relevant processes and facilitate maximum improvement.

© 2014 Elsevier Ltd. All rights reserved.

Exposure with response prevention (ERP) has consistently been
demonstrated to be an efficacious psychosocial treatment for
Obsessive Compulsive Disorder (OCD; Franklin Abramowitz, Kozak,
Levitt,& Foa, 2000). However, approximately 25% of patients refuse
to engage in ERP (Franklin & Foa, 1998) and of those who enter
treatment, nearly 20% of patients do not respond and another 20%
relapse following the intervention (Riggs & Foa, 1993). To meet the
needs of these patients, a flexible, modularized cognitive therapy
(CT) based upon the cognitive model of OCD (Rachman, 1997) was
developed (Wilhelm & Steketee, 2006). This treatment involves
limited exposure, which likely contributes to its greater accept-
ability to patients and lower drop-out rates (e.g., 10e15%; Wilhelm
et al., 2005).

In the CT framework, unwanted intrusive thoughts (e.g., harm-
ing a loved one) are considered normal and common occurrences.
However, the misinterpretation of innocuous intrusions as overly
significant leads to increased anxiety and an urge to engage in
compulsions to reduce emotional arousal. CT targets the belief
systems (e.g., inflated responsibility) and misinterpretations that
contribute to the maintenance of OCD. Throughout treatment,

patients are educated about their most relevant belief domains and
taught to modify maladaptive thinking patterns. Additionally, pa-
tients are asked to engage in brief behavioral experiments that test
the validity of their obsessive beliefs; however, no systematic
prolonged exposures are conducted (Wilhelm & Steketee, 2006).
Wilhelm and Steketee's 24-week CT for OCD significantly reduced
obsessive beliefs as well as OCD and depression severity in an open
trial (Wilhelm et al., 2005), and when compared to a waitlist con-
trol group (Wilhelm et al., 2009).

Although Wilhelm and Steketee's (2005; 2009) trials demon-
strated that CT yields a short- and long-term effect on obsessive
beliefs and OCD severity, the processes that led to symptomatic
reduction are unknown. Investigating the mechanisms of change
can highlight why the treatment worked and inform how in-
terventions can be tailored to emphasize the relevant processes
(Johansson & Høglend, 2007). Indeed, much research in the
depressive (for a review, see Garratt, Ingram, Rand, & Sawalani,
2007) and anxiety disorders (e.g., Hofmann et al., 2007;
Teachman, Marker, & Smith-Janik, 2008) has found that changes
in cognitions and appraisals precede reductions in measures of
symptom severity.

Recent research into the mechanisms of change in CT for OCD
has examined the role of maladaptive beliefs, but has yielded
inconclusive results.Woody,Whittal, andMcLean (2011) found that

* Corresponding author. Tel.: þ1 617 724 6146; fax: þ1 617 643 3080.
E-mail address: swilhelm@mgh.harvard.edu (S. Wilhelm).
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prolonged exposures are conducted (Wilhelm & Steketee, 2006).
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can highlight why the treatment worked and inform how in-
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2007) and anxiety disorders (e.g., Hofmann et al., 2007;
Teachman, Marker, & Smith-Janik, 2008) has found that changes
in cognitions and appraisals precede reductions in measures of
symptom severity.

Recent research into the mechanisms of change in CT for OCD
has examined the role of maladaptive beliefs, but has yielded
inconclusive results.Woody,Whittal, andMcLean (2011) found that

* Corresponding author. Tel.: þ1 617 724 6146; fax: þ1 617 643 3080.
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symptoms at baseline, as measured by the Y-BOCS total. Baseline
scores on the OBQ were clinically elevated and consistent with
moderately severe OCD samples (OCCWG; 2003; 2005). Addition-
ally, many of the YSQ schemas were elevated, and the unrelenting
standards schema was endorsed to a greater degree than any other
EMS.

Across all patients, the Y-BOCS total score decreased by an
average of 13.9 points (p < 0.0001) from baseline to the last treat-
ment assessment, and by an average of 5.6 points (p < 0.0001) from
week 12 onwards; the assumption of a linear decrease over time
was reasonable. Table 3 summarizes the results for the change in
lagged time-varying covariates examined as mechanisms of change
in Y-BOCS total score during treatment. Over time, patients with a
reduction in OBQ-PC from the immediately preceding assessment
that was above the median reduction of 6 points had a 2.1-point
greater decrease in Y-BOCS total score (95% CI ¼ [0.02, 4.2] point
decrease) betweenweeks 12 and 24, on average, than patients with

a reduction below themedian (betweenweeks 12 and 24, themean
decrease in Y-BOCS total score was 8.0 points vs. 5.9 points for
patients with an OBQ PC change >6 vs."6 points, respectively). The
corresponding effect size for the effect of the OBQ PC on the
magnitude of Y-BOCS reduction was d ¼ 0.77 (Thalheimer & Cook,
2002). Neither the OBQ ICT nor RT subscales emerged as significant
mediators of treatment response.

For the YSQ, patients with a decremented or stable YSQ
Dependence/Incompetence (DI) mean score from the immediately
preceding assessment had a 2.1-point greater reduction in Y-BOCS
total score (95% CI ¼ [0.14, 4.0] point decrease) between weeks 12
and 24, on average, than patients with an increased YSQ DI mean
score (betweenweeks 12 and 24, themean decrease in Y-BOCS total
score was 7.1 points vs. 5.0 points for patients with a YSQ DI mean
change > vs." 0 points, respectively). The corresponding effect size
for the effect of the YSQ DI on Y-BOCS reduction was d ¼ 0.82
(Thalheimer & Cook, 2002). No other YSQ subscale mean scores
emerged as significant mediators of treatment response.

Discussion

The present study examined whether obsessive beliefs operated
as a mechanism of change in a 24-week CT for OCD treatment trial
and explored how underlying maladaptive schemas influenced
treatment response. Results indicated that a reduction in certain
beliefs and schemas over the course of treatment e specifically
perfectionism/certainty and dependency/incompetence e was
associated with greater improvement in OCD symptoms over time.
While the amount of change predicted by these cognitive variables
was modest, the observed 2-point change on the Y-BOCS repre-
sented 16% of the overall change in OCD symptom severity.

Longitudinal results for the time-lagged prediction of change
with treatment indicated that a reduction in perfectionism and
certainty beliefs, but not inflated responsibility or importance of/
need to control thoughts, significantly mediated (improved)
treatment response. Individuals with perfectionism and certainty
beliefs tend to maintain rigid and unrealistic standards related to
success and have significant difficulty tolerating uncertainty (Frost,
Marten, Lahart, & Rosenblate, 1990). To our knowledge, the present
study is the first to demonstrate the mediating role of this belief
system in symptom reduction.

Past research suggests that the beneficial effect on treatment
response of reducing beliefs about perfectionism and certainty may
be explained by the complex interplay with other obsessive beliefs
(OCCWG, 2005; Taylor et al., 2010). Experimental manipulations
have demonstrated that perfectionism beliefs predispose in-
dividuals to other types of cognitive distortions (e.g., overestimated
responsibility; Bouchard, Rh!eaume, & Ladouceur, 1999). Given that
obsessive beliefs do not occur in isolation, a reduction in perfec-
tionism and certainty beliefs might consequently reduce other
beliefs and subsequently weaken the urge to engage in rituals; in
essence, via a cascade of interrelated cognitive changes, behavioral
modification occurs.

EMS's related to dependency and incompetencewere also found
to significantly mediate response. More specifically, a decrease in
dependency on others, and an increase in autonomy, confidence,
and self-reliance, accounted for reductions in OCD severity.
Although we were surprised that other strongly present maladap-
tive schemas in our sample (especially unrelenting standards) did
not emerge as significant mediators, the influence of the de-
pendency/incompetence schema on treatment response can be
understood through the lens of self-efficacy (i.e., belief that one can
complete goal-related behaviors that lead to a desired outcome;
Bandura, 1977). Bandura (1986) argued that strengthening self-
efficacy could mitigate fear and improve treatment response, and

Table 2
Outcome and covariate summaries for the analysis population.

Sample characteristics N Mean (SD)

Baseline Y-BOCS Total (range: 0e40) 36 26.1 (4.0)
Week 12 (mid-treatment) Y-BOCS Total (range: 0e40) 31 17.6 (7.5)
Week 24 (post-treatment) Y-BOCS Total (range: 0e40) 29 11.6 (8.6)
Baseline OBQ Total (range: 44e308) 36 175.3 (47.8)
Importance/Control of Thoughts (ICT) Subtotal
(range: 12e84)

36 44.8 (18.9)

Perfectionism/Certainty (PC) Subtotal (range: 16e112) 36 63.3 (20.1)
Responsibility/Threat Estimation (RT) Subtotal
(range: 16e112)

36 67.3 (22.1)

Baseline YSQ Overall Total (range: 75e450) 34 171.8 (43.8)
YSQ Dependence/Incompetence Mean (range: 1e6) 34 1.7 (0.8)
YSQ Defectiveness/Shame Mean (range: 1e6) 32 2.1 (1.2)
YSQ Emotional Inhibition Mean (range: 1e6) 34 1.7 (0.7)
YSQ Failure to Achieve Mean (range: 1e6) 34 2.0 (1.2)
YSQ Insufficient Self-Control/Self-Discipline Mean
(range: 1e6)

32 2.3 (1.2)

YSQ Social Isolation Mean (range: 1e6) 33 2.4 (1.2)
YSQ Unrelenting Standards Mean (range: 1e6) 33 4.0 (1.3)
YSQ Vulnerability to Harm & Illness Mean (range: 1e6) 33 2.3 (1.1)

Table 3
Time-varying predictors of Y-BOCS Reduction from Mid-to Post-Treatment.

Time-varying predictor (Median split) Difference in magnitude of
change in Y-BOCS total by
covariate (> vs. " median)

b estimate
(Std. error)a

t-Value p-value

Change in Obsessive Beliefs Questionnaire (OBQ) (OBQ)
Total (>18 vs. " 18) #1.5 (1.04) #1.42 0.17
ICT Subtotal (>5 vs. " 5) 0.07 (1.13) 0.06 0.95
PC Subtotal (>6 vs. " 6) #2.1 (0.98) #2.13 0.048b

RT Subtotal (>3 vs. " 3) #1.2 (0.90) #1.36 0.19
Change in Young Schema Questionnaire (YSQ)
Total (>7 vs. " 7) #1.5 (0.94) #1.54 0.14
DI Mean (>0 vs. " 0) #2.1 (0.93) #2.23 0.037b

DS Mean (>0 vs. " 0) 0.3 (0.93) 0.27 0.79
EI Mean (>0 vs. " 0) 0.4 (0.93) 0.39 0.70
FA Mean (>0 vs. " 0) #1.2 (1.06) #1.14 0.27
IS Mean (>0 vs. " 0) 0.3 (0.88) 0.33 0.75
SI Mean (>0 vs. " 0) #1.1 (0.88) #1.24 0.23
US Mean (>0.4 vs. " 0.4) 0.6 (0.99) 0.63 0.54
VH Mean (>0 vs. " 0) #1.0 (0.86) #1.17 0.26

Std. ¼ Standard; Y-BOCS ¼ Yale-Brown Obsessive Compulsive Scale.
ICT ¼ Importance/Control of Thoughts; PC ¼ Perfectionism/Certainty.
RT ¼ Responsibility/Threat Estimation; DI ¼ Dependence/Incompetence.
DS ¼ Defectiveness/Shame; EI ¼ Emotional Inhibition; FA ¼ Failure to Achieve.
IS ¼ Insufficient Self-Control/Self-Discipline; SI ¼ Social Isolation.
US ¼ Unrelenting Standards; VH ¼ Vulnerability to Harm & Illness.

a Corresponds to the change in the lagged time-varying covariate.
b Significant at two-sided alpha ¼ 0.05 level.
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Table 2 Comparison of psychopathology scores, early maladaptive schemas and schema modes between responders
and non-responders

M± SD responders M ± SD non-responders F-value p-value

Y-BOCSa (pre) 24.6 ± 6.2 23.6 ± 6.3 0.44 .509

OCI-Rb (pre) 30.1 ± 12.6 30.1 ± 12.6 0.00 .983

BDIc (pre) 16.5 ± 10.7 23.5 ± 13.3 5.18 .026*

CTQd (pre) 43.0 ± 15.5 50.4 ± 20.0 2.63 .110

life satisfaction (pre) 4.2 ± 1.9 3.9 ± 2.2 0.33 .568

life satisfaction (post) 7.0 ± 1.7 4.9 ± 1.8 23.86 <.001***

age of onset 22.1 ± 9.3 18.5 ± 10.2 2.09 .154

treatment duration 14.0 ± 10.8 11.1 ± 3.2 2.57 .114

EMS (Domain, YSQe scales)

Dg: Emotional deprivation 2.5 ± 1.4 2.7 ± 1.4 0.23 .637

Dg: Abandonment 4.0 ± 1.2 3.7 ± 1.2 0.85 .359

Dg: Mistrust/abuse 2.5 ± 0.9 3.2 ± 1.2 6.75 .012*

Dg: Social isolation 2.7 ± 1.3 3.7 ± 1.6 7.44 .008**

Dg: Defectiveness 2.5 ± 1.2 3.2 ± 1.4 4.23 .044*

IAh: Failure 2.7 ± 1.2 3.3 ± 1.4 3.53 .065

IAh: Dependence 3.0 ± 1.0 3.0 ± 1.2 0.00 .986

IAh: Vulnerability 2.6 ± 1.1 3.0 ± 1.0 1.94 .169

IAh: Enmeshment 3.1 ± 1.4 2.8 ± 1.1 0.65 .424

ILi: Entitlement 2.5 ± 0.7 2.8 ± 1.0 1.17 .284

ILi: Insufficient self-control 3.1 ± 0.9 3.4 ± 0.9 2.723 .104

ODj: Subjugation 3.3 ± 1.2 3.6 ± 1.6 1.45 .232

ODj: Self-sacrifice 3.5 ± 1.2 3.4 ± 1.0 0.05 .826

ODj: Approval-seeking 3.5 ± 1.0 3.6 ± 1.2 0.22 .643

OIk: Emotional inhibition 2.5 ± 0.8 3.2 ± 1.1 8.35 .005**

OIk: Unrelenting standards 4.0 ± 1.0 4.2 ± 0.9 0.84 .364

OIk: Negativity 3.1 ± 1.4 3.5 ± 1.0 2.23 .141

OIk: Punitiveness 3.3 ± 1.2 3.6 ± 1.0 0.93 .337

YSQe-total score 3.0 ± 0.7 3.3 ± 0.8 2.94 .091

Schema modes (SMIrf)

CMl: Vulnerable child 2.7 ± 0.9 3.4 ± 1.1 8.63 .005**

CMl: Angry child 2.6 ± 0.7 3.0 ± 0.9 3.08 .084

CMl: Enraged child 1.4 ± 0.5 1.4 ± 0.5 0.09 .765

CMl: Impulsive child 2.2 ± 0.6 2.3 ± 0.8 0.66 .420

CMl: Undisciplined child 2.6 ± 0.6 2.7 ± 0.6 1.25 .268

CMl: Happy child 3.4 ± 0.9 2.9 ± 0.8 5.05 .028*

DCMm: Avoidant protector 3.4 ± 0.8 3.4 ± 0.8 0.08 .775

DCMm: Detached protector 2.1 ± 0.7 2.6 ± 1.0 7.29 .009**

DCMm: Self-soother 3.0 ± 0.9 3.3 ± 1.0 1.61 .210

DCMm: Self-aggrandizer 2.4 ± 0.7 2.6 ± 0.7 0.80 .373

DCMm: Bully and attack 1.6 ± 0.5 1.9 ± 0.7 4.19 .045*

DCMm: Perf. overcompensator 3.6 ± 0.8 3.9 ± 0.7 1.61 .209

DCMm: Susp. overcontroller 2.6 ± 0.7 2.9 ± 0.8 3.26 .075

DPMn: Punishing parent 2.2 ± 1.0 2.5 ± 0.9 1.27 .263
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Discussione	
Integrazione	tra	il	Modello	Cognitivista	e	la	ST:		
•  Abuso/sfiducia	(neglect	emotivo	o	alta	EE,	reazioni	genitoriali	
spropositate	in	termini	di	rabbia	e	violenza)	&	Mode	B	Vulnerabile	
(emozioni	di	colpa,	paura	di	sbagliare	e	non	venire	perdonati,	
disgusto/disprezzo)	&	Coping	Mode	di	Evitamento	(psichico	o	
comportamentale)	

•  Standard	elevati	(iper-responsabilizzazione)	&	Mode	Genitore	
esigente/punitivo/sprezzante	spingono	a	Coping	Mode	
perfezionistici/moralistici	e	iper-controllanti	(check)	

•  Fallimento,	sé	poco	sviluppato,	vulnerabilità	ai	pericoli	e	malattie	
(ipo-responsabilizzazione,	genitore	protettivo-ansioso)	&	Coping	
Mode	di	resa/compiacimento.	
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block emotions and reduce the effectiveness of exposure sessions. ST is also well 
known for its specialized therapeutic alliance of “limited reparenting” and “limit-
setting.” As stated by Young and colleagues (2003), the therapeutic relationship and 
the contact with emotions seem to be crucial for a positive treatment outcome. The 
relationship is often not clearly labeled in common CBT where schema therapy offers 
a specific, manualized approach.

Recent studies have shown that schemas such as Social Isolation, Vulnerability to 
harm or illness, and Pessimism/Negativity occur more often in OCD patients than 
in healthy controls (Atalay et al., 2008). Specific mode models have been suggested 
for BPD and narcissistic PD (Young et al., 2003), avoidant, dependent, obsessive-
compulsive, paranoid, and histrionic PD (Lobbestael et al., 2008), as well as for 
forensic patients (Bernstein, Arntz and de Vos, 2007). To our knowledge a mode 
model for OCD has yet to be developed.

We assume that emotional problems due to traumatic memories, connected to 
negative treatment outcome, severely interfere with improvement in OCD. ST may 
therefore be the right approach to reduce the interference for these patients. 
Nevertheless, it is possible that cognitive processing and/or behavioral features or 
circumstances also interfere with therapy outcome. Further research is needed here.

Approach

We propose to work in OCD with a model that incorporates the individual personal 
pathology of the disorder as well as the functionality of the OCD behaviour and 
symptomatology. The specific OCD symptoms can be conceptualized differently in 
the mode model, depending on the personal pathology.

Ongoing studies confirm that certain modes and schemas in OCD patients are 
much more highly activated than in other psychiatric disorders or healthy controls 
(Stelzer et al., in progress). Most patients with whom the authors worked showed a 
mode model as presented in Figure 2.1. This model should be considered as an 

Figure 2.1 Example of a mode model of OCD

Lonely, Vulnerable 
Child mode 

Demanding 
Parent mode 

Detached  
Protector mode 

Perfectionistic Over-
Controller mode 
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Introduction

Obsessive-compulsive disorder (OCD) is highly heterogeneous and with a prevalence 
rate of 1–3% (Robins et al., 1984) and a six-month prevalence rate of 1–2% (Myers 
et al., 1984) is the fourth most common psychiatric disorder. It is associated with 
significant morbidity (Kaplan and Saddock, 1998), impaired quality of life, and poor 
social functioning (Eisen et al., 2006). Men and women are affected equally. Only 
1% of patients receive inpatient treatment (Goodwin, Guze and Robins, 1969). 
Studies show that up to 66% of patients with OCD display Axis II disorders (Rasmussen 
and Tsuang, 1986). Approximately 90% of patients complain about low self- 
esteem and up to 70% state that it impacts their career (Hollander et al., 
1996–97).

Cognitive behavioural therapy (CBT), with the essential procedures of Exposure 
and Response Prevention (ERP), is the empirically established psychotherapy of 
choice (Abramowitz, Taylor and McKay, 2009). Some 40–80% of patients respond 
to this therapy (Hand, 1995; Foa et al., 2002; Abramowitz, 2006) by showing more 
than a 30% reduction of Y-BOCS scores after treatment. Cognitive therapy combined 
with exposure therapy shows high effect sizes of 0.3–1.6 (Vogel et al., 2006) and 
has proven to be most effective in inpatient treatment (Voderholzer and Hohagen, 
2009). If psychotherapy is combined with pharmacotherapy (e.g., serotonin reuptake 
inhibitors: SSRI), effect sizes show even better results for treatment outcome (Foa 
et al., 2005; NICE, 2005; Koran et al., 2007; Voderholzer and Hohagen, 2009).

However, research to date indicates that approximately 50% of patients do not 
respond satisfactorily (Stanley and Turner, 1995; Baer and Minichiello, 1998). In 
many OCD cases, symptoms persist as standard treatment does not lead to full remis-
sion (Pigott and Seay, 1997; Ackerman and Greenland, 2002; Steketee and Pigott, 
2006).

The Wiley-Blackwell Handbook of Schema Therapy: Theory, Research, and Practice, First Edition. 
Edited by Michiel van Vreeswijk, Jenny Broersen, Marjon Nadort.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Integrazione	TC	&	ST		
nel	modello	del	DOC	

	

Bambino		
vulnerabile	

Genitore	
Esigente	

	
Mode	

Protettore	
Distaccato	

	

Mode	
Iper-controllante	
perfezionista	 Responsabilità	

esagerata	&	
Rigore	morale	

Evitamenti	
comportament.		
e	dissociazione	

Genitori	iper-	vs	
ipo-

responsabilizzanti,	
Standard	elevati	

Colpa,	paura	di	
sbagliare	e	non	
essere	perdonati,	

disprezzo	



Limiti		

•  Campione	Non	clinico	
•  Alta	Depressione	
•  Focus	su	altri	Coping	Styles		
•  Concordanza	tra	schemi,	mode	e	schemi	parentali	(YPI)	



Grazie	

	

Contatti:	
	basile_barbara@yahoo.it	

barbara.basile@ordinepsicologiveneto.it	
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