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ARTICLE

Effectiveness of brief schema group therapy for borderline personality disorder
symptoms: a randomized pilot study

Hanna-Mari Hildena, Tom Rosenstr€oma,b, Irma Karilac, Aila Elokorpia, Mirka Torpoa, Ritva Araj€arvia and
Erkki Isomets€aa

aDepartment of Psychiatry, University of Helsinki and Helsinki University Hospital, Helsinki, Finland; bDepartment of Psychology and
Logopedics, University of Helsinki, Helsinki, Finland; cKL Institute, Helsinki, Finland

ABSTRACT
Background and objectives: Schema group therapy is a potentially cost-effective treatment for bor-
derline personality disorder (BPD). We piloted the feasibility and effectiveness of a 20-session schema
group therapy without individual therapy among psychiatric BPD outpatients in a randomized pilot
study registered as a clinical trial (ISRCTN76381242).
Methods: Altogether 42 psychiatric outpatients diagnosed with BPD were randomized 2:1 to a 20-ses-
sion weekly schema group therapy plus treatment as usual (TAU) (n¼ 28) vs. a control group with
TAU alone (n¼ 14). The primary outcome was decline of BPD symptoms in the short Borderline
Symptom List (BSL-23) score. Secondary outcomes were decline in symptoms of anxiety, depression,
alcohol use, and improvement in functioning and schema modes. Two external experts evaluated val-
idity of the intervention based on videotaped sessions.
Results: Overall, 23 schema group therapy patients (82%) and 12 controls (86%) completed their treat-
ment. Treatment validity good or very good. However, no significant differences emerged in the pri-
mary outcome mean BSL-23 decline (6.95 [SE 5.91] in group schema therapy vs. 12.55 [4.85] in TAU)
or in any of the secondary outcome measures.
Limitations: Despite randomization, the TAU subgroup had non-significantly higher baseline scores in
most measures. Small sample size predisposing to type II errors; reliance on self-reported outcomes.
Conclusions: Schema group therapy was feasible for psychiatric outpatients with BPD. However, in
this small pilot study we did not find it more effective than TAU. Effectiveness of this short interven-
tion remains open.
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1. Introduction

Borderline personality disorder (BPD) is a severe mental dis-
order that sets a major burden on health care [1]. Its preva-
lence is estimated to be 0.9–3% in the general population
and 6% in primary health care patients [2–5]. BPD is diag-
nosed in every fourth psychiatric outpatient [6] and in up to
40% of psychiatric inpatients [7]. BPD is highly comorbid
with mood, anxiety and substance use disorders as well as
with somatic illnesses, and confers significant risk for suicide
(up to 10%) and non-suicidal self-injury [4,8–10]. BPD-specific
therapies (dialectical behavior therapy, mentalization-based
therapy, schema therapy, and transference-focused psycho-
therapy) have been shown to reduce BPD severity and
depression and to enhance psychosocial functioning [11,12].
Despite the evidence, many patients miss the effective treat-
ment due to the unavailability of trained psychotherapists
[13] and because individual psychotherapies require substan-
tial resources [14]. In the meta-analysis by [11], the effective-
ness of different therapies for BPD was not related to

treatment duration. Shorter interventions would allow
patients to participate in BPD-specific therapies. Accordingly,
there is ongoing research on the effectiveness of brief inter-
ventions for BPD [14].

Schema therapy, one of the most recent, promising psy-
chotherapies for BPD [15], targets BPD patients’ emotional
instability. As postulated in schema therapy, patients learn to
understand and manage their emotional reactions, modes, in
which the patients’ unmet childhood or adolescence core
needs activate in adulthood situations and cause patients to
behave in a non-functional manner [16,17]. Schema therapy
centers on fulfilling the unmet core needs by increasing
patients’ insight into their reactions and providing emotional
support in the form of limited re-parenting. It engages
experiential techniques such as chairwork and imagery re-
scripting. Schema therapy has been shown to reduce BPD
symptom severity, suicide-related outcomes, and depression
compared with treatment as usual or some other BPD-spe-
cific therapies [18–20].
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Group schema therapy was developed by Farrell to com-
bine schema therapy with the benefits of group. These
include peer support, learning from others and providing
experiences of belongingness and acceptance [21]. In a small
controlled study by [19], a group schema therapy of
8months was found to be effective in reducing BPD symp-
toms. In this pioneering study, 94% of group schema therapy
patients versus 15% of control patients no longer met the
criteria for BPD after the intervention. This has been specu-
lated to be due to the therapists being schema therapy
experts and the study patients highly motivated [22].
Further, two small uncontrolled studies with 1- to 2-year
group schema therapy combined with individual care have
suggested a reduction in BPD and general symptoms and
maladaptive schema modes [23,24]. In addition, brief schema
group therapy forms of 12–20 sessions with an individual
treatment have in uncontrolled studies displayed a signifi-
cant reduction in BPD and general symptoms as well as mal-
adaptive schema modes [25,26]. The brief group form of 20
sessions has also shown a promising effect on mixed person-
ality disorder patients’ general symptoms in uncontrolled
studies [27,28]. However, insufficient research evidence exists
for effectiveness of group schema therapy relative to treat-
ment as usual, or of group format alone in BPD. An ongoing
international multicenter RCT aims as investigating these
issues [29], but the results have not yet been published.

BPD patients set major requirements for psychiatric care
in terms of both resources overall and specialized psycho-
therapy. With the limited capacity of psychiatric outpatient
care, it is difficult to introduce new treatment options that
require intensive individual therapy or prolonged treatment.
This calls for investigating the applicability of schema ther-
apy in group format and of a length within the capacity of
psychiatric outpatient settings in the treatment of BPD
patients. We therefore aimed at piloting the feasibility and
effectiveness of a brief, 20-session schema group therapy for
BPD patients. The study was conducted within the facilities
of the Mood Disorder Division of the Department of
Psychiatry, Helsinki University Hospital and took place locally
at the Tikkurila Outpatient Clinic in the city of Vantaa. We
hypothesized that a brief group schema therapy combined
with usual psychiatric treatment would (1) result in greater
decline in BPD symptoms than treatment as usual (TAU)
alone and (2) mitigate symptoms of anxiety and depression,
decrease alcohol usage and enhance patients’ overall func-
tioning more than the usual care.

2. Methods

2.1. Trial design

The study was a randomized, parallel-arm prospective inter-
vention study comparing (1) brief group schema therapy
plus usual psychiatric treatment with (2) usual psychiatric
treatment alone in treatment of BPD. The study design is
illustrated in Figure 1. The study was accepted by the
Helsinki and Uusimaa Hospital District (HUS) Ethics
Committee, and thereafter registered as a clinical trial
(ISRCTN76381242, acronym GST-BPD).

We aimed at recruiting altogether 64 patients in the study
and randomizing them in a 1:1 ratio. However, we had a
time frame of one year because of the limited work contract
of the first author. Therefore, we had only a few months’
time to recruit patients from the local outpatient clinic and
were unable to meet the objective by prolonging recruit-
ment. The patient count was determined by the capacity of
the outpatient clinic. The researchers provided the study
schema group therapy as part of their normal clinical work.
Due to the limited number of recruited volunteer patients,
we had to change the randomization from 1:1 to 2:1 because
the implementation of group therapy necessitates a group
size of at least 6 patients. In smaller groups occasional illness
absences and drop-outs can result in the group no longer
working effectively and providing the necessary
peer support.

Patients were recruited to the study at the end of the
year 2017 and in spring 2018. We asked the personnel of the
Tikkurila Outpatient Clinic to inform potentially suitable and
volunteering BPD patients about schema group therapy.
After this, we examined from these patients’ psychiatric
records that they met the inclusion, but not the exclusion
criteria. We invited the eligible patients for an interview and
assessed clinically their suitability for the study. The person-
nel of the outpatient clinic routinely use Structured Clinical
Interview for DSM-IV Axis II Disorders (SCID-II) interviews for
patients with symptoms of BPD to diagnose BPD, which has
shown an excellent inter-rater reliability for BPD [30]. In a
few cases, the diagnostic interview had not been conducted,
and the first author (H-M.H.) personally interviewed these
patients with the SCID-II. The eligible patients received infor-
mation on the study in verbal form as well as on an informa-
tion sheet. All patients gave written informed consent. The
last author (E.I.), who was blind to the participant list, then
randomized the participants to the treatment groups and
control group in a ratio of 2:1 in blocks of three using the
Research Randomizer program.

The trial comprised four treatment groups and two paral-
lel control groups divided into two phases (spring and fall)
in 2018, each of which included 20 sessions over a 5-month
period. Information was gathered from both treatment group
and controls at the beginning and the end of the group
intervention.

Participants were recorded as drop-outs if they expressed
a wish to discontinue the study or if they withdrew from
contact and did not respond to repeated contact efforts.

The study data were collected into a database in the
Helsinki University Hospital data network in an anony-
mized form.

2.2. Participants

We recruited to the study patients with a clinical diagnosis
of BPD from the Mood Disorder Division of the Department
of Psychiatry, Helsinki University Hospital. All patients had
been diagnosed with the DSM-IV SCID-II interview before
study onset. We included in the study both recently referred
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and diagnosed patients, and those who had also previously
received treatment for BPD.

We excluded from the study patients who had (1) psychotic
symptoms, (2) imminent risk of suicide, (3) principal diagnosis of
or uncontrollable substance use disorder, (4) any illness or

symptoms that would hamper participation in treatment, or (5)
other ongoing specific psychotherapy. As an example of the
fourth category, we excluded two participants with marked dis-
sociative symptoms precluding their treatment in group format.
The participants in our study were not in imminent risk of self-

Assessment for eligibility (n=44) 

Randomiza�on (n=42)  

Schema group therapy (n=28) TAU (n=14) 

Drop-out (n=2) 

• Moved 
elsewhere 
(n=1) 

• Lost to follow-
up (n=1) 

Baseline assessment (n=25) Baseline assessment (n=12) 

Drop-out (n=3) 

• Soma�c illness (n=1) 
• Changed mind 

about par�cipa�ng 
(n=1) 

• Lost to follow-up 
(n=1) 

Excluded (n=2) 

• Met exclusion 
criteria (n=2) 

Treatment interven�on 5 months  

Drop-out (n=2) 

• Moved elsewhere 
(n=1) 

• Experienced 
treatment as 
overwhelming (n=1)

Assessments 5 months (n=23) Assessments 5 months (n=12) 

Analysis (n=23) Analysis (n=12) 

Figure 1. Flow chart of the study design.
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harm, but had major difficulties in mood regulation or in
their relationships. We excluded patients at imminent risk for
suicide, as there is an ongoing dialectical behavior therapy treat-
ment program at the outpatient clinic, which we considered to
be the best option for these patients.

2.3. Interventions

The group schema therapy was adapted from the Farrell and
Shaw group schema therapy manual for BPD patients [21],
but as a shorter version and with more emphasis on experi-
ential than cognitive work because of cost-efficiency. The
schema group therapy program is outlined in Table 1. All
four groups followed the same manual.

The treatment groups consisted of 5–7 participants. Each
group comprised 20 weekly sessions of 90min. The group struc-
ture consisted of a beginning session, 6 sessions on mode rec-
ognition and awareness, 12 experiential work sessions, about
half of which included imagery re-scripting, and a finishing ses-
sion (Table 1). Imagery re-scripting is an experiential technique
in which the therapist aids the patient to visualize a meaningful
and traumatic past experience and they work together to
rewrite a new solution that answers to the patient’s unmet

needs. The therapy group participants frequently wished to dis-
cuss with the group therapists issues related to their life situ-
ation or evoked by the treatment. Altogether four therapists
participated in the intervention. Each group had two main
therapists, with the other therapists substituting for the main
therapists when needed. All therapists had 2–4 years’ cognitive
or cognitive-analytic therapy training and schema therapy train-
ing of 6days with at least 40h schema therapy supervision in a
group setting. In addition, the therapists were supervised during
the interview by an ISST Group ST-certified therapist. One ther-
apist left in the middle of two groups for maternity leave, and
the other therapists continued with the groups. As the mater-
nity leave was expected, patients were informed about it at the
beginning of the intervention. All therapists participated in the
group sessions from the beginning, the content of the sessions
was unchanged, and the therapist on maternity leave partici-
pated in weekly planning of and reflection on the sessions.

2.4. Validity of treatment

To estimate the validity of the treatment, the treatment ses-
sions were video-taped with the camera focused on thera-
pists, not participants. Seven of the 80 therapy session

Table 1. Program of the schema group therapy.

Appointment 1. Welcoming all patients to the group. Presentation of schema group therapy and general mode chart. Discussion of group rules. Working with
group adherence: an exercise on group connection with a ball of yarn demonstration. Relaxation exercise.

Appointment 2. Discussion of group communication. Therapists’ demonstration of critical communication, how it affects others, and how to communicate by
expressing one’s own emotions without criticizing others. Presentation of vulnerable child mode. Discussion with emotion cards on experiences of vulnerable
child mode. Working with group adherence by giving all patients wristbands as a symbol of being part of the group. Homework: gentle talk to the
vulnerable child on a schema therapy internet page.

Appointment 3. Discussion of previous homework. Presentation of angry child mode. Discussion with emotion cards on experiences of angry child mode. Couple
exercise on discussing a frustrating experience. Homework: an audible angry child mode exercise on a schema therapy internet page.

Appointment 4. Discussion of previous homework. Presentation of punitive and demanding parent mode. Discussion with emotion cards on experiences of
punishing parent mode. Discussion in couples of a situation where punishing parent mode is apparent. Homework: arguments against the punishing parent
talk on a schema therapy internet page.

Appointment 5. Discussion of previous homework. Presentation of compliant surrender and over-compensator modes. Discussion of compliant surrender and
over-compensator modes. Therapists’ demonstration of these modes in an imaginary job interview situation. Discussion of mode benefits and disadvantages
and what the patients would like to say to the compliant surrenderer and over-compensator. Homework: audible compliant surrender and over-compensator
exercises on a schema therapy internet page.

Appointment 6. Discussion of previous homework. Presentation of detached protector mode. Discussion of detached protector mode. Therapists’ demonstration
of detached protector mode in an imaginary job interview situation. Discussion of mode benefits and disadvantages and what the patients would like to say
to the detached protector. Homework: audible detached protector exercise on a schema therapy internet page.

Appointment 7. Discussion of previous homework. Presentation of happy child mode. Discussing happy childhood memories and looking at the patients’
childhood photos. Making a card for oneself as a child. Homework: cheering oneself in ways listed on a schema therapy internet page.

Appointment 8. Discussion of previous homework. Imagery exercise in group concerning vulnerable child mode. Discussing how patients react to their own
vulnerability. Couples exercise of talking the other’s vulnerable child mode.

Appointment 9. Discussion of punitive or demanding parent mode. Patients and therapists write down their punitive or demanding parent mode talk on a
bedsheet. Discussion of own and others’ sentences on the bedsheet. Tearing the bedsheet together.

Appointment 10. Discussion of angry child mode. Physical exercises of anger expression in group.
Appointment 11. Therapists have written letters for each patient’s vulnerable child and read the letters aloud in group. Discussing how this feels.
Appointment 12. Demonstration of imagery rescripting by therapists. Two imagery rescripting sessions with patients.
Appointment 13. Discussing how patients have felt during imagery rescripting. Continuing imagery rescripting with patients.
Appointment 14. Continuing imagery rescripting with patients.
Appointment 15. Continuing imagery rescripting with patients.
Appointment 16. Continuing imagery rescripting with patients.
Appointment 17. Listening to patients’ current problems and working with chair work.
Appointment 18. Continuing with chair work.
Appointment 19. Discussion of normal day mode changes and chair work.
Appointment 20. Patients and therapists write positive reminders and wishes on patients’ cards. Discussion about group ending.
Clarification of terms:
Imagery rescripting is an experiential technique in which the therapist aids the patient to visualize a meaningful and traumatic past experience and they work

together to rewrite a new solution that answers to the patient’s unmet needs.
Chair work is an experiential technique in which the patient is encouraged to give voice to his or her different modes situated in different chairs, to enact or

re-enact scenes from the past, the present, or the future, whereas the therapist respond to the speech of the patient’s modes a healing way or by
correcting talk.
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video-tapes had technical errors. Of each of the four treat-
ment groups, one mode recognition and awareness session,
one imagery re-scripting session, and one other experiential
work session were randomized for external evaluation by
using the Research Randomizer program. Two external
experts, supervisor-trainers in cognitive psychotherapy and
schema therapy, rated the randomized therapy sessions with
the Group Schema Therapy Assessment Scale (GSTRS-R),
which is a specific instrument for group schema therapy.
This instrument has shown substantial internal consistency
and inter-rater reliability and adequate discriminative validity
[31]. It includes a 7-point scale: 0¼ very poor, 1¼ poor,
2¼ unsatisfactory, 3¼ adequate, 4¼good, 5¼ very good and
6 ¼excellent.

The external experts rated all items from 4 to 6. The
mean scores of the two external experts’ evaluation were 4.7
and 4.7 (weighted Cohen’s kappa for inter-rater reliability
1.00) for therapist behavior, 4.4 and 4.7 for reparenting
(weighted Cohen’s kappa 0.87), 4.8 and 4.4 for structure
(weighted Cohen’s kappa 0.91), 4.0 and 4.0 (weighted
Cohen’s kappa 1.00) for mode awareness and change, 5.0
and 5.0 (weighted Cohen’s kappa 1.00) for cognitive inter-
ventions, and 5.0 and 5.0 (weighted Cohen’s kappa 1.00) for
experiential interventions. The session topics in the random-
ized video-tapes did not cover all scales measured in
the instrument.

2.5. Treatment as usual (TAU)

In the Mood Disorder Division of Helsinki University Hospital
Department of Psychiatry, the usual treatment comprises vis-
its with a psychiatrist or psychiatric resident, and therapy ses-
sions of 45min on average once a month with a psychiatric
nurse. The treatment may also include periods of weekly
therapy with a psychologist or other group treatment such
as dialectical behavior therapy (1 patient). At the beginning
of the study the participants in TAU had only infrequent vis-
its with a psychiatric nurse, but during the study four
patients started a more intensive individual therapy and one
started a DBT group. Most patients receive both pharmaco-
therapy and some form of psychosocial support or psycho-
therapy. Most of the participants used antidepressants and
many used medications for sleep or anxiety when needed.
Some used low doses of antipsychotics (mainly quetiapine)
for anxiety or depression.

2.6. Primary and secondary outcomes

The primary outcome measure was intra-individual change
(expectedly decline) in borderline personality symptoms
between the study baseline and the end, which was com-
pared at group level between the two groups. To investigate
this, we used the short Borderline Symptom List (BSL-23)
–scale [32]. The BSL-23 scale is a self-rating instrument of
BPD symptomatology with a 23-item scale, also including a
behavior scale of 11 items to evaluate BPD behavior. It
derives from the original BSL-95 scale of 95 items and has
shown good psychometric properties comparable to those of

the BSL-95. In general, the BSL-23 score is interpreted as fol-
lows: 0-1 point refers to no, 2-23 points to mild, 24-69 points
to moderate, and 70-92 points to severe BPD symptoms. In
addition to the total symptom score as the predetermined
primary outcome, we analyzed post hoc the BSL-23 behavior
score. We did not determine a clinically relevant change in
the BSL total score, as there is no clear evidence of what this
would be in the Finnish patient population, but expected an
apparent change in BPD symptoms.

As secondary outcome measures, we used the following
self-report instruments to investigate intra-individual change
during treatment: a) the Patient Health Questionnaire 9
(PHQ-9) is a 9-item instrument with a scale of 0-3 for depres-
sive symptoms and a cut-off of 10 points [,33]; b) the Overall
Anxiety Severity and Impairment test (OASIS) consists of 5
items with a scale from 0 to 4 that measures anxiety symp-
toms with a cut-off of 8 points [34]; c) the Alcohol Use
Disorders Identification test (AUDIT) is a 10-item instrument
with a 0-4 scale in each item to test alcohol use with a cut-
off of 8 points [35]; d) the Sheehan Disability Scale (SDS)
measures functional impairment in the domains of work,
family life or home responsibilities, and social or leisure activ-
ities with a visual analogue scale of 0-10 in each domain and
a cut-off of 5 points in each domain [36]; and e) the Schema
Mode Inventory (SMI) consists of 118 items linked to 14 dys-
functional and healthy schema modes with a cut-off of 50%
in each mode [37]. PHQ-9, OASIS, AUDIT, and SDS have
proved to be valid and reliable measures of depression, anx-
iety, alcohol use, and disability, respectively [33–36]. SMI has
shown acceptable internal consistency, test-retest reliability
and construct validity to test schema modes [37]. We ana-
lyzed change in BPD specific dysfunctional schema mode
scores (vulnerable child mode, angry child mode, detached
protector mode, and punishing parent mode).

In addition, we gathered general socio-demographic infor-
mation such as age, gender, marital status, habitation, educa-
tion, work status, whether participants had children,
participants’ motivation for treatment, and their experience
of the treatment relationship. We reviewed participants’ psy-
chiatric records. The treatment group participants were also
requested to provide informal written feedback on the
group experience.

The sample size remained smaller than we had planned
(total 64), and in the self-report measures there was a not-
able amount of missing data. Therefore, we decided to
impute missing values in the statistical analysis.

2.7. Statistical analysis

We used SPSS 25 and R, version 3.5.1., for statistical analysis.
When comparing socio-demographic factors between treat-
ment group and controls, we used Chi-square for categorical
and Welch t-test or Kruskal–Wallis test for continuous varia-
bles depending on the normality distribution. When compar-
ing treatment group patients with controls in terms of
change in study measures, we used Welch t-test or
Kruskal–Wallis test for continuous variables depending on
the normality distribution. To test inter-rater reliability in the
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assessment of therapy validation, we used weighted
Cohen’s kappa.

We aimed at intention-to-treat (ITT) analyses. However, no
meaningful data were available from those five consenting
participants who dropped out between randomization and
baseline evaluation. Therefore, we could form the ITT sam-
ples only by including participants who gave baseline data.
Multiple imputation with chained equations (mice R-package
version 2.30) was used for missing-data imputation, with
moment-based statistics and an F reference distribution for
testing [38,39], thereby providing an ITT analysis of our data
[40]. Altogether 35 data imputation chains were initiated and
monitored to a well-mixed state. Linear models were used to
test the effect of treatment group membership on the out-
come score change from pre-treatment to post-treatment.
The models were estimated in all 35 imputed data-sets and
the estimates were combined using standard Rubin’s rules.
This method takes into account the uncertainty in both indi-
vidual estimates and imputed values. The imputation models
were based on predictive mean matching and used a default
algorithm (“quickpred”) to choose variables predictive of
other variables (e.g. r –> 0.1 was required). The variables
used to draw information on missingness were age, sex,
treatment group status, individual BSL-23 items, and sum
scores for OASIS, AUDIT, PHQ-9, all Sheehan scales, and four
of the SMI schema mode scales, namely vulnerable child
mode, angry child mode, detached protector mode, and
punishing parent mode.

3. Results

3.1. Participants

Altogether 42 patients were recruited and randomized to
intervention (group schema therapy plus TAU) or control
(TAU alone) groups. Three participants who had given their
consent for the study and were randomized to the interven-
tion groups did not attend them. Two participants dropped
out from the intervention groups: one moved to another city
and the other perceived the treatment as too overwhelming.
Two participants withdrew from the control groups.
Altogether 23 participants remained in the schema therapy
intervention groups and 12 in the control groups throughout
the study. The drop-out rate was for the treatment group
15%, including those who did not start the intervention, and
for the control group 14%.

During the intervention period the intervention group
participants had on average 16.8 schema group therapy ses-
sions of 90min. The intervention group participants had on
average 4.3 individual treatment visits (range 0–19, SD 4.4)
of 45min and the control group participants on average 10.3
individual treatment visits of 45min (range 2–19, SD 5.4) at
the outpatient clinic. The participants did not have hospital
visits during the intervention. Of the 12 controls, four started
weekly individual therapy and one started dialectical behav-
ior therapy with weekly group and individual sessions during
the intervention period.

Intervention group participants were on average 31 years
old (±SD 8.8), whereas control group participants were on

average 27 years old (±SD 3.7). The intervention and control
group participants are compared in terms of socio-demo-
graphic and clinical factors in Table 2.

All of the participants filled in the pre-treatment assess-
ment forms, whereas the drop-out participants refused to fill
in the post-treatment assessment forms. We included all
assessments in the study, and imputed missing data.

3.2. Treatment outcomes

The primary outcome measure was intraindividual decline in
the BSL-23 symptom score. Despite randomization, the con-
trols were unexpectedly found to have numerically higher
BSL-23 scores before and after treatment (Figure 2, left
panel). However, no statistically significant group difference
emerged in the primary outcome; the average decline in
BSL-23 scores was 6.95 in the schema therapy group (SE
5.91) and 12.55 (SE 4.85) in the TAU group.

The secondary outcome measures within-person changes
in OASIS score for anxiety symptoms, PHQ score for depres-
sive symptoms, AUDIT score for alcohol use, and SDS for
general functioning. No significant differences were present
between the treatment and control groups (Table 3). In add-
ition, we analyzed change in BPD specific dysfunctional
schema mode scores (vulnerable child mode, angry child
mode, detached protector mode, and punishing parent
mode). In three of the four dysfunctional schema modes,

Table 2. Sociodemographic and clinical characteristics of intervention and
control group patients.

Schema therapy TAU
N (%) N (%)

Women 23 (92) 12 (100)
Education

University 2 (8) 1 (8)
College 2 (8) 0
Vocational school 9 (36) 4 (33)
No occupation 12 (48) 7 (58)

Patients working or studying 14 (56.0) 4 (33.3)

Mean baseline scores (SD)

BSL-23 total 39.0 (±15.1) 55.7 (±14.9)
BSL-23 behavior 3.2 (±2.8) 3.5 (±3.5)
OASIS 11.3 (±3.8) 13.2 (±2.6)
Mean PHQ-9 14.0 (±5.7) 16.3 (±4.1)
Mean AUDIT 6.4 (±4.8) 8.4 (±5.6)
Sheehan work/study 6.0 (±3.1) 6.8 (±2.3)
Sheehan social life 5.2 (±2.8) 6.7 (±1.6)
Sheehan family life 5.2 (±2.8) 6.7 (±1.6)

Mean follow-up scores (SD)

BSL-23 total 32.0 (±16.4) 42.6 (±18.8)
BSL-23 behavior 1.5 (±1.7) 1.9 (±1.8)
OASIS 10.3 (±3.9) 11.4 (±3.5)
Mean AUDIT 5.7 (±5.5) 9.2 (±8.2)
Mean PHQ-9 11.9 (±5.2) 14.3 (±5.9)
Sheehan work/study 5.2 (±3.3) 6.9 (±2.4)
Sheehan social life 5.6 (±2.6) 5.9 (±2.7)
Sheehan family life 4.9 (±2.9) 6.3 (±2.1)

BSL-23 total: Short Borderline Symptom List total symptom scale; BSL-23
behavior: Short Borderline Symptom List behavior scale; Overall Anxiety
Severity and Impairment scale; PHQ-9: Patient Health Questionnaire 9 scale;
AUDIT: Alcohol Use Disorders Identification Test scale; Sheehan work/study:
Sheehan Disability Scale work or study; Sheehan social life: Sheehan Disability
Scale social life or leisure activities; Sheehan family life: Sheehan Disability
Scale family life or home responsibilities.
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there was numerically more decline in the intervention
group, but the difference was not significant.

In post-hoc analysis, the BSL-23 behavior subscale scores
declined more in the schema therapy group (2.42, SE 0.96)

than in TAU (0.36, SE 0.79). This was a statistically significant
difference (p¼ 0.033).

3.3. Informal feedback from the treatment group

The treatment group participants had an opportunity to give
written informal feedback on their group experience. The
most common themes and the numbers of participants
spontaneously mentioning the same theme were as follows:
Therapists were considered as professional (11) and the
groups as open (7), accepting (8), and safe (4). The partici-
pants felt that their emotional management (9) and insight
(8) had increased during the group process, and they valued
the peer support (13) and group spirit (8). As negative
aspects, they noted that the groups should have continued
longer (8) and that the group sessions were too short (4).
Two participants also mentioned that some childhood mem-
ories or inner processes appeared at the end of the group,
and they felt they were left alone to deal with these as the
group ended. When asked about how strongly the partici-
pants would recommend the group on a 0-10 scale, 20 of 21
participants gave a recommendation of 8-10.

4. Discussion

This pilot study was conducted at the Department of
Psychiatry of Helsinki University Hospital, Finland. A brief
form of group schema therapy with no individual treatment
other than TAU was chosen to test its feasibility for BPD

Figure 2. Average BSL score (left panel) and BSL behavior score (right panel) in the TAU and Schema therapy groups at both baseline and follow-up. The whiskers
denote 95% Wald’s confidence intervals.

Table 3. Treatment effects with multiple imputation of missing data.

Change variable
b0

(TAU) SE (b0) p-value
b1 (treatment

effect) SE(b1) p Value

BSL average �12.550 4.852 0.010 5.604 5.909 0.343
BSL behavior 0.364 0.793 0.647 �2.059 0.964 0.033
OASIS �1.750 1.116 0.117 0.633 1.381 0.646
PHQ-9 �2.083 1.696 0.219 �0.093 2.680 0.964
AUDIT 0.750 1.254 0.550 �1.025 1.580 0.516
SDS work/study 0.090 1.042 0.931 �1.014 1.285 0.430
SDS social life �0.667 0.904 0.461 0.340 1.108 0.759
SDS family life �0.417 0.653 0.523 0.080 0.814 0.922
SMI vc �2.667 2.122 0.209 0.406 2.680 0.880
SMI ac �0.357 2.150 0.868 �0.247 2.659 0.926
SMI dp 0.417 1.808 0.818 �0.489 2.229 0.826
SMI pp �1.640 1.759 0.351 �1.082 2.207 0.624

Note: A linear model intercept (b0, TAU column) and slope (b1,Treatment
effect) were fit to observed change scores of the outcome variables (rows)
from baseline to follow-up. The treatment effect corresponds to a difference
in change scores between the Schema therapy and TAU groups. That is,
TAUþ Treatment effect is the average change in the treatment group.
SE: Standard error; BSL average: Sort Borderline Symptom List scale, average
part; BSL behavior: Short Borderline Symptom List scale, behavior part;
Overall Anxiety Severity and Impairment scale; PHQ-9¼ Patient Health
Questionnaire 9 scale; AUDIT: Alcohol Use Disorders Identification Test scale;
SDS/study: Sheehan Disability Scale work or study. SDS social life: Sheehan
Disability Scale social life or leisure activities; SDS family life: Sheehan
Disability Scale family life or home responsibilities; SMI vc: Schema Mode
Inventory vulnerable child mode; SMI ac: Schema Mode Inventory angry child
mode; SMI dp: Schema Mode Inventory detached protector mode; SMI pp:
Schema Mode Inventory punishing parent mode.
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patients in psychiatric outpatient care. The setting of this
pilot study was a psychiatric outpatient clinic, enabling
assessment of how the treatment would actually be deliv-
ered to typical psychiatric BPD outpatients. We found brief
group schema therapy to be realistic to carry out in psychi-
atric outpatient care, and patient satisfaction was high.
However, we were unable to show it to be more effective
than usual care alone. The primary outcome of the study, a
within-subject decrease in BSL-23 symptom score, was nega-
tive. Participants improved in both schema therapy and usual
treatment, with no significant difference emerging between
the groups. The same was true for the secondary outcomes,
declines in PHQ-9, OASIS, AUDIT, and SDS. In post-hoc ana-
lysis, however, the BSL-23 behavior score suggested a poten-
tially significant treatment effect.

Strengths of this pilot study include that it was registered,
randomized, controlled, and conducted in typical psychiatric
outpatient settings. All participants were diagnosed with SCID-
II, a structured interview. The drop-out rate in the schema
therapy group was low, and patient satisfaction with treat-
ment was high. The validity of the schema therapy group
intervention was rated as good to very good by external eval-
uators, indicating that the negative treatment outcome was
not related to the quality of the treatment. The most import-
ant limitation of this pilot study is, that the sample size was
small, making it vulnerable to type II errors and spurious find-
ings. We were unable to recruit more patients in the brief
time that we had before beginning the study. Nevertheless,
the total sample size was actually larger than that of a pio-
neering RCT [19] or the uncontrolled study by [26]. To allocate
sufficient numbers of patients to the schema therapy groups,
we needed to randomize the participants in a ratio of 2:1, ren-
dering the control group even smaller. Another limitation is
that the primary and secondary outcome measures were all
based on self-report. In addition, during the study five partici-
pants in the control group started weekly individual therapy,
whereas the schema group participants had fewer individual
sessions, complicating comparison of treatment outcomes.
Despite the randomization, the controls unexpectedly had
higher baseline scores on the BSL-23 and most other meas-
ures. Uneven distributions may occur when randomizing small
samples. Another possible source of bias arises from timing of
baseline assessment after randomization. Participants’ disap-
pointment at being allocated to the TAU group may have
inflated the (self-reported) baseline measures in this emotion-
ally unstable patient group.

The negative primary and secondary outcomes likely indi-
cate that the group schema therapy is not effective as a treat-
ment, the study lacked sufficient statistical power, or the
intervention was too brief and/or should have included individ-
ual sessions. Schema group therapy was found to be effective
in BPD patients in a controlled study with a longer group ther-
apy of 30 sessions [18], whereas other brief schema group
therapy studies have been uncontrolled [25,26]. The other
studies had in addition weekly individual sessions, whereas
participants in our study had individual sessions on average
once a month, which is typical for the psychiatric outpatient
setting [18,25,26]. While the reasons for not finding significant

differences remain open, we interpret our findings as not
encouraging for the use of the 20-session group schema ther-
apy format without individual sessions in psychiatric outpatient
settings. We recommend future studies have a longer group
therapy or, include also individual therapy, or both.

In general, specific therapies for BPD (dialectical behavior
therapy, cognitive behavior therapy, mentalization-based
therapy, transference-focused therapy, schema-focused ther-
apy, and acceptance and commitment therapy) have been
found to be only slightly more effective than non-specific
ones (other therapies and psychoeducation), and it is unclear
whether this difference is due to the special attention
afforded participants in these studies [12]. Meta-analyses
have also not found significant differences between the spe-
cific therapies for BPD [11,12]. In our study, TAU comprised
individual sessions with a psychiatric nurse that had a thera-
peutic frame or psychoeducation content or for some
patients a therapy period with a psychologist, which is similar
to non-specific therapy. This can partially explain the results.

In our pilot study, we treated typical psychiatric out-
patient care patients with a major psychiatric comorbidity,
substance use, poor functioning, and commonly unemploy-
ment. By contrast, the participants in the study by [18] had a
psychotherapy contact with community psychotherapists and
had a better socio-economic position. Patient characteristics
of this kind can impact the treatment effect. Also, we
included both new patients and those who had already
received longer treatment within the facilities in the study.
Patients with a longer treatment history may have a more
chronic illness and benefit less from a short therapy.

5. Conclusions

In our pilot study, the schema group therapy was found to
be feasible, but no more effective than TAU. It is essential
that studies evaluating treatment outcome are randomized
and controlled. In our study, participants improved in both
the treatment and control groups. Without the control
group, we might have concluded that the treatment was
effective, given the observed improvement. Patient satisfac-
tion with the treatment was not a guarantee of treatment
effect. The 20-session group therapy without individual ther-
apy may have been insufficient for this challenging patient
group and we do not recommend repeating this study
protocol. Instead, we suggest using a longer group schema
therapy or adding individual sessions to the group format.
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