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for Psychosis and Bipolarity
This book explores how Schema Therapy and its underlying
theory might be used in work with clients who suffer from
psychosis, bipolarity and related symptoms.

The first part of the book presents in-depth qualitative
research featuring first-person testimonies that describe the
self-states or ‘modes’ of a person with psychosis or bipolarity.
These self-states involve a range of features, such as emotions,
thoughts, motivations and behaviours, which manifest as
patterns. The second part proposes the adaptation and
application of Schema Therapy, a transdiagnostic approach
working with emotion and interpersonal functioning for
clinical work with these two groups.

Offering unique insights, this text will appeal to a range of
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psychiatrists and those with a special interest in psychosis or
bipolarity.
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Chapter 1
Modes, psychosis and
bipolarity
DOI: 10.4324/9781003350583-1

Contemporary psychological therapies for psychosis and
bipolar conditions have evolved through waves of behavioural
and cognitively focused models, and more recently have given
greater attention to the importance of emotional and
interpersonal domains. Clinicians and researchers alike have
noted histories of early trauma, extreme negative appraisals of
self and others, and attachment disturbances accompanying the
presentations of those who we see entering psychotic and
extreme mood states. We came to the ideas in this book by
way of the question: how can we better understand and help
people with such interpersonal and emotional difficulties,
when these seem to precede, predict and perpetuate the
indicative symptoms of the ‘serious mental illnesses’ with
which our clients have been diagnosed? In this book we
explore how Schema Therapy and its underpinning theory,
including the concept of modes, may advance our
understanding of these areas. We present an exploration of the
schema mode concept as applied to the experiences of people
with psychosis or bipolar diagnoses, presenting newly
analysed qualitative data from direct report of participants. We
then set out a framework for clinical applications and illustrate

https://dx.doi.org/10.4324/9781003350583-1


how such approaches have been pursued in therapy, with
detailed case examples.

This first chapter explains the concept of modes as used
within Schema Therapy, briefly considering evidence
supporting the model and summarising the case for why we
think it might be useful for working with psychosis and
bipolarity. Next, we describe how the presence of modes in
those with psychosis and bipolar diagnoses was investigated
using qualitative research, the results of which will be
presented in Chapters 2 and 3 .

Schema Therapy and modes
Schema Therapy evolved from the evidence-based tradition of
the Cognitive Behavioural Therapies (CBT) and is built
around understandings of attachment and the impacts of early
adversity on identity, emotional and relational functioning.
The model at first relied on conceptualising and working with
schemas, meaning ‘self-defeating emotional and cognitive
patterns that begin early in our development and repeat
throughout life’ ( Young et al., 2003 ), influencing emotions,
perceptions, sensations and behavioural responses. For
example, an individual might frequently feel extreme distress
at perceived abandonment, responding disproportionately to
the magnitude of triggering events, such as a partner going
away on a short work trip or a friend being unavailable for a
social event. Over time, it was found that individuals with very
difficult backgrounds and multiple current struggles tended to
show evidence of a large number of maladaptive early
schemas, some perhaps becoming more active and visible in
certain situations and shifting over time. This presented a



challenge for the original Schema Therapy model, as
formulations including so many schemas were cumbersome
and might be overwhelming for clients. The schema mode
concept was developed in order to simplify the approach to
Schema Therapy case conceptualisation for clients with
complex presentations, including those who had received a
diagnosis of personality disorder.

To better meet the needs of clinical work with this group,
Young et al. (2003) set out the schema mode framework as a
simplified set of pervasive and persistent subsections of the
self or personality, which may play certain roles in responding
to daily situations, and may interact with each other, as well as
manifesting in interactions with other people. Each mode is
linked to sets of early maladaptive schemas in particular ways,
but functions as a fluctuating state of self rather than a stable
trait. This ‘multi-self’ mode framework, as an open and
flexible system conceptualising multiple self-states, has been
found to have great clinical utility in working with complexity
in the presentations of people diagnosed with personality
disorders, but has not yet been applied to those with psychosis
or bipolar conditions.

Schema mode framework
The ten modes originally set out by Young et al. (2003) were
grouped into child modes, dysfunctional parent modes,
maladaptive coping modes and the healthy adult mode. All
modes with exception of the healthy adult and healthy child
are linked with the activation of maladaptive early schemas or
with particular coping styles related to them. The framework
describes mode categories and suggests the different sorts of



features often found in each type of mode, contrasting for
example the helpless feelings of the vulnerable child mode
against the harsh criticism of the punitive parent mode. It is
understood that each individual person’s modes will have a
specific selection of features related to the general description
of that mode type, but that these will vary between individuals.
In actual clinical practice, the mode categories function as
guidelines, suggesting the sorts of possible mode types that
may operate; the therapist aims to work with the particular
states of self described by the individual, naming them using
the preferred words of the client. Here we briefly summarise
each mode type in line with Young et al.’s framework and
introduce their therapeutic use.

Child modes
Child modes comprise four types: three dysfunctional child
modes – the vulnerable child, angry child, impulsive or
undisciplined child – and the healthy child. The dominance of
one or more of the dysfunctional child modes in adulthood
would be expected to result from certain unmet core emotional
needs in early life. Young et al. presented these descriptions
based on clinical observations made while working with a
wide range of clients in therapy. They reported that clients
entering a child mode would sometimes report ‘feeling like a
child’ in that state, but this would not always be the case.
Others have simplified the mode names, referring simply to
vulnerable, angry and impulsive or undisciplined modes (e.g.
Lazarus & Rafaeli, 2023 ). As with all modes, in clinical
practice the aim would be to select a personalised name for
each of a person’s specific self-states, reflecting its
particularities and their personal preferences. Here we initially



present Young et al.’s mode categories using their original
names, for clarity. In the research presented in our subsequent
chapters, however, we will use simplified terms.

The vulnerable child mode is characterised by feelings of
anxiety, fearfulness, loneliness, helplessness and sadness.
There is a sense of defencelessness that can be accompanied
by a desperate yearning to be looked after by a caring or
parental figure of some kind. Young et al. suggested subtypes
corresponding to different early emotional adversities,
including the abandoned child, abused child, deprived child
and defective child. The vulnerable child modes are linked to
most of the maladaptive early schemas and are the core target
for healing in Schema Therapy.

The angry child mode, too, is linked with unmet early
emotional needs, but instead of vulnerability and help-seeking,
presents anger or rage, becomes furious, can yell and may lash
out. The individual in an angry child mode may feel abused,
abandoned, deprived or subjugated, and can have a subjective
sense of losing control of their feelings and behaviour. Their
reactions may appear to others as being out of proportion to
the triggering circumstance and can present as dysregulated
demanding, venting, aggression and even violence.

The impulsive or undisciplined child mode acts on impulse
to attain desires or seek pleasure, without regard for limits or
consequences. Young et al. described this as representing the
child in a ‘natural,’ uninhibited state. This child mode is linked
with intolerance of frustration and an inability to delay
gratification for the sake of longer-term goals. A person in this
mode may come across to others as being spoiled, lazy,



impatient or careless, and may give up easily when faced with
frustrating or boring tasks.

The happy child mode represents the absence of any
maladaptive schema activation, and it is associated with the
child’s core emotional needs being met adequately. The happy
child feels contented and loved, fulfilled, worthwhile,
competent, safe, resilient, adaptable, optimistic and
spontaneous.

Dysfunctional parent modes
Two common types of dysfunctional parent modes were
proposed by Young et al.: the punitive parent mode and the
demanding parent mode. Both were conceptualised typically
as arising from internalisations of a parent or caregiver from
the individual’s early life, although they might also relate to
later experiences with authority figures or bullying from peers.
Young et al.’s original naming of the dysfunctional parent
modes reflects their clinical observation regarding the frequent
connections between the activities of these modes and the
individual’s earlier experiences with a parent; others, however,
have subsequently spoken simply of critical or demanding
modes (e.g. Lazarus & Rafaeli, 2023 ). Clinically, it would be
recommended to use the language that best fits each individual
client’s experience of their modes or self-states. We describe
the modes here using Young et al.’s original names, for clarity.

The punitive parent mode is typically blaming, shaming,
subjugating, harsh and unforgiving, attacking the self and
inflicting pain. Individuals with activation of this mode may
have been punished for expressing normal needs early in life.
When activated, the punitive parent mode can induce self-



loathing, self-denial and self-criticism, and might lead into
self-injury, suicidal thoughts and self-destructive behaviours.
Therapeutically, an aim would be to set limits on the activation
of the punitive parent mode, while understanding its origins
but not condoning its destructive manifestations. At times, a
Schema Therapy approach may seek to banish this mode
entirely.

The demanding parent mode, in contrast to the punitive
parent, is not characterised by self-hate or explicit self-attack,
but rather pushes and pressures the self to reach exacting high
standards. In this mode, there may be a focus on perfection,
overachievement, efficiency, avoidance of wasting any time,
or extreme humility and always putting the needs of others
before one’s own. There is a sense of striving for self-
improvement and being a ‘good person,’ but with such a
pressured approach and such perfectionistic standards that
one’s efforts never feel enough, and ongoing distress is
generated. We would typically expect that clients with
activation of this mode were treated in demanding and
perfectionistic ways by early caregivers, or on the other hand
may have been parentified in childhood in relation to a
vulnerable or isolated caregiver who was unable to contain the
child’s distress and to maintain the role of a parent. Within
clinical work in Schema Therapy, there may be a negotiation
with this demanding mode in relation to how it effects or
influences the person, seeking to arrive at a more balanced,
flexible and reasonable approach to striving for goals or
attending to moral standards.

Coping modes



The maladaptive coping modes presented by Young et al. were
of three types: the compliant surrender, detached protector and
the overcompensator. Each of these corresponds to a style of
basic psychological strategy that a child might have used to
adapt to living in a threatening environment with unmet
emotional needs: acquiescence, avoidance and
overcompensation, respectively. Each of these types of coping
can be understood as having been adaptive or functional at
least in some ways at the time of becoming established;
however, when relied upon inflexibly in adult life, each can
become unhelpful in particular ways. In Schema Therapy, an
aim would be to reduce the need for maladaptive coping by
meeting the needs of the more vulnerable parts of the person,
but the coping modes might also be worked with directly using
techniques such as empathic confrontation.

The compliant surrender mode acts in accordance with
maladaptive schemas, functioning to avoid further
mistreatment by submitting to the will of others, potentially
accepting adversity or abuse, and failing to take steps to get
healthy needs met, instead prioritising the avoidance of
conflict, rejection or retaliation. Individuals with compliant
surrender mode activation may come across as passive and
submissive, and may experience themselves as helpless in the
face of a more powerful figure, having no choice but to try to
appease the other for fear of the consequences otherwise.

The detached protector modes use avoidance as a coping
style in relation to the person’s maladaptive schemas, and this
often involves forms of social disconnection. Psychological
and emotional distancing is used, sometimes accompanied by
behavioural withdrawal, and individuals affected may feel



numb or empty, coming across to others as aloof, disinterested
or cynical. A form of this mode may rely on self-stimulating
or self-soothing activities to escape from painful feelings, and
this can be associated with addictive or compulsive behaviour
patterns such as workaholism, problem gambling, drug abuse,
overeating, playing excessive computer games or spending
great lengths of time watching television. The detached
protector modes tend to have felt very helpful for individuals
at some point in their lives, perhaps even been crucial to
survival in adverse environments, and they may have become
so heavily relied upon that they feel automatic.

The overcompensator modes use a coping style that
involves acting as if the opposite of maladaptive schemas were
true. For example, extravagant attention-seeking might be used
to overcompensate for underlying loneliness and
worthlessness, or perfectionism and expressed superiority
could be used to cope with an underlying sense of
defectiveness. Types of overcompensatory response could also
include self-aggrandizement, perfectionistic or paranoid over-
control, or even bullying and aggression towards others. When
an individual is in an overcompensating mode, others tend to
feel dominated, controlled, or under attack by them.

Healthy adult mode
The healthy adult mode, alongside the healthy child mode,
represents an absence of maladaptive schema activation.
Individuals in the healthy adult mode are able to attend to
strategic and organisational functions in relation to themselves
and the other modes, and can engage in healthy adult
behaviours such as parenting, working, health maintenance,



sex, intellectual, aesthetic and cultural pursuits. The healthy
adult can nurture and protect the vulnerable child, can set
limits for the angry, impulsive or undisciplined child, and can
moderate or confront the dysfunctional parent and maladaptive
coping modes. Schema Therapy seeks to strengthen and
support the healthy adult mode to perform its executive
functions and regulate the operation of the other modes and
the multi-self as a whole.

Effectiveness and acceptability
Schema Therapy has demonstrated effectiveness in a number
of clinical trials, mostly with groups of people experiencing
chronic depression or with diagnoses of personality disorders (
Bakos et al., 2015 ; Körük & Özabacı, 2018 ). A review of the
existing trials applying Schema Therapy to people with
anxiety disorders has also recently shown promising results,
although authors note that more research is needed ( Peeters et
al., 2022 ). As a transdiagnostic approach attending to
underlying issues with attachment, emotional and
interpersonal functioning, it makes sense that Schema Therapy
can be of use to individuals with a wide range of clinical
presentations, especially those with relatively longstanding
issues.

The high acceptability of Schema Therapy to clients has
been noted in trial reports, which have found very low drop-
out rates ( Renner et al., 2016 ), including in comparison to
those of treatment as usual ( Bamelis et al., 2014 ) or
psychotherapy for the same groups of clients ( Giesen-Bloo et
al., 2006 ). It may be that the focused emphasis early on in
Schema Therapy on building a strong therapeutic relationship



protects against drop-out to some extent. We would propose,
based on clinical experience, that the schema mode model
carries particular advantages conceptually in relation to
acceptability. Namely, the central concept of the multi-self,
meaning a plurality of states of self within individuals, and the
mode mapping associated with it, is a distinctive feature
facilitating insight into the complexity of self-states interacting
with each other and changing over time, as well as effective
empathic confrontation of dysfunctional parts or patterns, and
collaboration around change. Dysfunctional and maladaptive
processes can be attributed to just a mode or part of the self,
rather than the self as a whole, maintaining the individual’s
connections to their resourceful healthy sides and reducing the
potential for defensiveness or feeling pathologised. Our
observation from clinical experience is that the model is
intuitive and relatively easy to connect with experientially for
many clients.

Rationale for application to
psychosis
The difficulties for which Schema Therapy was developed are
common in people experiencing psychosis: attachment
disruptions, early trauma, interpersonal difficulties and issues
with emotion regulation all show high prevalence in groups
given schizophrenia-spectrum diagnoses ( Addington &
Addington, 2008 ; Gumley et al., 2014 ; Livingstone et al.,
2009 ; Stanton et al., 2020 ). Seeing these difficulties co-
occurring so prevalently with psychosis would serve as a
sufficient basis to seek to address them. The case has also been



made, however, that they have causal effects feeding into
psychotic symptoms.

Early trauma and adversity have repeatedly been found by
meta-analyses to be strongly predictive of the subsequent
onset of psychosis ( Bonoldi et al., 2013 ; McKay et al., 2021 ;
Van Winkel et al., 2013 ; Varese et al., 2012 ), with
prospective cohort studies notably supporting the causal link
running from trauma to psychosis, rather than the reverse (
Arseneault et al., 2011 ; Cutajar et al., 2010 ). Theoretical
models have conceptualised the pathways of effect ( Hardy,
2017 ; Hardy et al., 2016 ), highlighting emotion regulation
issues and extreme negative beliefs about self and others,
alongside memory disruptions, as processes by which the
impacts of trauma feed into the form and content of psychotic
symptomatology. Based on this theoretical framework, a
randomised controlled trial of trauma focused therapy for
people with psychosis is currently ongoing ( Peters et al., 2022
), with sections of the intervention addressing each
hypothesised pathway of effect from trauma to psychosis.

Among the types of traumatic events in the histories of
people experiencing psychosis, interpersonal traumas have
been associated with the occurrence and severity of positive
psychotic symptoms, as well as with attachment disturbances,
negative core beliefs ( Humphrey et al., 2022 ) and social
dysfunction ( Stain et al., 2014 ). This pathway parallels the
theoretical basis of Schema Therapy, which posits that unmet
early emotional needs contribute to the formation of
maladaptive schemas and the emergence of dysfunctional
mode states, whose interactions both within the individual and
with other people then manifest in emotional and relational



dysregulation ( Young et al., 2003 ). The clinical implication
of seeing a similar sequence of issues leading up to and
predicting people’s experiences of psychosis is that addressing
these sequelae of trauma – disruptions in emotion regulation,
schematic beliefs and interpersonal functioning – with a
therapy targeting them specifically, such as Schema Therapy,
has the potential not only to ameliorate these elements of the
client’s experience, but to have an impact in addition on the
occurrence of psychotic symptoms.

Cognitive Behavioural Therapy for psychosis (CBTp) as
recommended by NICE ( National Collaborating Centre for
Mental Health (UK), 2014 ) has proven effectiveness in the
treatment of psychotic symptoms, but its effectiveness remains
limited, demonstrating small to medium effect sizes, and
showing high drop-out rates in clinical practice ( Gould et al.,
2004 ; Lincoln et al., 2014 ; Wykes et al., 2008 ). CBTp
originally was not explicitly formulated to address emotional
and interpersonal difficulties directly: emotions and core
beliefs (sometimes referred to as schematic beliefs) were
included in the formulations, but the focus of the interventions
was very much on ameliorating the impacts of positive
psychotic symptoms, using practical coping skills, behavioural
exposure principles and cognitive appraisals as therapeutic
targets and mechanisms of change. In striving to improve both
the accessibility and outcomes of psychological therapies for
people who have experienced psychosis, more recent protocols
of CBTp and adjacent therapies such as Compassion Focussed
Therapy (CFT) have placed increasing emphasis on
components seeking to directly target schematic beliefs and
emotional and relational processes (e.g. Freeman et al., 2021 ;



Heriot-Maitland et al., 2019 ; Peters et al., 2022 ).
Analogously to the rationale for the original development of
Schema Therapy, which sought to target longstanding and
recurrent difficulties that were not amenable to standard CBT,
we wish to address for people with psychosis the interpersonal
and emotional struggles that sit outside the remit of traditional
symptom-focused CBTp. Initial investigations into the
application of Schema Therapy concepts to this group have
found a range of early maladaptive schemas reported by
participants experiencing psychosis ( Taylor & Harper, 2017 ),
but research on modes has not yet been done. We suggest that
the multi-self concept conveyed by the schema mode model
has a particular power to improve both clinicians’
understanding of the dynamics of psychotic symptomatology
and also the therapeutic engagement of clients.

Rationale for application to
bipolarity
Like psychosis, bipolar disorder was historically often seen as
essentially a biological illness, presumed to have a genetic
basis, with which sufferers should learn to cope. Psychological
therapies initially targeted circadian rhythm regulation and
stress management, essentially seeking to behaviourally
stabilise the manifestations of mood fluctuation using
techniques with clear links to physiology ( Lam, 1999 ; Lam et
al., 2010 ). Subsequently, a more cognitive perspective was
applied, and a range of features such as maladaptive
assumptions and rules for living identified as drivers of mood
ascent and descent cycles ( Mansell et al., 2007 ). More recent
protocols have sought to attend to social and interpersonal



rhythms in the lives of clients with bipolar diagnoses ( Crowe
et al., 2020 ; Steardo et al., 2020 ); however, the focus has
remained largely on skills and understandings centrally
connected to the regulation of mood, with the aim of trying to
keep its fluctuations within a narrower range.

Studies assessing attachment disruptions and early trauma in
groups of people with bipolar diagnoses have found striking
prevalence of both ( Dualibe & Osório, 2017 ; Harnic et al.,
2014 ; Kefeli et al., 2018 ; Morriss et al., 2009 ), although the
studies are more scant than with psychosis. Severity of trauma
history and attachment disruption have been found to be
correlated with later symptom severity and dysfunction ( Aas
et al., 2016 ; Citak & Erten, 2021 ; Wrobel et al., 2022 ), in
line with the idea of a causal connection. Indeed, given the
parallel links seen in other diagnostic groupings who have
been more thoroughly researched, it would be rather
remarkable if early trauma and attachment disruptions did not
influence the present-day struggles of this group. A lack of
connection has been highlighted in the literature between these
insights and clinical applications ( Hett et al., 2022 ): a trauma-
and attachment-informed conceptualisation of bipolar disorder
is lacking. Addressing this has the potential to greatly deepen
the understanding of this condition, as well as facilitating the
clinical application of therapeutic techniques which may
ameliorate some of the emotional and interpersonal struggles
faced by clients, which otherwise may feed into maintaining
symptomatology as well as real-world dysfunction. Recent
research considering the application of Schema Therapy to this
group has reported a wide range of early maladaptive schemas
in participants with bipolar diagnoses, but research on modes



has not yet been done ( Ociskova et al., 2022 ). It is our
proposal that the schema mode framework and the general
concept of the multi-self have the potential to improve
clinicians’ understanding of the dynamic and changing
presentations of people diagnosed with bipolar disorder, as
well as providing a framework for collaborative sense-making
around the impacts of early adversity, pervasive patterns of
emotional and interpersonal responding, the impacts of
conflicting motivations and impulses, and how negotiation
between these might be approached.

Aims of the original research
presented
There is a clinical rationale for exploring the applicability of a
schema mode framework and Schema Therapy approach to
groups of people with diagnoses of psychosis and bipolar
disorder, given the prevalence of relevant issues such as
attachment disturbances and emotional and interpersonal
difficulties in these groups. In the original research presented
in the first part of this book, we applied a qualitative
methodology to addressing the following aims:

To explore whether participants could make sense of the
mode concepts and could give examples of how these
states of self might have manifested in their own lives
To analyse the content and subjectively described
meaning of the experiences associated with these mode
states in our groups
To illustrate the mode activation experiences reported by
the participants, with reference to descriptions in the



existing literature
To note if any patterns of association were evident
between mode experiences and symptoms, which might
be useful in developing theory and further research

How the research was carried out
Two separate but co-ordinated studies were carried out using
the same method: one applying this to a group of participants
diagnosed with psychosis, the other to a group with bipolar
diagnoses. The first phase of the research was conducted by
Whitehead and Engledew ( Engledew, 2018 ; Whitehead, 2018
). Semi-structured interviews were used to gather data, guided
by reading the mode descriptions, and in the analysis we noted
evidence of the modes but also any interesting patterns or
unexpected features.

Thematic Analysis (TA; Braun & Clarke, 2006 ) was used
because it was well matched to our research aims, allowing a
flexible, transparent and systematic approach without
sacrificing depth. TA was suited to our purpose, in that it lends
itself to both types of analysis that we wished to carry out: the
first being to assess the relevance of a specific mode
framework for our participants, and the second seeking to
explore in depth their subjective experiences and to generate
novel ideas and theories. TA can be applied across a range of
theoretical and epistemological positions: our research aimed
to explore the participants’ subjective experiences, but we
were aware that we necessarily brought to the interviews and
analysis ideas from our professional backgrounds.



Each of the two studies included seven participants,
recruited mainly through Community Mental Health Teams
from one borough within an inner-London NHS Trust. One of
the participants in the psychosis study was recruited from an
in-patient mental health ward within the same borough. The
psychosis group included individuals aged 26–53 years, with
five males and two females. All had been diagnosed with a
non-affective psychotic disorder (six with paranoid
schizophrenia, one with schizoaffective disorder). The bipolar
group included individuals aged 31–58 years, with two males
and five females, all with bipolar type-I diagnoses. Ethical
approval for the studies had been granted by the local NHS
Ethics panel, and all participants gave informed written
consent to take part.

A semi-structured interview schedule was used, based on
the schema mode descriptions presented by Young et al.
(2003) . This included standardised prompts and used written
mode descriptions presented on cards, but also had scope to
follow up specific responses to encourage in-depth
descriptions of examples from participants’ lives. Young et
al.’s eight original dysfunctional schema modes were
described on the prompt cards. The interview asked about
participants’ present-day experiences and did not seek
explicitly to identify the origins of these in childhood or
elsewhere. In line with our position of openness regarding the
potential origins of these self-states, we have chosen in the two
research chapters to simplify the dysfunctional parent and
child mode names in line with other authors such as Lazarus
and Rafaeli (2023) : we will refer simply to punitive,



demanding, vulnerable, angry and impulsive or undisciplined
modes.

All interviews were audio recorded and transcribed. The
first analysis was structured by the theory of the schema
modes. The interview transcripts were coded into categories
corresponding to each of the eight dysfunctional schema mode
descriptions. This allowed us to see how many participants
gave descriptions corresponding to each mode. Once the
quotes corresponding to each mode were grouped together, we
performed the second analysis, looking for emergent themes
and structures of meaning in the participants’ accounts. This
involved searching for themes and sub-themes in the material,
identifying similarities and relationships between these,
making connections between subordinate and higher-order
themes, and recursively reviewing the material to check that
themes were coherent and representative of the interview data.
Themes and sub-themes could then be named, considered in
their context, connected with existing theory and literature,
and presented in narrative form.

Structure of the book
The first half of this book will present original qualitative
research exploring the relevance of the schema mode concepts
for groups of individuals with diagnoses of psychosis (
Chapter 2 ) and bipolar disorder ( Chapter 3 ). We have sought
to illustrate the subjective experiences of the study
participants, linking them to each schema mode concept and to
existing descriptions in the literature. Chapter 4 brings
together these findings, considering how modes may
contribute in different ways to our understandings of psychosis



and bipolarity, drawing links with several theoretical models
and considering the mode concept in depth. The second half of
the book will turn toward clinical applications. Chapter 5
outlines an application of the Schema Therapy mode approach
to working with people who have experienced psychosis and
bipolarity, with an emphasis on assessment and formulation,
followed by the selection of therapeutic techniques. In Chapter
6 , Taylor and colleagues present a protocol, case examples
and results of imagery-based work for psychosis-related
trauma. In Chapter 7 , Paulick shares a schema-informed
imagery rescripting approach to working with voices in
psychosis. Chapter 8 presents an in-depth illustration of
Schema Therapy adapted for working with paranoia, with a
focus on modes, and Chapter 9 finally illustrates Schema
Therapy application for clients with bipolarity.
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Chapter 2
Exploring modes in psychosis
DOI: 10.4324/9781003350583-2

We present here findings regarding the mode experiences of
our group with psychotic diagnoses, illustrating their
subjective descriptions and highlighting patterns. The modes
of punitiveness, vulnerability and extreme anger loomed large
in the accounts of our participants, and all three of these were
linked with aspects of psychosis. Simplified names are used
here for these modes, whose sources are usually traced to
childhood experiences, although diverse causes are possible.
Given the proposed origins of modes, this picture suggests
potential histories of trauma and unmet needs in early life,
which indeed some of our participants described
spontaneously. It is known that people experiencing psychosis
very often carry significant histories of trauma, particularly of
an interpersonal nature. Our participants’ accounts may
illustrate some connections between earlier adversities,
ongoing patterns of responding and relating, and aspects of
psychotic experiences. Two dysfunctional coping mode types
were coded in most participants’ accounts: compliant
surrender and detached protector. Individuals connected
activation of these coping modes with overwhelming emotion
linked to other modes and symptoms, but more frequently
described using these to cope with repeated and distressing
experiences in the mental healthcare system and in a
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stigmatising society. Table 2.1 summarises the modes reflected
in participants’ responses, alongside the themes identified in
their accounts.

Table 2.1 Modes and themes in the group with
psychosis

Mode Themes

Punitive Self-attack

Mistakes as catastrophic

Psychosis exacerbates sense of self as
bad

Vulnerable Separate from others

The influence of voices and paranoia on
feeling separate

Angry Mistreatment by others

Controllability

Voices, paranoia and stigma as fuel

Compliant
surrender

Protection of self and others

Voices and paranoia influence
compliance

Detached
protector

Active avoidance of painful emotions

Detachment from reality

Changeable over time

Punitive mode
Perhaps the most striking finding in the participants’ responses
to the mode descriptions was the dominance of the punitive
mode. This mode was described by Young et al. (2003) as
attacking, criticising, and restricting the individual, often



although not always reflecting an internalisation of a parental
figure who had acted in this way. Arntz and Jacob (2012)
further elaborated on the clinical description of the mode,
highlighting its tone as being harsh and unforgiving, with
signs and symptoms typically including ‘self-loathing, self-
criticism, self-denial, self-injury, suicidal fantasies and self-
destructive behaviour’ ( Arntz & Jacob, 2012 ). These modes
have been conceptualised as generally arising as a result of the
punitive actions of a parent or other caregiver in early years,
but can also relate more closely to experiences of bullying,
victimisation and harassment by other authority figures or
peers, or emerge from the impacts of other types of adverse
environments. Clinically, we might expect to see a dominance
of painful emotions including shame felt by individuals with
this type of mode activation, which can lead to behavioural
withdrawal and corresponding reductions in assertive social
behaviours.

Six out of seven participants gave descriptions
corresponding to activation of a punitive mode, and our
analysis identified three themes in their accounts: ‘Self-
attack,’ ‘Mistakes as catastrophic’ and ‘Psychosis exacerbates
sense of self as bad.’ By contrast, responses regarding a
demanding mode were so scarce as to generate insufficient
data for analysis.

Self-attack
Some participants described very explicit self-hatred and
violent self-attack, as conveyed by Tom’s account of stabbing
knives through pictures of himself, such was his feeling of
self-hatred:



Tom:

I used to stick knives through photos of myself because
I didn’t… I hated myself.

Other participants, such as Ali and Jane, described instead
self-deprivation and guilt:

Jane:

I don’t harm myself, but I do feel guilty when I do
things I enjoy.

Ali described active self-deprivation to the point of self-
sabotage as he spoke about feeling undeserving of money and
getting rid of it when finding it in his possession:

Ali:

You find a way to go and waste it.

Ali:

It’s like a, guilt factor and, and that you don’t deserve
it.

The accounts shared a common thread of pervasive self-
criticism in relation to one’s behaviour towards others, even in
the absence of corresponding evidence. Kadir explicitly
reflected on this sense of guilt and self-blame without apparent
rationale.

Kadir:

I keep blaming myself but is it my fault, I don’t know.

Kadir:

I feel I deserve to be punished.



The sense of self criticism as being aversive was conveyed by
Ali’s expression of his desire for change – itself framed in a
self-critical form:

Ali:

I want to get over it, I don’t want to be self-critical, I
don’t want to curse myself.

These participants’ descriptions are concordant with Arntz and
Jacob’s (2012) description of a subtype of punitive mode with
a focus on interpersonal behaviour and a sense of not having
done enough for others. The authors traced one possible origin
of such modes to childhoods where a primary caregiver was
either ill in some way or isolated and unsupported, such that
the child was parentified and felt responsible for the
caregiver’s wellbeing, scrutinising their own behaviour and
berating themselves for imperfections as a result. This may not
be the most typical version of the punitive mode, but one of a
range of manifestations that could be relevant for our group.
Kadir gave an example conveying this sense of generalised
interpersonal guilt:

Kadir:

I feel I could have done at least more for… my
family… I feel like I could have done better really, you
know.

He was not able to identify anything specific that he had
neglected or omitted, any rational basis for this sense of not
having done enough, but felt it powerfully nevertheless. Jane
also described interpersonal guilt, reporting that this would
extend even to her neighbours, arising in situations where she



may be doing something quite innocuous, such as the washing
up, but this would seem to be causing them disturbance.
Although she knew she couldn’t help it, she would still feel
bad.

Jane:

I’ll be washing up and thinking, which I can’t help, and
then they’re shouting and I’m thinking I’m causing
them distress and I really can’t stop it.

Mistakes as catastrophic
The second subtheme relating to the punitive mode concerned
a sense of extreme judgement around making mistakes.
Participants reported catastrophic interpretations, accompanied
by intense and long lasting emotions, following on from even
the most minor errors. Kadir gave multiple descriptions of
these sorts of extreme judgements and negative emotions:

Kadir:

If I make a mistake in anything I do, like even if I drop
a cup or something when I’m washing up or
something, and I break a cup of anything, you know
it’s like, I think the world is going to come to an end.

Kadir:

Anything I cook, if I don’t think it’s come out nice,
how I want it, then I really really feel down. It gets to
me a lot.

The disabling functional impact of these judgements and
feelings was highlighted by participants. Kadir in the above
quote emphasised how the experience gets him down, while



Mukhtar said that his anger at making a mistake ‘ruins the
whole day.’ Jane said she worried so much about making a
mistake that she avoided even everyday tasks, such as using
herbs in cooking.

Psychosis exacerbates sense of self as bad
The third subtheme linked the experiences of voice hearing
and paranoia with negativity towards the self, in several direct
and indirect ways: the immediate impacts of the content of the
symptoms, the disruption to preferred activities and tasks, and
later self-scrutiny around behaviour while psychotic. Tom
explicitly reflected on a struggle to distinguish his own self-
criticism from a sense of being watched and scrutinised by
others:

Tom:

I’m so critical of myself. A lot of the time in my own
head it’s like well, am I just being so critical of myself
or am I being watched, and it’s a horrible feeling.

Tom linked his struggles with psychosis back to ‘huge
problems’ with his father, who had been punitive, abusive and
neglectful towards Tom throughout his early life. Most of
Tom’s experiences of psychosis were described as being
organised around a sense of being harassed, berated and
viciously attacked by his father, who also often seemed to
have turned others, including hospital staff, against Tom, and
organised some form of conspiracy to make him ‘crack,’ to
perpetuate his incarceration in the mental health system and
even to lead to his death.

Tom:



I had one bout of psychosis where I thought my dad
was using his computer to put thoughts into my head.
And that started off with… again that I was useless,
that I was no good… And it went from like just saying
I was useless to, it got worse to the point that why I
had to die, what time I had to die, it got really, really
horrendous.

Tom made the links between his own traumatic childhood
experiences of his father and the content of his later psychotic
experiences very explicit, pointing the interviewer directly
towards his sense of the connection, and reflecting openly on
an episodic ambiguity between his own negative thoughts
about himself and perceived scrutiny or harassment from other
people. Jane, on the other hand, narrated a clearer felt
distinction between content that she perceived as being
generated by herself or others (experiencing her own self-
critical thoughts as distinct from sensing criticism and
persecution from others), but described a persuasive
interaction between the two:

Jane:

I do feel like, if all this bad stuff’s happening, people
reading my mind, they’re out to hurt me, then, maybe I
deserve it… but it doesn’t stop me being any more
scared.

Jane’s account illustrated the potential for paranoia to build
upon, but also exacerbate, a sense of self as being bad and
deserving of punishment. This is reminiscent of Trower and
Chadwick’s (1995) description of a type of ‘bad me’ paranoia,



whereby individuals tend to consider themselves blameworthy
and deserving of punishment, and correspondingly see others
as justifiably targeting them for those reasons. One way to
understand variations and fluctuations in the presence and
degrees of ‘bad me’ paranoia experienced by affected
individuals could be in terms of the activation at certain times
of a punitive mode, blaming and attacking the self.

Jane further described experiencing abusive intrusive
thoughts towards others that were seemingly triggered by the
psychotic experience of thought broadcast – sensing that
others could hear what she was thinking, leading to intrusive
derogatory thoughts that were not congruent with her own
sense of her personal views:

Jane:

And all of a sudden I think they’re listening and I think
the worst possible things you could want people to
hear, like personal things or, just like, just, racist
things. And that, which, I know I’m not racist, but.

Jane emphasised that she would not have been thinking
insulting things about people prior to the onset of thought
broadcast, but as soon as she felt her thoughts to be audible,
the unacceptable ones would occur. Her concern was not that
these overheard thoughts might hurt others, but that she would
be seen as a bad person and attract harm. These experiences
were described as very debilitating, leading Jane to escape and
avoid valued activities, such as playing football, and spiralling
to preoccupy most of her time at home, ‘consuming
everything.’ We might expect that withdrawal from social
activities and spending more time alone could unintentionally



make things worse, by reducing access to rewarding external
input or a sense of achievement, and allowing more time for
rumination and worry. Jane did not spontaneously trace her
worries about other people back to her own inner concerns or
early history, but she nevertheless felt guilty and was
persuaded by the content of the psychotic experiences into a
feeling that she deserved bad things to happen to her.

Participants also drew an indirect connection between
psychosis and punitive mode activation, via the process of
scrutinising their own past behaviour in states of psychosis,
and applying criticism to this, with accompanying feelings of
guilt and shame. Tom gave an example relating to doubting his
mum’s identity when he was psychotic:

Tom:

I was like my mum isn’t really my mum and it’s really
hard, but now I’ve come out of it I do have a massive,
so I just feel guilty because it’s like, she’s just been
amazing, she’s come down so much and that.

Tom also recounted having bouts of very violent intrusive
thoughts, such as stabbing his mum or pushing another family
member down the stairs, and ‘it would always be people who
were really good to me.’ Tom emphasised that he would never
have acted on these ego-dystonic thoughts, and indeed had
never hurt anyone, but that the experience of those thoughts
would trigger fraught internal dialogue and was ‘absolutely
horrible.’

Overall, our participants’ accounts were striking in the
extent to which punitive mode congruent experiences were



reported, with all but one participant giving vivid descriptions
of self-attack, self-deprivation, exaggerated guilt about
behaviour towards others, or a sense of being a bad person. All
six participants who reported experiencing this mode also
linked its activation to aspects of psychosis. Direct links were
drawn between the content of psychotic experiences, such as
derogatory or attacking voices, and punitive mode activation,
but indirect connections were also traced, including via guilt
relating to one’s behaviour in states of psychosis.

Vulnerable mode
Vulnerable modes are characterised by feeling intense
unhappy or anxious affect, which can include sadness,
desperation, isolation, helplessness, or a sense of being
abandoned and unloved. Young et al. (2003) proposed that
vulnerable modes can emerge from unmet needs in childhood,
developing into a pervasive pattern and subsequently arising in
the absence of any directly corresponding proportional
circumstances. Vulnerable modes might present with any of a
range of emotional tones, such as feeling lonely, abandoned,
abused, humiliated, inferior or dependent, and these different
manifestations might be linked with different forms of
childhood adversity and caregiver behaviours ( Arntz & Jacob,
2012 ). Clinically, we would expect that an individual with
vulnerable mode activation might appear frightened, sad,
helpless or overwhelmed, seeming to lack autonomy and
resilience, and seeking help or reassurance, or perhaps
conveying shame and a sense of inferiority and alienation,
impacting social relations and adaptive behaviour.



All but one of our participants identified with vulnerable
mode activation of one sort or another, and generally this was
described as having been a longstanding pattern. Sheila
expressed simply: ‘I feel like sad or anxious for no reason
sometimes,’ while Kadir similarly reflected: ‘I get frightened a
lot… I don’t know why.’ Several participants spontaneously
provided illustrative details of earlier childhood and family
experiences that contextualised the emergence of these
emotional states. Questions about childhood adversity were
not explicitly asked in the interview; however, the information
volunteered by participants in their accounts illustrated links
that they saw between their past and present struggles. Two
linked themes emerged from our analysis of the participants’
accounts: ‘Separate from others’ and ‘The influence of voices
and paranoia on feeling separate.’

Separate from others
Participants such as Mukhtar and Kadir tended to describe
their experiences of isolation and separateness from others as
having been longstanding and recurring throughout their lives.

Mukhtar:

I’ve always had a picture of being like um alone.

Kadir:

Like my family, you know, like, as I say I’ve always
been sort of like, drifted away from them all the time,
I’ve never been sort of like that really close bond.

Kadir further reported that the sense of vulnerability would
build to a point where he felt desperately afraid of a sudden
violent attack that might come even in the middle of the night.



Kadir:

I get scared, I get like, any minute now someone’s
gonna break through the door and like you know with a
big chopper or something and kill me in the middle of
the night when I’m sleeping or something.

Betrayal of trust, rejection and abandonment by friends and
family were commonly linked in the participants’ accounts
with pervasive ongoing feelings of isolation and vulnerability,
as in this striking image conveyed by Kadir:

Kadir:

I feel I’ve been… pushed on this roadside and left for
dead while you know, they’ve all gone off you know,
gallivanting, off… I feel bad, I feel horrible.

As well as adverse experiences in close relationships, wider
social factors including stigma and racism were also
highlighted as linked to this mode, for example by Mukhtar:

Mukhtar:

You can also say nobody loves you, you feel
completely alone, weak and helpless. A lot of this has
to do with stigma. Do you know?

Mukhtar:

It was racism, also bullying I used to go through at
school. I mean the school I went to. I don’t know, that’s
just life you know, you just have to live with it and
cope. But I mean yeah, that was the school, and like
the people.



The influence of voices and paranoia on
feeling separate
The influence of psychotic experiences such as voice hearing
and paranoia on the sense of feeling separate from others was
also discussed by several participants, and they drew these
connections in three different ways. The content of voices and
visions was described as directly fuelling a sense of
vulnerability. In addition to this, psychotic symptoms were
seen as disrupting individuals’ connections with a shared
social reality, which was said to feed into isolation and
helplessness. Third, vulnerability was said to be exacerbated
by the damaging impact of social stigma related to psychosis
and the associated sense of abandonment by others. Kadir
recounted vividly the disturbing impact of the violent content
of voices and visions that he experienced:

Kadir:

Um, sort of like: ‘I want to kill you, I want to kill you
and your missus tonight’ and stuff like that. I sort of
like hallucinate, about you know people at the door
with choppers or something you know… Like knives,
yeah whatever, swords, knives, machetes. And I can
picture it, cause like in my head, I’m looking at it sort
of thing and it’s real but it ain’t real. It’s horrible, it’s
disturbing.

As well as such extreme content of hallucinations directly
triggering feelings of vulnerability, participants also referred to
a more generalised impact of engagement with ‘unshared
reality’ ( Clarke, 2021 ) on a sense of being alone and
disconnected from the social world.



Mukhtar:

I think it’s because you’re hearing the voices. Because
when you hear the voices, even when you’re hearing
the voices it’s what’s causing this, that’s what causes
the alone. I think if I wasn’t having the voices I
wouldn’t yeah, it’s all triggered by the voices.

Mukhtar explained that his sense of separation from friends
and family was linked with his experiences of voice hearing
and his beliefs in supernatural powers. Highlighting the
importance of other people’s reactions, he recounted how
stigmatised and abandoned he had felt when friends took him
to undergo an exorcism, believing him to be ‘possessed by a
demon people.’ He explained that he had started hearing
voices after being beaten up, and had explained all of this to
some close friends. The group shared a cultural belief in
demonic possession, which was widespread in their
community, and they had interpreted Mukhtar’s voice hearing
as an indicator of that affliction, with exorcism being the
corresponding intervention. Mukhtar himself did not share this
view, however: ‘my beliefs are different.’ He summarised, ‘it
really caused a like a, big like space between like, yeah,
distance between them and me… I still have friends but um
my closest friends um, they really, like, it turned really ugly
with them.’ This seems a stark illustration of how devastating
and isolating the impact can be of others’ responses to
unshared beliefs. Ali conveyed a similar sense of
disconnection from others in his relationship with psychosis
with the following:

Ali:



So-called friends who’s not really friends. And so-
called family who’s not really family. But only friend I
have is me myself and my illness.

This quote conveys a sense of almost being resigned to an
unshared reality, in response to feeling separate from other
people. Participants spoke repeatedly of being treated
differently compared to siblings and others in the community,
feeling misunderstood and sometimes completely ostracised
from society since becoming unwell. Kadir summed up his
experience of social stigma and alienation thus:

Kadir:

It’s like we’ve got the plague or something, and they’re
going to catch a disease off us or something.

Thus a pervasive sense of isolation and vulnerability seemed
often to have stemmed from early years, preceding the onset of
psychosis, but then been devastatingly exacerbated not only by
the experience of psychosis itself but by the rejecting
responses of others to the individuals affected.

Angry mode
Angry modes are characterised by feelings of intense
frustration, anger, rage or fury, which are typically experienced
as seeming out of control and out of proportion to the present-
day triggering event. Young et al. (2003) conceptualised this
type of mode as resulting from unmet needs in childhood,
leading into pervasive patterns of emotional reactions that can
be understood as being meaningfully associated with the
frustrated attempts to get those needs met, but which become



no longer appropriate in the circumstances of the individual’s
adult life. Arntz and Jacob (2012) described versions of this
mode on a spectrum from extreme rage through to obstinate
resistance. An enraged type of angry mode may produce
explosions of aggression, shouting, screaming, hurting people
or damaging objects. An obstinate version of the mode, in
contrast, may present as passively resisting requests rather
than expressing anger openly, but may come across to others
as stubborn or uncooperative.

Our interview schedules did not contain any explicit
questions about adverse childhood experiences, although some
individuals did volunteer such information spontaneously. We
thus did not address directly the question of whether
participants’ anger could be seen as arising from unmet core
needs in childhood. Indeed, their accounts conveyed to us a
clear sense that the participants were navigating a range of
present-day circumstances at which experiencing a degree of
anger would seem very reasonable, at least from some
perspectives. We made the decision to include in the analysis
relating to this mode concept all data relating to anger, leading
to the caveat that some of the experiences described may be
seen as possibly proportionate angry responses to present-day
frustrations and violations. Six of our seven participants
reported experiences related to the angry mode, with three
themes identified in the accounts: ‘Mistreatment by others,’
‘Controllability,’ and ‘Voices, paranoia and stigma as fuel.’

Mistreatment by others
Five participants spoke of specific experiences of mistreatment
by others: some historical and others more recent. Mukhtar



and Kadir both described feeling angry as a result of being
misunderstood by family members. Kadir explained regarding
his sister: ‘It makes me feel angry, when she says, “stop
feeling sorry for [yourself],” you know, she talks about, it
winds me up.’ Sheila similarly spoke about a friend who she
often gets angry with: ‘there’s stuff that she’s said to me and
done… So I’m always angry at her.’ Nasir made a point of
differentiating his anger at mistreatment by others from a
different type of anger that might be related to paranoia:

Nasir:

It’s not always tied up with paranoia. There is um… I
guess there is sort of like anger at the situation, being
mistreated.

Tom gave a vivid account of outbursts of anger and rage being
out of control, tracing these specifically back to childhood and
connecting them with difficulties that he was going through at
the time:

Tom:

Well, when I was younger, like what I was saying
before, I was so destructive and, literally this is when I
was 8, 9, 10, I would literally, I remember I smashed
doors, the glasses in there, plants, rip up books, I was a
real… because I didn’t know how to deal with… what
I was going through.

Mukhtar interestingly highlighted an additional pathway to
anger via feeling alone and abandoned. When asked a
clarifying question about whether he felt the vulnerable mode



and the angry mode concurrently or whether one replaced
another, he emphasised the latter emphatically:

Mukhtar:

Um no, it’s, that’s what happens. Once you feel angry
and the rage and everything, um you don’t, none of
that matters, yeah, a lot of those things, you don’t care
about them.

Mukhtar’s report seemed to indicate that for him, a transition
from feeling alone and isolated into anger and rage brought at
least some relief from the more vulnerable and abandoned
feelings.

Controllability
Participants reported varying degrees of controllability around
anger and violent thoughts or impulses. Kadir gave several
examples of situations where anger and aggressive impulses
may arise and become quite noticeable, but in each case
emphasised that he would never act on these.

Kadir:

Someone’s done a bad thing to me. Then obviously I’ll
get upset and I’ll get violent thoughts about what I’d
like to do [laughs]. I never take out, take out the er.
You know, do it in proper, you know.

Jane, similarly, recounted several examples where she has felt
really intensely angry, to the extent that ‘I could have smashed
my flat up,’ but each time has been able to stop short of doing
any physical damage to people or objects, although ‘I shout
and that when I’m arguing.’ Mukhtar, on the other hand,



emphasised that he had been unable to control anger at times,
and that this had caused serious problems, leading even to
hospitalisation.

Mukhtar:

I’ve gone through a lot of anger and rage, and, I won’t
be able to control myself. Um. Furious and shout. This
causes serious problems. So I mean I’m talking about,
I’ve had relapses where I’ve had to go back to the
hospital and had to go back on the medication.

The theme of controllability related to a fear of the
consequences of acting on anger, and also to the specific topic
of medication use. Tom reported that one prescribed
neuroleptic had made him ‘really aggressive,’ whereas Nasir
and Mukhtar both spoke of the opposite, with medication
making them feel calmer. Mukhtar’s reported struggle to
control anger was linked with being off medication: ‘So I was
off the medication and it was these, the anger and rage and
trying to control myself.’ Later in the interview, he expressed:
‘because I’m on the medicine… it’s calmed me down.’ Nasir
spoke of sometimes even taking more medication than
prescribed, in order to feel calmer: ‘Sometimes I have to take
extra doses of sulpiride. If it’s sort of like very severe sort of
thing.’

Three participants explicitly reported efforts to avoid anger
activation, due to fears of the consequences of this. Nasir gave
an account of how he had stopped exercising due to a fear that
he might harm others. This had followed an experience where
he had been exercising at home and seemed to hear comments
made about him by passersby outside.



Nasir:

I’d get into a rage. I want to punch stuff, I punched the
wall. I punched the doors, I think I put a few holes in a
few doors. I literally stopped exercising after that
because I was afraid… I was afraid I’d sort of catch
one of these people and do them in.

Alongside fears of doing damage to others when angry, the
other main feared consequence described was of escalating
coercion within the mental health system, and especially of
being detained and having to go back to hospital. Mukhtar and
Jane both expressed this type of fear, with Jane explaining ‘it’s
the difference between home treatment and being sectioned
[laughter], innit?’

Voices, paranoia and stigma as fuel
Each of the six participants reporting angry modes connected
these with elements of psychosis, drawing links in both direct
and indirect ways. The experience of hearing voices was
described as directly triggering anger. Both paranoia and voice
content were also said to trigger memories that could activate
angry rumination about past events, and anger was also traced
back to the experiences of stigma that the participants had
been subjected to in relation to having psychosis. Kadir gave
an example of anger being triggered by the content of
hallucinatory experiences:

Kadir:

If I was to sort of hallucinate and see things going on
that I don’t like. Like you know, with Mary or



something involving Mary or family and friends and
stuff, then it does make me angry.

Sheila went further in narrating her relationship with voices,
summing it up as ‘anger and rage, I do feel it with the voices.
They wind me up.’ She was able to describe some of the
content of the voices: ‘That I’m stupid. And there’s this thing
that I did when I was younger, and they call me a name.’
Sheila explained that she would try to keep calm in the face of
the abusive content, sometimes successfully, but sometimes
would become overwhelmed with anger and drawn into
protracted out-loud shouting arguments:

Sheila:

It’s horrible, yeah. Sometimes I can keep calm and just
you know, let them cuss me, but other times I just lose
it and then we start fighting and I start swearing out
loud, at them and stuff.

As well as a direct triggering of anger by psychotic symptoms,
participants traced two indirect pathways of effect between
psychosis and anger. The first of these involved mediation by
memories: voices or paranoia would activate memories of
previous mistreatment by others, and these memories would in
turn activate anger related to past events. Mukhtar gave an
example of this happening, explaining how the voices that he
heard would bring up memories of being treated badly and
even elaborate on these, ‘but in this case there’s nothing really
happening around you, and then they still are creating, based
on memories.’

Mukhtar:



Yeah they trigger, yeah they use those old memories,
so your memories from the past and stuff you’ve gone
through.

Mukhtar was able to give several examples of the sorts of
memories that might be triggered, including experiences of
bullying and harassment from his school years, as well as
examples of behaving oddly, for example what he called
‘hanging with crows’ during episodes of psychosis, when he
had thought that he could control the birds with his mind. He
then went on to reflect that there are lots of potential memories
to choose from: ‘I mean I can think of so many memories and
they can come up,’ but among these, the voices would seem to
pick out the worst, most appalling ones to activate and
emphasise.

Mukhtar:

Yeah they bring up… if I wanted to I could create,
have my own memories, but if you leave it to the
voices you know the memories they create, it’s really
appalling and it kind of relates to you. I mean that’s
basically what you can say about them. Their
memories are really poor and appalling memories.

Nasir also identified difficult memories as contributing to the
relationship between anger and paranoia, and emphasised that
when such memories lead into mode activation, anger and
paranoia can become reciprocally intensifying, in a vicious
cycle.

Nasir:



Because the paranoia will feed the anger and the anger
will feed the paranoia.

The second indirect pathway suggested between psychosis and
anger was mediated by social stigma. Stigma around mental
health and psychosis was explicitly brought up by two
participants as a contributing factor to anger activation.
Mukhtar referred to societal misunderstandings of psychosis
using the phrase ‘People recognise me as a psychopath.’ He
linked the resulting experience of anger to ‘mainly what I’ve
become, meaning what has happened to me, like my illness,
I’ve ended up with an illness.’

Ali later spoke further about the sense of his community as
well as wider society stigmatising people who have struggled
with their mental health, likening the impact of this to being
physically pounced on and strangled:

Ali:

Very rarely this society understand the mental health,
the effects. Instead of helping them, the society, the
community I’m from, they want to pounce on him and
strangelise and… not physically but like…

Overall, the familiarity with extreme states of anger in the
group was striking, with corresponding fears voiced about the
consequences of these, and a range of control strategies
employed. The participants identified certain present-day
triggers of anger, but also spontaneously linked its
manifestations with memories from the past and early
adversities. As with punitive and vulnerable modes, six out of
seven of our participants reported angry mode experiences.



Responses relating to demanding and impulsive or
undisciplined modes were so minimal as not to constitute
sufficient data for analysis. Data analysed for each of the three
dominant modes yielded themes, and among these for each
was the relationship between psychotic experiences and the
activation of the mode. Some participants explicitly described
such relationships as reciprocal in both directions, and some
also discussed mediating pathways of the relationship, such as
via memories of past traumatic events or experiences of social
stigma related to mental health.

Coping modes: compliant
surrender
In the subsequent portion of this chapter, we will turn towards
coping modes. Young et al. (2003) described maladaptive
coping modes as also arising typically in childhood in order to
navigate difficult or overwhelming situations; their function
was proposed as being either to avoid further harm or to
escape difficult emotions. These modes tend to have
functioned, at times usefully, as a means to survive in harmful
environments and/or to cope with the activation of other
modes. The difficulties tend to arise, however, in the longer
term, as the over-reliance on certain forms of coping takes a
cumulative toll on the individual, on others, on their
relationships and their ability to grow and develop adaptively
as circumstances change. Two types of dysfunctional coping
modes elicited significant accounts from our participants: the
compliant surrender mode and the detached protector mode.
Over-compensator mode data generated was insufficient for
thematic analysis.



The compliant surrender mode has been described as
passive, submissive and dependent ( Young et al., 2003 ).
Individuals in this mode may appear subservient, self-
deprecating or reassurance-seeking: subjugating themselves to
avoid conflict at all costs, in some cases even accepting abuse,
or simply not taking steps to get their own ordinary needs met.
Five of our participants recounted experiences that were
categorised under the compliant surrender mode. The data
yielded two themes: ‘Protection of self and others’ and ‘Voices
and paranoia influence compliance.’

Protection of self and others
This theme was traced in all five participants’ accounts: they
spoke of seeking to avoid in general negative consequences for
themselves, as well as for others, with such consequences
including emotional upset. Tom summarised what for him
seemed to have been a pervasive longstanding pattern in
relation to others:

Tom:

So, yeah, with regards to conflict I do not like it at all
so, um, I do try and avoid that as much as possible,
because I just, I don’t like it at all kind of thing.

Tom explicitly linked his patterns of compliance and
surrendering to early childhood experiences, especially in
relation to his father’s blaming and abusive behaviour.

Tom:

Yeah, I mean as I say that one again is just wanting to
make sure that everyone else around me is happy, and I



guess that again that links back to, like with my dad
saying that I’d ruined everything, I think that might be
why I want to try and please everyone and make sure
um… no one’s treating me badly.

Tom used a number of examples from earlier in his life, as
well as more recent times, to illustrate his sense of always
putting others’ needs and preferences first, as well as
submitting to unfair treatment rather than raising an issue. The
following description related to a situation with his brother, in
which the brother had made consecutive conflicting demands
of Tom, criticising him first for seemingly helping his nephew
too much and the next minute for not helping him enough.

Tom:

Like the one before, I try to help people, so yeah I just
try and go along with it, rather than say, actually hang
on, this isn’t fair,’ I just took it kind of thing.

Nasir described a similar pattern of conflict avoidance in his
own behaviour, and linked this explicitly to fears about
consequences both for himself and for others.

Nasir:

I do tend to avoid conflict with all people. I don’t
know, maybe it’s fear, because I’m afraid?

Nasir:

It could be a combination of fear and what I might do.
A fear of what I might do to them or a fear of self, fear
that I might get harmed.



In contrast to Tom’s clear indication of conflict avoidance as a
longstanding interpersonal strategy, Mukhtar emphasised that
submissive compliance had become necessary specifically
since his experiences of psychosis.

Mukhtar:

So I avoid conflicts now a lot. Yeah, that’s probably
one of the things you can say. Yeah I don’t get into a
fight. Before I could get into fights, yeah but I couldn’t
I can’t do that anymore, because of the voices.

Voices and paranoia influence
compliance
Three participants linked the compliant surrender mode to
their experiences of psychosis, and once more, both direct and
indirect links were drawn between elements of psychosis and
mode activation. Mukhtar in the quote above explicitly
labelled voice hearing as causing him to avoid potentially
aggressive conflict. Jane’s earlier quoted comment ‘it’s the
difference between home treatment and being sectioned
[laughter], innit?’ highlights concerns around the mental
health system’s responses and the potential for coercive
treatment as prominent motivational factors for deciding to
surrender. Mukhtar spontaneously raised the topic of
medication compliance when asked about experiences in line
with this mode, emphasising that he would take the tablets
against his own preference, to please his family:

Mukhtar:

Mainly, you know to, also to avoid conflict and stuff,
yeah. Like you can say for taking the medication. Like



I take the medication, so I don’t want to take the
medication… To avoid conflict.

There is a clear sense in these accounts of individuals resorting
to a compliant surrender mode in the face of the seemingly
overwhelming power of others’ positions around the
management of their mental health. Indeed, most of our
participants had personally had the experience of being
compelled with formal coercion under the powers of the
Mental Health Act, having their freedoms restricted and
sometimes chemical restraints administered against their will
in order to subdue them and reduce the potential for risky
behaviour in times of psychosis. The reality of such events
may serve to remind us of the protective and adaptive
functions of a compliant surrender mode when an individual is
in fact faced with overwhelming power attached to others with
whom one may come into conflict. As with any protective
strategy, a behaviour essential to survival in adversity can
become dysfunctional when relied upon excessively in other
circumstances. Even outside of formal settings of mental
healthcare or overwhelming power dynamics, participants
conveyed a sense of feeling socially inferior and not entitled to
assert their needs and preferences. Mukhtar referred to the fact
that he was not the one paying for the household bills to
explain his submissive approach to the family’s television
viewing:

Mukhtar:

Yes, like TV, like they watch TV and I just go along
with like what they’re watching. Yeah, that’s a good,



that’s an example you could say. So when they’re
watching TV, I don’t say anything, I let them watch.

Interestingly, as well as elements of psychosis being linked
with the expression of a compliant surrender mode,
participants described other situations in which the opposite
was true, and psychotic experiences served to interrupt the
compliance pattern that they may have otherwise played out.

Jane:

When I’m feeling paranoid I’m more likely to argue…
when I’m paranoid that sort of tends to take over.

Similarly to Jane, Tom narrated episodes of psychosis as times
when his usual tendencies towards compliance and serving
others’ needs would make way to an entirely different way of
being, in which he would be more likely to resist the demands
of others. He explained that this was organised around a sense
of being unwanted and everyone being against him: ‘that thing
when I’m paranoid it’s like they don’t want me there anyway,
so it’s like, those thought processes would go out the
window…’ He shared an illustrative example of a time when
he was in hospital and knew that his mother had travelled a
long way to visit him and would only be able to see him if he
came out of his room and through the ward into the visiting
area:

Tom:

So I said to the nurses I’m not coming out because
obviously everyone’s against me. So yeah, thinking
about that yeah, I’d let my mum come down, no, when



I was in that state I didn’t put my mum’s needs first,
so, um.

Our findings overall suggest that most of our participants
viewed themselves as tending to avoid conflict by subjugating
their own needs in favour of the preferences and desires of
others, either pervasively throughout their lives, or as a more
recent response to the identity impact of being someone who
has experienced psychosis. The relationship of the compliant
surrender mode with elements of psychosis had the potential to
be complex and multifaceted, with states of psychosis having
at times the capacity to break through patterns of compliance,
but also the potential to subsequently increase fears around
negative consequences of not complying, increasing the
imperative to surrender.

Coping modes: detached protector
The second of the two coping modes evoked by our
participants’ accounts was the detached protector: a state of
disconnecting from other people, difficult emotions and other
mental content by way of psychological distancing or
detachment. This can include quite conscious and deliberate
attempts to shut off emotions, but also more seemingly
involuntary states of numbness, blankness, dissociation and
depersonalisation. Young et al. (2003) described the detached
protector mode as functioning ‘like a protective armor or wall,
with the more vulnerable modes hiding inside’ (p. 275). They
suggested that this mode can sometimes be the most difficult
to change, having developed early on in life to survive
traumatic environments, and eventually becoming automatic to



the extent that individuals do not know how to get out of it.
Behavioural patterns such as social withdrawal, compulsive
distraction, substance abuse, bingeing and self-injury can be
linked to activation of this mode, as can psychosomatic
complaints.

Five of our seven participants reported experiences
categorised in line with a detached protector mode. An
overarching theme of ‘Disconnection’ was identified in the
data, with three subthemes: ‘Active avoidance of painful
emotions,’ ‘Detachment from reality’ and ‘Changeable over
time.’ All five participants reported forms of active avoidance
of painful emotions, and all five spoke about changeability
over time, but four of them also described states of detachment
and disconnection that felt subjectively quite involuntary.

Active avoidance of painful emotions
A range of active protective strategies against painful
emotions was described by participants. Ali reported having to
do something physical ‘to sweat myself out so it goes out of
my system,’ while Jane shared that she had started drinking
alcohol in an attempt to calm herself down. Mukhtar described
using self-harm to block out voices and deal with emotions:

Mukhtar:

Yeah, really hard, you have to hit yourself, you can
either slap yourself or you can hit yourself… it would
straighten the emotions out.

Nasir gave a very clear description of how following two
incidents where he was sexually abused by older relatives, he
started actively avoiding the memories of those incidents by



blocking them out and focusing extremely hard on his school
work:

Nasir:

After I came back from [country], I came back to this
country, I was about 11 years old when I came back, I
went to school and I basically just put myself into
schoolwork and stuff, and focused on, and I tried to
ignore reality, and just sort of blocked out, blocked out,
tried to force the memory away sort of thing, by trying
to keep busy. Um […] so in that way I tried to push
myself to succeed, tried to look after the family and
stuff like that.

Later, Nasir also described going to work more to try to forget
the past, as well as using pornography to empty his mind and
to block out flashbacks of childhood abuse.

Detachment from reality
As the interview continued, Nasir described how his active
efforts at detachment had started to give way to involuntary
dissociations from reality:

Nasir:

I remember in school, there was an occasion, a few
occasions when I started having blackouts, tingly
feelings down the arms and down the face, and I had a
couple of blackouts… I’m not sure exactly why it was,
um… I assume because of the stress.

The other three participants described detachment from reality
occurring in the present day. Mukhtar explained, ‘I don’t feel



any emotions… it’s more like dead… there’s nothing going
on.’ Ali described how feelings of being alone, weak and
helpless would transform into a completely different state of
being ‘frozen… nothing is registering.’ He summarised his
sense of disconnection with the following:

Ali:

So when I’m not connected then it’s not really, I’m not
taking part. Then even my skin is there… but it’s out of
reach.

Jane similarly described going through ‘phases where I’m just
like in a bubble or something,’ subsequently highlighting a
sense of passivity and helplessness that characterises this
experience: ‘it’s like everything’s going on around me. There’s
nothing I can do.’ She explained the multifaceted nature of the
experience, both buffering the severity of emotional pain but
also creating a sense of being unsafe in the disconnection from
her surroundings and from ongoing events.

Jane:

It feels like it doesn’t hurt as much. It doesn’t, things
don’t bother me, but… I don’t feel safe when it’s
happening, just like I might miss something.

Jane’s summary seems to capture some of the simultaneous
functionality and dysfunctionality of the detached protector
mode: at the same time lessening pain, but potentially
preventing contact with important aspects of unfolding reality.

Changeable over time



All five participants spoke of the detached protector mode
changing over time, with most drawing some form of either
direct or indirect connection to experiences of psychosis. Four
participants expressed a view that voice hearing or paranoia
would increase the likelihood or intensity of detached
protector mode activation. Ali would isolate and cut himself
off in response to hearing voices, Mukhtar’s self-harm strategy
would be used at times when voice hearing brought on
overwhelming emotion, and Jane’s ‘bubble’ experiences
would also be brought on by paranoia. Tom gave a vivid
account of ‘shutting down’ when trying to cope with feeling
paranoid

Tom:

I suppose in that sense, I tend to shut down, so when
I’m in that mode, I wouldn’t be doing any art work, I
wouldn’t be doing work or anything, because, the way
I reacted to that one, I literally hid my head under my
desk and just curled up.

Tom’s account highlights the dysfunctional impact that this
type of mode activation can have. Much as it is understandable
that an individual in intense pain would do everything possible
to close the experience off and gain distance from it, this
comes at a heavy cost. Outside of these episodes of suffering
and coping, Tom would be engaged in an active life, including
productive and impactful work campaigning to fight stigma
around mental health using photography and the creative arts.
At times of maladaptive mode activation, however, he
described being completely debilitated, hiding from the world,



and at times becoming such a high risk to himself that he
required urgent inpatient hospital treatment.

In summary of coping modes, most of our participants gave
accounts corresponding to compliant surrender and detached
protector modes. Overcompensator mode concepts generated
such scarce data so as not to be sufficient for analysis.
Participants’ accounts of the compliant surrender and detached
protector modes did link these to situations of coping with
activation of punitive, vulnerable and angry modes, as
conceptualised by Young et al. (2003) . Connections were also
made by all participants, however, to coping with elements of
psychotic experiences, ongoing environmental adversities and
with the stigmatised experience of living with a diagnosis of
psychotic illness. The compliant surrender mode was perhaps
linked most frequently with coercive experiences in the mental
healthcare system, where giving in to the very real power of
hospital regimes can sometimes be the only option. The
detached protector mode concept yielded striking descriptions
of how a response that started in conscious and deliberate
avoidance of painful emotion could, over time, give way to an
experience of detachment and dissociation that has come to
feel quite involuntary. The potential for interactions between
detached protector coping and the phenomenology of
psychotic experiences invites further attention.

Summary and reflections
Our participants gave accounts of their experiences that
corresponded to five schema mode concepts: the punitive,
vulnerable and angry modes, and two coping modes: the
compliant surrender and detached protector. Each of the first



three modes was reported by six out of seven participants;
each of the two coping modes was reported by five out of
seven participants. The mode concepts of being demanding,
impulsive or undisciplined and overcompensating yielded such
minimal data that it was insufficient for thematic analysis.

While illustrating what the activation of these schema
modes might be like for individuals experiencing psychosis,
we are not claiming to be able to generalise our findings to a
broader population of people with the same diagnoses. The
patterns of experience that we see from in-depth interviews of
a small number of individuals may not be replicated in other
groups. In reflecting on our exploratory findings, we hope that
interesting and informative ideas can arise from the patterns
and connections discussed, which could lead to further
research and theory development.

Three key observations stood out to us as meriting comment
among the patterns seen in the data. The first was the striking
prevalence of punitive, vulnerable and angry mode activation
in our participants’ accounts. This may indicate significant
histories of early adversity and trauma, which indeed is often
the case for people who experience psychosis. The second key
observation of interest was that the punitive, vulnerable and
angry modes seemed most closely connected with psychotic
symptoms such as paranoia and voice hearing, whereas
dysfunctional coping modes were also linked with symptoms
but more often connected to experiences of navigating mental
healthcare systems, environmental adversities and the social
stigma associated with psychosis. Clinically, this may indicate
the relevance of considering clients’ social circumstances and
interpersonal interactions when seeking to address coping



mode activation. Finally, we considered noteworthy the
detailed accounts given of how a detached protector mode can
shift from what is at first, at least in some cases, a deliberate
avoidant coping response, into a tendency to experience
dissociation and shutdown involuntarily. This echoes Young et
al.’s (2003) original description of how this type of mode can
become automatic, posing a substantial therapeutic task for
learning how to reduce reliance on it.
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Chapter 3
Exploring modes in
bipolarity
DOI: 10.4324/9781003350583-3

By contrast with the participants with psychosis, the group
with bipolar diagnoses reported a significant dominance of
demanding modes and linked the activation of these with
progression into manic mood phases. Angry mode activation
was also connected with, and intensified during, manic mood
states for this group. Punitive modes too were reported by
most of our participants, but by contrast with the demanding
modes, punitive modes were linked with depressed mood
states rather than manic ones. Vulnerable mode activation was,
interestingly, linked with experiences of both manic and low
mood states by these participants, suggesting a painful sense
of isolation and separateness from others that accompanies not
only depression, but also the elevated mood states in mania.
We will draw here on the detailed subjective accounts of the
study participants to illustrate how the interplay of mode
activations might relate to escalating and alternating mood
states as these unfold over time. As with the group
experiencing psychosis, the two coping modes described by
the bipolar group were the compliant surrender and detached
protector, with no overcompensating modes being discernible
from the individuals’ responses. Table 3.1 summarises the
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modes coded in our participants’ accounts, alongside the
themes identified in their descriptions.



Table 3.1 Modes and themes in the group with
bipolarity

Mode Themes

Demanding Self as demanding

Battling with demandingness

Perceived influence of mania

Punitive Blame over past regrets

Self-attack

Perceived relationship to low mood

Vulnerable Feeling alone

The dangerousness of depending on
others

Isolation exacerbated when manic

Acting on vulnerable feelings

Angry Anger caused by mistreatment from
others

They think I’m being aggressive
when I’m not

Controllability of responses to anger

Anger mixed with other emotions

Anger in mania

Compliant
surrender

Self as submissive

Resisting subjugation

Detached
protector

Disconnection from thinking and
feeling

Detached coping as fuelling negative
emotions



Demanding mode
Demanding modes are conceptualised as states of continually
pushing and pressuring the self to meet excessively high
standards ( Young et al., 2003 ). Extreme standards might be
applied in different life domains, such as in professional and
academic achievements or in one’s behaviour in relationships
with others. A striving for faultless and perfect performance
may typically be accompanied by a great deal of distress
attached to the potential for not meeting these standards. In
contrast to the punitive mode, the demanding mode usually
does not involve ferocious self-hate, but can be linked with
over-work and a relentless striving for achievement and
perfection, even at the expense of health and other life
domains.

Five of our participants reported attitudes and states
corresponding to this mode and described related behaviours.
All made links with their mood states, and some
spontaneously traced the origins of these states to childhood
experiences with caregivers. Three themes were identified in
participants’ accounts corresponding to the demanding mode:
‘Self as demanding,’ ‘Battling with demandingness’ and
‘Perceived influence of mania.’

Self as demanding
Several participants described themselves as perfectionists,
including Zahra, who explained that even when she was
cooking, each vegetable would need to be cut in a specific way
into pieces of identical size:

Zahra:



I am perfectionist and whatever I do, I want it to be
done really well.

Lucy gave a vivid account of her demanding mode using an
example of doing some physical exercise, spontaneously
reporting how she would push herself to overdo it: ‘No, carry
on. Keep going, keep going… No. You’re staying and you’re
gonna do it.’ She emphasised that she would end up causing
herself pain through acting on these demands, compelled by
the knowledge that she would feel bad about herself if she did
not comply.

Lucy:

I push myself to the extreme where I will hurt myself
and I wouldn’t feel… Say if I only stayed for half an
hour. I would feel bad about myself. I wouldn’t feel
that I achieved anything. But when I was manic, that
went to another level. I would push myself. I would get
on a treadmill and I’d get to 10k, even though I hit the
wall, I would carry on. It’s like I’ve got this in me that
I could just push myself to an extreme.

The self-imposed negative consequences of falling short of
extreme standards were also emphasised by Eymen, who
reported that he would feel like ‘a quitter’ if a task wasn’t
finished perfectly. He highlighted the internal drive of his high
standards, in the absence of any extreme external demands:

Eymen:

I do try to do things meticulously well and it’s not
because of any pressure to achieve, it’s just because I
can be a bit pedantic. Even if something is impossible



to do… It would take me four times longer but I would
still have to do it.

Amy linked her tendency to put pressure on herself with an
upbringing among a family of high achievers with relentless
standards. She described her sense of the family’s responses
when she struggled academically: ‘they just assumed that it
was because I wasn’t good enough.’ A similarly harsh critical
attitude was then reflected in Amy’s own thoughts at times of
struggle:

Amy:

And I’m just ‘argh,’ you know, just like ‘why don’t I
just get on with it? Work a bit faster.’ And I just start
thinking ‘I’m just always going to be a bum.’

Battling with demandingness
Participants reported struggling to control demanding impulses
and attitudes, despite acknowledging their potentially harmful
impacts. Sharon described herself as ‘a dog with a bone’ when
focused on the demand to complete tasks, while Eymen
conveyed the sense of pressure to keep striving despite the
potential to make things worse using the following analogy:

Eymen:

It’s ummm, it’s like being snowed under and you know
that you’re under, but you have to keep digging to get
out.

Zehra explicitly expressed wishing that she wasn’t so
demanding towards herself, knowing that there were negative
consequences for her health: ‘I am trying not to do like before



because it is affecting my health mentally and I have back
problems.’ She conveyed her ongoing struggle with trying to
soften her exacting standards in the following:

Zahra:

I wish I didn’t do that. I know that it’s not going to
help, being perfectionist, and I’m trying not to do. I’m
trying my best. Sometimes every day I am trying not to
do it, sometimes I do it. But it’s less than before I can
say.

Perceived influence of mania
All five participants who reported demanding modes linked
the activation of these to experiences of mania in one way or
another. Zehra and Lucy both recounted pressuring themselves
to achieve highly in their university courses, to the extent that
their mental health deteriorated. Zehra emphasized how much
stress and pressure she had felt not to make mistakes on her
course, while Lucy gave a vivid account of taking study to the
extreme, still trying to revise even when she was already in
bed for the night:

Lucy:

So I was going to bed, you know, learning. I couldn’t
stop it. It was on and on, it was constant. And I was
so… I put myself in such a state, I ended up becoming
unwell. Because I really wanted to pass well.

Most of the participants linked demanding mode activation
with subsequent ascent into states of mania. Connections in
the reciprocal direction, of manic experiences feeding back



into subsequent demandingness, were also suggested. Michael
explained illustratively how the very anticipation of a future
manic phase made him work yet harder to get work finished
before such a time that he might become unable to do so. He
described the sense of pressure around completing as many
tasks as possible before becoming unwell again:

Michael:

…you think: ‘I might only have this amount of time.’
So in a limited amount of time I’ve got to do this
amount of task before mania… before another episode
comes. So it’s the… it’s the thought of an episode that
drives you to maybe not be as relaxed as others may
be.

Lucy, in contrast, suggested that she would be more
demanding of herself when ‘getting manic,’ while Eymen
linked demandingness to a phase of ‘not completely manic but
on the manic side. Elevated.’ Sharon described a similar
connection between heightened mood and pressuring herself to
achieve:

Sharon:

I think that my [manic] mood state influences the
mode. By making me more tenacious and obsessive.
Really focused at this point to try to get the job done
and, yeah, to achieve. Because I really am putting
myself under pressure.

This combination of connections drawn in both directions is
consistent with a proposal that demandingness and mania
might have the potential to reciprocally influence each other



over time, and that perhaps this could form a vicious cycle that
perpetuates dysregulated mood fluctuations. While our
participants conveyed insight into how unhelpful
demandingness could be for their health and wellbeing, they
struggled nevertheless to resist being drawn into this recurrent
pattern.

Punitive mode
The punitive mode relates to experiences of self-criticism with
more extreme, disliking, self-hating or self-attacking content,
compared to the demanding mode ( Young et al., 2003 ). Self-
blaming and self-attacking thoughts in this mode might be
acted out through explicit self-punishment, deprivation and
even violent abuse. The same five participants – Sharon,
Zehra, Amy, Lucy and Eymen – who identified experiences
linked to the demanding mode also related experiences
corresponding to the punitive mode, suggesting the co-
occurrence of both types of critic mode in the same individuals
in our sample. All of these participants linked punitive mode
activation with experiences of low mood and depression, as
opposed to the demanding mode, which was linked with
mania. Three themes were identified in the accounts of these
individuals relating to the punitive mode: ‘Blame over past
regrets,’ ‘Self-attack’ and ‘Perceived relationship to low
mood.’

Blame over past regrets
Four of the five participants described blaming themselves for
past actions, and they conveyed a ruminative or even
obsessive quality to this process of self-criticism around



regrets and perceived mistakes. Amy went so far as to blame
herself for the entire experience of bipolar disorder: ‘I deserve
it. Because I bullied my little sister.’ Eymen described
analysing himself ‘in despair’ and feeling ‘like I’ve wasted my
life, and by doing that, I’ve not given my family all the things
that they deserve.’ Sharon similarly described ‘guilt’ and
dislike towards herself, linked to a sense of having treated
others badly. Zehra’s description of her painful regrets and
punishment of herself was more generalised, not so specific to
interpersonal guilt, but attaching to all sorts of choices and
decisions that she wished she could have made differently,
accompanied by a criticism amounting to self-hatred:

Zehra:

It’s all about the things that I have done in the past. I
regret them and I’m wishing not to have done them.
And at that moment, I hate myself basically.

Sharon highlighted an awareness that obsessive rumination
and regrets can never allow us to change the past, emphasising
how helpless and painful these mental processes can feel:

Sharon:

Oh, just obsessing over things that you can’t change
and maybe desperately trying to imagine what your life
might have been like if you had made the right choices.

Self-attack
Self-attack in forms including condemnation, belittling, self-
destructive and self-punishing behaviour was reported by four
of the participants. The content of self-attacking thoughts



commonly related to a sense of inferiority: not being good
enough to achieve things in life, being deficient in some way
or lacking intelligence. Sharon said ‘I must be stupid,’ while
Amy reported thinking ‘there must be something wrong with
me,’ and feeling ‘like a bum and a drain on society.’ Lucy
summarised her self-critical thoughts and the painful impact of
these with the following:

Lucy:

I just feel, that I’m stupid, I’m no good you know, or
I’m never going to do anything with my life. I’m never
going to achieve anything. Yeah, it’s just horrible.

Eymen situated his sense of worthlessness explicitly in
relation to certain standards of achievement that he saw in
society, which he saw as perpetuating his sense of inferiority
despite having much to appreciate in life, such as his family.

Eymen:

I just feel, you know, if you know how it feels to feel
worthless? I don’t feel like I’ve achieved much in my
life… I’ve got lovely kids and a great family. But
you’re not weighed by those things in this society.
Your worth isn’t measured by those things.

Participants linked the activation of punitive states of mind
with actions that either actively or covertly caused themselves
harm or undermined their health and wellbeing. Amy listed a
range of ways that she would punish and neglect herself in the
following:

Amy:



Taking drugs to punish myself. Smoking to punish
myself… And then I don’t eat that well and I start
getting takeaways maybe or just not eating at all… So
self-neglect really. Which is another form of
punishment, isn’t it?

Eymen described seeing a self-sabotaging pattern that felt
more covert: ‘I think there’s a part of me that likes to, not
consciously, but unconsciously to sabotage what I am doing.’
He further explained a sense of there being a reciprocal
interaction between thinking badly of himself and punishing
himself:

Eymen:

I feel disappointed in myself. And umm, I am the
person that is punishing myself. I’m not being
punished by anyone else.

The awareness of this type of vicious cycle of negativity and
punishment towards the self was also expressed by Amy in her
description of self-sabotage, highlighting the impact on her
sense of self:

Amy:

I feel like I self-sabotage a lot. I cut my nose off to
spite my face and then I have recriminations and just
feel even shittier about myself. So it’s a never ending
cycle.

Lucy’s description of her experiences of self-criticism
similarly conveyed the sense of looping, spiralling negativity:

Lucy:



It just goes into spirals. It just goes worse and worse
and worse and worse. And it’s like I’m in hell. Just
laying there in hell. It’s awful.

Perceived relationship to low mood
Four out of the five participants reporting experiences of a
punitive mode linked these explicitly to episodes of low mood
and depression. Influences in both directions were suggested,
conveying once more the sense of a vicious cycle. Most
participants reported that self-criticism and punitiveness would
be more likely to emerge when mood is low, as in Eymen’s
reflection: ‘Well at the moment, I think because I’m a bit low,
it’s just despairing with myself.’ The complimentary effect in
the opposite direction was also highlighted, of punitive mode
activation exacerbating low mood, as in Sharon’s account:

Sharon:

That kind of follows on to other, you know, everything
else and not following my ambitions or not following
through with love affairs and that kind of thing. And
feeling a lot of regret basically. And then that becomes
quite depressing.

In summary, all five of the same participants who described
having a demanding mode also reported punitive mode
activations. Most of these individuals described blaming
themselves for past events, condemning, belittling, and
attacking themselves, either in overt ways or with covert acts
of self-sabotage. All but one of these participants explicitly
suggested links between punitive mode activations and
depressed mood states. Connections in both directions were



drawn, suggesting the possibility of a mutually reinforcing
feedback loop between low mood and punitiveness, each
exacerbating the other. Such an impression of spiralling,
looping self-perpetuating negativity was indeed evident in
participants’ subjective accounts of these experiences,
suggesting a painful sense of helplessness and hopelessness
when caught in this type of vicious cycle.

Vulnerable mode
All seven of our participants described experiences matching
aspects of the vulnerable mode, which relates to feeling
completely alone, isolated, frightened and helpless ( Young et
al., 2003 ). Arntz and Jacob (2012) described a range of
subtypes of vulnerable modes, with somewhat diverse
emotional tones, such as loneliness, abandonment,
humiliation, inferiority or dependence, but all linked with a
sense of fragility and weakness, and commonly accompanied
by a desperate desire to be taken care of.

We tried to differentiate between the activation of a
vulnerable mode in our group and the more situationally
orientated anxiety or discomfort that might be experienced in
specific corresponding contexts. The difference may not
always be clear in this type of interview data, and indeed we
see these experiences as existing on a continuum. Four themes
were identified in our participants’ accounts of vulnerable
modes: ‘Feeling alone,’ ‘The dangerousness of depending on
others,’ ‘Isolation exacerbated when manic’ and ‘Acting on
vulnerable feelings.’ Interestingly, participants linked
vulnerable mode activation to both types of mood episodes:
depressive and manic.



Feeling alone
Feeling alone was variously described either in relation to a
lack or insufficiency of actual connections with other people,
or in terms of a pervasive sense of loneliness that persisted
even in company and despite knowing that others are
connected and do care. Eymen’s account was of a concrete
sense of social isolation and disconnectedness:

Eymen:

I do feel alone. Like I have no friends. I say that I’m
going out. But the truth is, I’ve got nowhere to go and
no one to see.

Lucy, on the other hand, emphasised knowing that she is
loved, and having access to the company of those who love
her, but even when surrounded by those people, feeling a deep
loneliness:

Lucy:

I can always entertain that feeling of feeling alone. But
I feel lonely in myself, even if I’ve got everyone who I
love and adore with me. I still feel lonely sometimes.

Lucy reported having this type of mode activation frequently,
with potential internal as well as external triggers, ‘every time
I sort of have like, a moment you know?’ She connected her
experiences of this type of vulnerable mode activation with
times of low mood and depression:

Lucy:

It’s more so when I’m feeling really low, when I’m
feeling really down. And when I’m on my own I



suppose. When all my thoughts are all negative and I
can’t control them. Just feeling in despair. That’s quite
a lonely feeling as well. Cos no one can… you can’t
come in and shake my brain out. You know? It’s there.
That can feel quite lonely.

Other participants drew links between feeling more alone and
their experience of bipolar disorder in general, as in Amy’s
statement: ‘Well abandonment when I was a child and then
when I’m an adult, so called friends dumping me because of
bipolar and stuff.’ Eymen explained that his loneliness was
exacerbated by a sense that he could not express himself
openly with those close to him, for fear that they might
misinterpret or catastrophise his struggles in line with
assumptions about mental illness or with his previous
episodes:

Eymen:

The only people I have are at home and even then, I
feel like I can’t really talk to them because I’ll just
worry them. They’ll think there’s something wrong.

Lucy reported scrutinising and blaming herself for
abandonment by others at times of feeling alone and
vulnerable, suggesting a potential interaction in these moments
between a critical mode and a vulnerable one:

Lucy:

I’m upset that, you know, people just, everyone’s just
gone. But maybe I’ve pushed them away. I don’t know.



The dangerousness of depending on
others
This theme reflected participants’ experiences of being
rejected or mistreated by people. Four participants reported
feeling abandoned by others, and links were recurrently made
to their struggles with mental health and bipolar disorder, as in
Amy’s quote above regarding being ‘dumped.’ Zehra similarly
described being left unsupported by friends, in particular while
being depressed – an experience that she still felt upset and
preoccupied with to this day.

Zehra:

When I was ill, when I was in depression… They all
went away and didn’t ask for a couple of years. They
didn’t come and call or nothing.

Amy illustrated the sense of dangerousness around depending
on others using a painful experience of being rejected and
criticised by her family members when feeling unwell and
seeking support, highlighting the emotional impact:

Amy:

And I try to explain to him [grandfather] that I’m
unwell and he’s just like ‘you always say that’
[shouting]… so I try to explain it to them that I’m a bit
vulnerable and it’s like ‘it’s all about you’ [shouting]
and I get upset and things like that [sobbing].

Both Amy and Lucy described a sense of vulnerability in
feeling too attached to others or too emotionally reliant on
them, leading either to staying in unhappy relationships or



being overwhelmed with fear around potential losses. Lucy
summarised her worries in the following:

Lucy:

It’s terrible fears of… mostly death, you know, like
‘oh, I’m going to lose my family, what am I going to
do?’

As well as the potential to be abandoned or rejected, some
participants expressed anticipating that others might abuse or
take advantage of them, in Michael’s words ‘see it as an
opportunity to take something.’ Amy described her sense of
others’ potential hostility:

Amy:

Some people are really nasty and they pretend they’re
really nice. And then they show their true colours.
Those are the ones to be aware of.

Isolation exacerbated when manic
Strikingly, experiences of feeling alone and separate were
linked not only to low mood episodes, but also those of
elevated mood. Five participants reported that they felt more
alone or separate from others when in a manic mood state.
They described shifts in a sense of self that made it difficult to
connect with others, and vice versa. Both physical and
psychological isolation were described. Lucy gave an account
of struggling with helplessness while alone and unable to sleep
in manic states:

Lucy:



Some nights I don’t sleep at all [when manic] and I get
so anxious and on edge all the time. I feel that no one
can help me and I’m stuck with this brain. You know.
It’s there. I can’t get it out.

Sharon said that nobody seemed on her wavelength at times of
mania, leaving her feeling ‘very isolated in my own world,’
while Basima described herself at these times as feeling
‘completely different’ and sensing herself being ‘pushed
away’ by others because of this. Basima gave a compelling
account of her vulnerability at times of mania, even though she
might want to connect with others socially:

Basima:

You just need protection [when manic]. Because you’re
vulnerable, you’re extra vulnerable, there’s chance of
you being taken advantage of as well. You feel like you
can’t express your emotions, so they just take
advantage of that.

Amy gave a specific report of her experiences of milder states
of elevated mood, using the term hypomania. She explained
the sorts of things that she might do when hypomanic using an
example of making unusual telephone calls to her
grandparents:

Amy:

Because I called them in the middle of the night to try
and get them to go to bed because they fall asleep in
front of the TV, and I was a bit hypomanic, and he
hasn’t talked to me for a few months. And I feel a bit
helpless and anxious and abandoned on that front.



It was clear from Amy’s descriptions how isolated and
frightened she felt at such times of elevated mood and in
relation to others’ responses. She conveyed an insightful
summary of how, even while seeming to see the positive in
everything, the sense of vulnerability persisted:

Amy:

But when I’m hypomanic I see the best in everything…
And I put myself in situations where I’m in harm’s
way, like thinking… Not thinking, but treating
strangers like friends so that’s where I’m in a
vulnerable situation.

Acting on vulnerable feelings
The second superordinate theme, of ‘Acting on vulnerable
feelings,’ was identified in four of the participants’ responses.
Some compulsions to act were directed to try to bring people
closer when feeling alone, while others acted to push them
away or retaliate for feeling rejected. We might be starting to
see here some mode mixtures or transitions towards other
modes connected with the vulnerable mode, including
potentially the angry mode or the detached protector, which
might become activated to try to get needs met in a different
way or to cope with painful feelings of abandonment. Zehra
expressed regret at pleading with her daughter to come home
when she was lonely, reflecting ‘I couldn’t stop myself.’ Lucy
reported feeling vulnerable when others were unresponsive on
the telephone, and considering doing the same in return:

Lucy:



A little bit of pain. You know, then you’ve just got to
think to yourself: ‘Ah well. Maybe I’ll just do that to
them when they call me’ [laughs]. It’s just mad.

Basima recounted a recent interaction in which she had asked
her husband to take her out to dinner, and he had turned her
down. She described herself as feeling ‘lonely and a bit
abandoned,’ and snapping back: ‘Fine. Don’t take me out. I’ll
take myself out.’ On further enquiry about her response,
Basima was able to explain how she had retreated from the
painful rejection to feel a bit safer in a stance of independence
and self-sufficiency, or at least a show of these:

Basima:

I think it’s the fact that I have the ‘I don’t care’
attitude. I don’t care what you say, It’s not going to put
me down. I’ll do whatever makes me happy and umm,
I don’t need you to make me happy. Yeah.

The two impulses: on the one hand, desperately seeking to
connect with someone, and on the other, wishing to turn away
from the one who seemed rejecting, were united in Amy’s
account of her actions in the middle of the night when her
boyfriend had kept her waiting and not called:

Amy:

I then got dressed. Out of my pyjamas, my comfy
pyjamas, and I didn’t need anything. I got dressed to
go out and wander the streets… and I made friends
with this guy in a hotel. He does graveyard shifts, so I
just go and chat to him for a while. But it’s still putting



myself in harm’s way… Because I wanted to connect
with someone.

To summarise, all of our participants could identify with
aspects of the vulnerable mode, and most reported feeling
painfully alone or isolated at times. Participants repeatedly
drew connections, perhaps somewhat surprisingly, between the
experience of feeling alone and manic mood states, as well as
episodes of depression. A common sense of threat and
vulnerability was conveyed around dependency on others, and
a range of impulsive responses to feeling abandoned included
some desperately seeking connection, as well as those turning
away or retaliating at perceived rejection.

Angry mode
All of our participants reported experiencing anger, and all
connected this to situations of conflict with other people.
Three out of the seven gave clear accounts of having regular
experiences in which anger seemed extreme relative to the
situation, and which fit the description of an angry mode (
Young et al., 2003 ). These individuals’ interviews contained
many examples of anger throughout, and not just when
discussing the angry mode. Angry modes have been
conceptualised as emerging in response to unmet core needs in
childhood, but, in contrast to vulnerable modes, these are
characterised by intense frustration, anger and even rage, with
the potential for aggressive outbursts. Arntz and Jacob (2012)
proposed several subtypes of angry modes, ranging from an
obstinate type associated with passive resistance, through to



the enraged mode, in which the individual may scream and
lash out, aiming even to destroy the perceived aggressor.

We sought to differentiate, to the extent possible from our
data, between reasonable and proportionate expressions of
anger at mistreatment by others on the one hand and angry
mode activation on the other. We envisage these as lying on a
continuum, and wish to acknowledge the subjectivity and
cultural relativity of a judgement regarding what types of
angry responses are seen as being proportional. Clinically, an
individual’s own sense of angry affect being out of control,
and potentially of feeling like a child in the midst of the
experience, would be indicators of angry mode activation
rather than a type of healthy adult expression of anger. Five
themes were identified among our participants’ responses
corresponding to angry mode activation: ‘Anger caused by
mistreatment from others,’ ‘They think I’m being aggressive
when I’m not,’ ‘Controllability of responses to anger,’ ‘Anger
mixed with other emotions’ and ‘Anger in mania.’

Anger caused by mistreatment from
others
Three participants cited being treated badly by others as being
a cause of their anger. Sharon gave a vivid account of such a
reactive feeling, whose expression could be explosive. She
described herself as having ‘a short fuse,’ and summarised the
unhelpful impact of this, highlighting that outbursts can
happen at work, where this would not typically be seen as
appropriate:

Sharon:



I do become angry and shout, and that can cause
problems for me. I have done it at work as well.

She further explained how belittling it felt to be treated in
certain ways at work, conveying a very understandable sense
of frustration and annoyance, but again emphasised the
dysfunctional impact of the uncontrolled expression of her
angry responses:

Sharon:

That also drives me insane, you know? That I’ve been
in the job 30 various roles and I’ve been treated as if
I’m a junior with two years’ experience… Well,
sometimes I’ll verbalise my frustration in a way that is
not very diplomatic perhaps. Because, people, people
don’t respond well to that anger that they can
physically see coming off me. And they’re probably
frightened, that I might hit them [laughs]. I don’t know.

Basima similarly identified that an angry mode would be
triggered for her by ‘unfair treatment, or someone being
judgemental,’ and that this type of situation could make her
‘snap.’ Amy summarised a similar combination of feeling
justified in anger, but seeing how frightening her outbursts
could be for others by saying ‘Well, I get angry and I scare
people with my anger, but I don’t touch anyone. They do it to
me.’ She gave an example of her intense anger response being
triggered by critical comments from her sister:

Amy:

My sister tries to say that I depress everyone. And that
makes me fucking angry because I get the blame even



for my depression, and then it’s like ‘Well, you can
snap out of it.’ So it’s their ignorance.

They think I’m being aggressive when
I’m not
Five participants described occasions when others thought
they were being aggressive, but they did not themselves agree
or perceive things that way. Michael reported being so
confused by being told he was ‘verbally aggressive’ that he
had to ‘consult with one or two colleagues about what the
verbally aggressive one meant.’ Eymen described having
similar experiences of confusion, illustrating these with the
following example:

Eymen:

I’ve had, you know people in the council or the
housing office telling me that I’m being aggressive.
And I just get confused you know? Because I’ve just
maybe, spoken a bit loudly, and they think I’m being
aggressive. I’m really, not aggressive.

There is great potential for cultural differences to influence
how expressions of anger are perceived, although we cannot
know for sure from our data to what extend these were
operating in the specific examples described. There can also
be a significant impact of strong emotional states on
individuals’ capacity to mentalise, or imagine the mental states
of others, during highly charged interactions. Basima gave an
explicit account of how her appraisals might shift with
feedback and with angry affect subsiding, leaving her
wondering if she had responded in an unhelpful way:



Basima:

She [Mum] was like ‘what did you do that for?’ and
then she’s like ‘I don’t really want to speak to you
anymore.’ So I just kind of came to the realisation that
I didn’t probably do the right thing.

Controllability of responses to anger
The subtheme concerning controllability of responses to anger
was identified in most of the participants’ responses, with a
broad range of accounts regarding how much choice
individuals felt they had in how they might respond. Sharon
expressed confidence in her ability to control her anger when
this was necessary, and further suggested that she might allow
herself less diplomatic expressions when feeling safer in her
relationship with her employer:

Sharon:

I mean, I could control it. The thing is, I’ve been in lots
of corporate jobs, you know, where I have controlled it,
and I would usually walk away, erm, go out for
cigarettes and go to the toilet; take deep breaths and
just bottle it you know? But maybe because it’s in the
public sector and I’ve got a permanent job for the first
time ever, I feel more at liberty to speak my mind
[laughs].

In contrast, Eymen described struggling to express anger in
any strategic way, and instead admitted to having violent
outbursts, specifically towards his teenage son. He connected
his uneasiness around the expression of anger with not
identifying as a violent person:



Eymen:

You just get so angry that everything is boiling up, but
you just, you can’t even express it. So, I don’t really
get angry. I’m not a violent person.

In discussion of examples where circumstances may have
triggered anger, he then described a recent situation in which
he had found cigarettes inside his teenage son’s pocket.
Without mention of identifying or addressing the emotion of
anger directly, he described lashing out straight away:

Eymen:

I just felt my whole face get really hot and I just
grabbed him…

Anger mixed with other emotions
The fourth theme, ‘Anger mixed with other emotions,’ was
identified in four participants’ responses, all of whom reported
constellations of other emotions, such as disappointment,
sadness, guilt, and vulnerability, preceding, accompanying or
following the activation of the angry mode. Amy described an
interaction in which she had split up with her boyfriend via an
email after she felt that he had not called her, and she
explained the feeling of vulnerability that had preceded the
impulse to reject him in retaliation:

Amy:

I cemented the fact I can’t be doing with this. You’ve
got to be a man of your word, or just don’t say it
[raising voice]. Because he knows I’m feeling
vulnerable right now.



The potential function of anger can be seen here in shifting the
person from a state of feeling vulnerable and dependent into
gaining control through retaliation or by demanding to be
treated with more care. Along similar lines. Sharon conveyed
an awareness that her angry responses in difficult situations
might serve a protective function, in place of feeling more
vulnerable emotions such as sadness:

Sharon:

Because you know, maybe I’m not very good at
dealing with depression and feeling sorry for myself,
and I’m more likely to get angry about things than feel
the grief or the sadness or, you know.

Basima’s account addressed not so much the emotional
antecedents but rather the consequences of angry outbursts,
which for her upon subsiding would typically be transformed
into guilt at the impact on others:

Basima:

The feelings [of anger] all went away, and it was
replaced with guilt… Afterwards it kicked into me, the
realisation. And then I thought, ‘What did I do?’

Anger in mania
Five participants made explicit links between states of mania
or hypomania and expressions of anger, with an overarching
sense that emotional responses may be harder to control when
in an elevated mood. Michael summarised his sense of this
alteration in mania with the statement ‘it’s that things get
hypersensitive.’ Sharon expanded on a similar experience:



Sharon:

When I’m getting hypomanic, I can quite often be very
short tempered and intolerable of people, and also I
feel like a knot in my stomach a lot of the time… Then,
then I get really short. It’s just like being really
overtired, you know?

Lucy and Eymen both reported uncontrollable expressions of
anger and rage when hospitalised in a manic state. Lucy
expressed a lack of understanding as to why she may have
been violent, although she knew that this had happened in the
context of feeling vulnerable, being pinned down and injected
with medications against her will:

Lucy:

Because when I was last admitted into hospital and it’s
never happened before, ummm I got really violent. I
don’t know why. I think because I was off my gong.
You know, I hit a nurse or something.

Eymen similarly reported being sent ‘into a fury’ by being told
that he could not see his children while he was in hospital, and
he further explained that his response had led him to be placed
in seclusion for some time. He described his state as
‘impulsive’ and incapable of seeing the bigger picture and
reasoning through the situation.

Eymen:

I wasn’t able to work out that it was just a temporary
thing and that ultimately the staff were just being
unreasonable and unkind and that it would be



something that I would be able to resolve with
patience.

Experiences of anger were present throughout the accounts of
all of our participants diagnosed with bipolarity, and three of
them described regular occurrences in which they felt out of
control and responded in ways that seemed disproportionate to
the context, suggesting angry mode activation. We have sought
to distinguish between proportionate angry responses to
others’ unwanted actions from an intense anger or rage
corresponding to the angry mode; however, typically, the
angry modes were indeed triggered by perceived mistreatment
from others, albeit that the magnitude or form of expression of
the anger could be seen as outstripping what might be
functional or helpful in the situation at hand. Participants
reported negative impacts on their relationships with loved
ones and colleagues resulting from uncontrolled expressions of
anger. Other emotions, such as sadness and guilt, were linked
in individuals’ accounts of episodes of anger, and most drew
connections between manic or hypomanic states and
dysregulated anger expressions.

Coping modes: compliant
surrender
All of our participants reported experiences corresponding to
the compliant surrender mode. This is one of the coping
modes, conceptualised as a state of pervasively prioritising
others’ needs before one’s own, acting passively, submissively,
or subserviently, typically driven by a fear of conflict or
rejection. Participants overwhelmingly expressed negative



attitudes towards this mode of being, reporting a desire not to
resort to this approach. Two themes were identified in their
responses: ‘Self as submissive’ and ‘Resisting subjugation.’

Self as submissive
Six participants gave accounts of acting submissively in
interactions with others. Diverse manifestations of this
submissiveness were described, a common theme being a
sense that they put up with or tolerated poor treatment from
others, such as being verbally abused, hurtfully criticised, or
ignored. Lucy and Amy both described being treated badly by
the same people over and over again, and Amy seemed to
blame herself for allowing this to continue:

Amy:

Yeah. Because I’ve forgiven people who were nasty to
me and everything. I’ve forgiven them too many times,
and it’s like, no wonder that I’ve got crap friends.

Lucy described putting up with being regularly ignored by her
boyfriend, for days at a time, feeling ‘vulnerable,’ ‘But I was
so into him that I’d put up with it. And it kept…’ she trailed
off short of finishing that sentence, going on to describe other
people seeming to ignore her in a similar way. Lucy explained
how she would keep her difficult feelings to herself:

Lucy:

I’m thinking ‘I called hours ago, how comes you didn’t
answer?’ But you don’t let anyone know what you’re
actually feeling. No, no.



We can see how keeping feelings of vulnerability to herself
and acting as though she had no problems with being ignored
might have contributed to allowing Lucy’s boyfriend to carry
on the same pattern of behaviour unchecked. Zehra and
Eymen also reported keeping difficult feelings to themselves
in order to avoid conflict or protect others from worry. Zehra
gave an example of accepting hurtful criticism from her
daughter without saying anything in response, while Eymen
reported concealing his struggles and pretending that
everything was fine in order to shield his family from concern:

Eymen:

Well, I have to pretend things are OK when I’m with
my family. So that they don’t worry.

Resisting subjugation
All of our participants’ responses suggested some attempts at
resisting subjugation. Negative consequences for the self of
remaining in a submissive position in relation to power
dynamics were acknowledged, and typically individuals
positioned themselves as evolving, from more frequently
adopting a compliant surrender position in the past, to
reducing this and taking care of their own needs more as time
passed. Sharon seemed to feel resentful towards her ex-
girlfriend, despite the fact that she had been ‘instrumental in
stopping me going completely off the rails,’ linking the
resentment explicitly to a subjugated role. Her description
coveys the feeling of stuckness around being in an unequal
power balance, having needed to depend on someone for help
in the past and now feeling held in a subordinate position:



Sharon:

But she kind of uses that in a way, you know, a power
balance. That she then can call… do what she wants
and that… And I’ve been in that relationship with her
for many years.

Eymen specifically named resentment as his emotion related
to having taken on increasing amounts of voluntary work for
his community group, leaving him feeling like he was being
taken advantage of and perhaps even mocked:

Eymen:

I just felt resentful… it just felt that they were
laughing. Like I was everyone’s mule. Carrying the
weight of this ‘thing,’ you know?

Resistance to subjugation was also expressed in participants’
statements regarding the need for change in these patterns of
interaction. There was a recurrent sense of not feeling properly
respected or appreciated by others, as in the examples from
Sharon and Eymen above. Amy reported feeling ‘ridiculed’ by
her relatives. She described actively trying to shed this role
and alter the dynamic in relation to her family:

Amy:

I’m trying to get out of this role that I’m in, where I’m
mistreated and subordinated and stuff like that.

Zehra similarly reported having held a role in her family in
which she would seemingly make more effort, prepare food,
look after others and be responsible for maintaining contact –



a role which she no longer wanted, seeking a more even
balance of mutual care:

Zehra:

They don’t call, they don’t come [cousins]. I have to
get in touch all the time. First of all I have to do. But I
don’t want to be first anymore. I want to do that
equally.

Three participants raised issues with their own health and
wellbeing as motivators to change and to start attending to
their own needs more. Eymen described changing his
orientation as a result of feeling unhappy after prioritising
others as much as he had done in the past:

Eymen:

Well, I had to just start thinking of my own mental
health. You know? And, I wasn’t happy as well. It was
making me really unhappy.

Better use of clear boundaries and saying no to people were
identified repeatedly as helpful strategies for resisting
subjugation more in relationships and taking more care of
one’s own needs. Basima specifically reflected on how having
talking therapy had helped her greatly via improvements in
assertiveness with others:

Basima:

It’s really helped, like being able to say no to people
and being able to stand up and be assertive in a good
way.



In summary, all of our participants reported experiences
consistent with a compliant surrender coping mode, with most
having silenced their own feelings and needs in relationships
for fear of conflict or rejection. Negative consequences around
this coping mode were spontaneously discussed by a majority
of participants, and efforts of various kinds to resist or
counteract subjugation were described by all. This coping
mode was overwhelmingly seen as dysfunctional or unhelpful
by the individuals concerned, and most saw themselves as
reducing their dependence on it as time went on.

Coping modes: detached protector
The detached protector coping mode is conceptualised as a
buffering response against painful experiences, including those
linked with schemas, which uses emotional and behavioural
distancing strategies to reduce or avoid distress. Individuals
with this type of mode activation may avoid external
experiences such as interactions with others, or internal ones
such as certain memories or challenging emotions. Six of our
participants related experiences corresponding to detached
protector modes, and for the most part these were described as
being quite conscious and deliberate, although negative
consequences were also highlighted. Two themes were
identified in the responses: ‘Disconnection from thinking and
feeling’ and ‘Detached coping as fuelling negative emotions.’

Disconnection from thinking and feeling
Participants reported seeking disconnection from
uncomfortable thoughts and feelings, both through active
avoidance of triggers and by use of self-soothing strategies.



Three of our participants explained that they would withdraw
and avoid emotional triggers due to feeling that they were
overly sensitive to becoming distressed. Zehra reported
withdrawing and staying at home away from others who might
cause distress:

Zehra:

I close myself at home. I am not going out. And, if I
distress myself, I start flinching and uh, some body
movements happen unwantedly to get away from them.

Sharon, on the other hand, avoided thinking about herself and
her problems, stating ‘that can make me depressed, and that’s
not a state that I want to be in.’ This sense of dangerousness
around engaging with one’s own internal experiences, and
subsequent avoidance of thoughts and feelings, might
contribute to an increasingly pervasive character of aloof
detachment from emotions. Sharon conveyed a sense that she
identified with this type of disconnectedness, as she spoke
about not dealing with sadness, almost dismissing it by saying
that she would not handle it ‘in a very self-indulgent way.’
Michael similarly described an impression that his identity had
become formed around emotional detachment. He gave the
following compelling account of some feedback he had
received from a friend about the impression that he brought
across to others:

Michael:

…one of my friends used to say [laughs] that I
reminded him of a Greek mythical immortal that had
no feelings and no [laughs]…yeah. It’s the way I’ve



presented myself to people. So yeah, somewhere along
the line from my personal socialisation development, I
found coping strategies, mechanisms, to not really get
pain or hurt emotionally…

Strategies for self-soothing or distraction were reported by all
participants, used to cope with difficult experiences such as
self-critical thoughts or feeling lonely. Lucy described using
alcohol to numb feelings of inadequacy when spending time
with her friends. Eymen reported that he would stay in bed and
try to stay asleep for as long as he could to hide from difficult
emotions:

Eymen:

That’s my way of hiding at the moment. And it works.
Because you go to bed and you shut your eyes and
nothing exists any more. You just dream and usually
dreaming is more pleasant than real life, you know?

Other less extreme strategies mentioned included watching
lots of TV and over-working. Two participants identified over-
eating as a self-soothing strategy, as in Basima’s account:

Basima:

Sometimes if I feel bored or if I feel lonely I can feel
like I need to eat something. And then I just kind of use
that emotion to snack on things.

Detached coping as fuelling negative
emotions
Four participants reported feeling dissatisfied with coping
strategies of avoidance and distraction. Amy described the



impact on her of over-reliance on this type of coping as
making her the ‘world’s worst procrastinator,’ adding that this
then made her ‘even more depressed.’ Sharon gave an
example of deliberately leaving a self-compassion book that
she had been reading on the train after it had triggered some
self-critical thoughts, resulting in subsequent regret and even
more self-criticism:

Sharon:

And then I regretted it because I did want to read more
you know?… I just felt quite angry and annoyed with
myself.

A similar sense of a vicious cycle, with avoidance
inadvertently leading to even more of what one was trying to
avoid in the first place, can be felt in Lucy’s account of her
struggles with low mood and social withdrawal:

Lucy:

I keep making excuses not to go out because it’s just so
much headache. And then I feel low because I’m
thinking, ‘Well, I’m not socialising, I’m not doing
anything.’ It’s like a vicious cycle, how I’m feeling
now.

Participants’ accounts indicated insight into the negative
unintended consequences of avoidant and detached coping,
and there were indications that they were more explicitly
aware of this than the group with psychosis in our previous
chapter. While the participants’ negative appraisals of these
strategies might suggest a desire to find a better way to care
for themselves, the insight also seemed to lead to self-



criticism, potentially indicating activation of a demanding or
punitive mode in response to noticing detached protector
coping. Given the links already drawn between the critic mode
activations and recurrence of episodes of depression and
mania, these forms of negative appraisal around existing
coping strategies could be seen as having the potential to feed
another vicious cycle leading back into more episodes and
more felt need for maladaptive forms of coping. The clinical
approach to supporting individuals to appraise the
dysfunctional impacts of their current coping efforts while
managing unhelpful manifestations of self-criticism will be
addressed in our subsequent chapters concerning therapeutic
adaptation and application of a Schema Therapy-based
approach.

Summary and reflections
Both demanding and punitive mode activations were vividly
evident in most participants’ descriptions of their experiences,
with links made between the demanding mode and mania and
between the punitive mode and depression. Vulnerable mode
descriptions were also given by the majority of participants,
and, perhaps unexpectedly, this mode was connected not only
with episodes of depression, but of mania too. Angry mode
activation, on the other hand, yielded associations with mania
specifically. Our participants related their experiences to two
types of coping modes: the compliant surrender and the
detached protector. Descriptions of the latter conveyed more of
a sense of deliberate strategic use, while the compliant
surrender mode seemed more linked to feeling stuck in
subordinate roles in relationships with other people. Both



coping mode types were overwhelmingly described as having
a range of negative consequences, however, and participants
reported self-critical thinking around their use, as well as
efforts to change. The insight into the coping modes’
drawbacks had the potential to activate a punitive or
demanding mode, which could then lead to more distress, and
a greater need for further coping, and so on.
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Chapter 4
Developing the concept of
modes in psychosis and
bipolarity
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Introduction
In this chapter we will argue that modes may contribute to the
conceptualisation of psychosis and bipolarity and to therapy
practice in four ways: first, modes can themselves influence
and contribute to distress; second, there is evidence in our case
illustrations suggesting interactions between modes and
symptoms; third, modes may provide meaning or content for
the symptoms of delusions and hallucinations; finally, modes
and their schemas, particularly if these are extreme, are
already a form of disconnection from the unified system of the
person and may contribute to the fragmentation found in
psychosis and bipolarity. We traced the potential connections
of the schema mode framework to significant historical and
contemporary theories of psychosis and bipolarity, particularly
noting the importance of dissociation. In further discussing
fragmentation and disconnection, we link our ideas to a
background theory of certainty and everyday knowledge
which suggests that aspects of delusions, extreme ideas, and
voices can be understood as generated in the context of the
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loss of a person’s former grasp of the world. A final section
looks at how modes may fit on a continuum of states of the
self and consider other key features of modes and schemas.

Overview of findings regarding
modes in psychosis and bipolarity
The findings presented in Chapters 2 and 3 indicated that
participants with diagnoses of psychosis and bipolar disorders
could easily make sense of the concept of modes, and that
questions about these self-states prompted rich descriptions of
the individuals’ own experiences. Examples from our
participants’ lives often echoed Young et al.’s original ( 2003 )
schema mode descriptions, supporting the relevance for our
groups of this framework.

Among the group with psychosis, it was striking that almost
all of the participants reported experiences of punitive and
vulnerable modes. In contrast, most of the bipolar group
reported a demanding part, and linked its activation with
ascent into manic phases, while descent into depression was
connected to punitive and vulnerable modes. All of the bipolar
participants and all but one of the psychosis group described
an angry mode, and this was linked with mania and with
psychotic symptoms, respectively. A striking finding in the
bipolar group was that mania was linked not only with
demandingness and anger but also with vulnerability. Both
groups in different ways reported using the mode of
compliance in order to fit in with their past and present social
circumstances. Most individuals in each group also reported a
detached protector part, and the accounts of those with



psychosis seemed to track an evolution of this coping mode
from something quite strategic and deliberate into a more
automatic and involuntary form of disconnection.

Four contributions of modes to
clinical conceptualisation
Modes and distress
A key point concerning modes is that these often contribute
directly to forms of distress: the person can feel bombarded
and overwhelmed by demanding thoughts, belittled and
condemned by the highly critical or even self-hating
comments of the punitive part, while various child modes such
as those conveying extreme fear, anger or shame directly
manifest vulnerability and suffering. Coping modes such as
compliance and detachment attempt to avoid distress;
however, they also block the person from developing close
relationships and pursuing long term goals to overcome their
current problems. Modes and schemas give a rich description
of emotional and interpersonal struggles, one that we believe
is comprehensible and acceptable to clients, and thereby
facilitates in-depth collaborative therapeutic work, as will be
illustrated in later chapters.

Symptom and mode interactions
A key finding of our research was that participants described
multiple interactions between their specific mode states and
psychotic or bipolar symptoms. The activation of modes was
said to lead to an increase in certain symptoms, such as
demandingness feeding into manic escalation of mood;



however, in addition, symptoms were also described as
potentially increasing the experience of a mode or modes, such
as the state of mania activating modes of anger and
vulnerability. These complex patterns, unfolding over time, of
symptoms and recurrent self-states have perhaps not been well
captured in other research; we believe that exploration of this
in clinical work could make a useful contribution both to
therapeutic practice and evolving theory.

The contribution of modes to meaning in
psychotic symptoms
Some common symptom patterns of psychosis are striking in
the extent to which they correspond to specific combinations
of modes from Young et al.’s ( 2003 ) framework. A frequent
presentation involves delusions of persecution by malicious
entities or organisations who are seen as plotting to monitor,
torment or even kill the person, who correspondingly feels
extreme fear and vulnerability. We believe it is possible that
this persecuted worldview directly reflects or expresses a
vulnerable child mode, which might be distorted by the state
of psychosis such that the sense of being under attack is taken
literally and specific aggressors identified to account for it.
The perceived persecutors can be seen as a psychotic
transformation of a punitive mode, in line with Tom’s quote
from Chapter 2 : ‘A lot of the time in my own head it’s like
well, am I just being so critical of myself or am I being
watched, and it’s a horrible feeling.’ Typically our participants
with psychosis reported both vulnerable and punitive modes.
In addition to modes there are, of course, other sources of
meaning that influence psychotic content such as a person’s



unique life circumstances and history, specific motivations,
and attempts by the person to narrate and use metaphor (
Rhodes, 2022 ).

Rhodes (2022) described a range of states of self based on
an open exploration of the experiences reported by participants
with psychosis: the resulting categories were compatible with
the modes listed in Young et al. (2003) . Vulnerability was
again very prominent: participants reported that they were
inferior or irredeemably damaged in some way, echoing
descriptions of the vulnerable child state. Some, in contrast,
reported not feeling persecuted by other persons or things, but
that they themselves were becoming a terrible entity that could
scare others: this could be likened either to an enraged child
mode or an overcompensating mode of bully and attack, used
to cope with underlying fear. Although rare, it is striking that
sometimes individuals report actually believing that they have
become a child during psychosis: two examples were
described in Rhodes ( 2022 ); an example is also described by
Bleuler ( 1950 ). While complete psychotic transformations
might be quite rare, it is much more common for an individual
to take on a new vulnerable identity, for example, being a
religious disciple persecuted by others. Noting a parallel
between psychotic persecutory concerns in contrast to a sort of
dread the person often feels in everyday situations, and which
may be linked to earlier adversities, suggests therapeutic
approaches which will be illustrated in later chapters.

There are many types and meanings of delusions ( Rhodes
et al., 2005 ), with several categories mapping onto certain
modes. Alongside the persecutory type already described,
another common category is grandiose delusions, involving



beliefs about having special powers or a special mission.
These can be seen as closely linked with the mode of self-
aggrandisement, which is considered to overcompensate for
various negative schemas. Another less frequent type is the
erotomanic delusion, which involves believing oneself to be
loved by a special person, usually famous. It seems possible
that this reflects a basic desire for love, but furthermore, for
protection conveyed by the target’s high social status, as might
be sought by a vulnerable child mode.

Verbal hallucinations, and the meanings they express, are
another common psychotic symptom that seems to map well
onto modes: the most typical content of voices tends to be
criticism, putdowns, insults, or on the other hand, demands
that the person should do things differently. The meaning of
these parallels the sorts of things one might expect from
punitive and demanding modes. We would suggest that many
voices can be conceptualised as psychotically transformed
versions of modes: that is, an expression of the mode but
experienced as externally generated, independent and existing
outside the person.

Some clients may not seem to manifest or report demanding
or critical modes of the self, and yet still might hear critical or
demanding voices. In such cases it is worth exploring who the
voices might be reminiscent of and any experiences with other
people that they might echo, as some forms of verbal
hallucination can be linked with inaccessible or partially
processed memories, and sometimes might even have a
flashback-like quality. Some voice content can actually be
comforting and supportive: here the hallucinations might be



seen as transformed desires for care and protection from a
caring adult, again held by the vulnerable child part of self.

Modes may provide not only meanings about the self in
psychosis, but also be a source of meaning concerning
identities and roles attached to symptoms. A voice may not
only make negative comments, but actually seem to represent
a past abuser or present-day hostile agent; the voice takes on a
‘character’ in how it speaks. Delusional systems assign roles
of attacker, critic, protector, victim and so on to those
surrounding the individual. The ideas we present here might
relate to the features that Shiel et al. (2022) have described as
the experience of ‘illusory social agents’ in psychosis. The
mode framework might help us to better understand the origins
of these identity features of symptomatology in underlying
aspects of self, potentially advancing formulations pointing
towards the most therapeutic courses of action.

Modes and meanings in bipolar states
States of mania or hypomania are central to bipolarity:
elevated mood can bring with it a feeling of power and being
special, ranging from everyday themes such as being charming
or successful through to more extreme ideas which may cross
a line over to delusions. The more unrealistic these ideas
become, the more they seem to parallel the mode of self-
aggrandisement, which is conceptualised as overcompensating
for an underlying sense of defectiveness. Manic and
hypomanic mood states are complex and involve diverse
features: Farr et al. (2023) , for example, noted that
participants reported feeling exceptional but also sometimes
extremely angry or sometimes vulnerable and alone. We



suggest that modes experienced by people with bipolarity
might be expressed at times in exaggerated ways due to being
coloured or amplified by an extreme mood state. In intense
phases of mania or depression, the probability is increased of
modes being manifested in highly distorted ways, and
sometimes with a delusional level of conviction.

When participants with bipolarity are depressed, they
commonly report feeling vulnerable, defective and worthless,
and subject themselves to extreme negative criticisms;
depression in bipolarity, and in fact other sorts of depression,
might well be seen as involving the unleashing of extreme
experiences of the vulnerable child and punitive parent modes.
The experience of such modes can persist even when the
person is neither manic nor depressed, but in the depressed
phase they are greatly dominant and exaggerated; furthermore,
any sense of a caring, realistic, rational adult mode of self
seems to be absent at such times.

Modes and fragmentation of the self in
psychosis and bipolarity
A fourth contribution of the concept of modes is how it
illuminates the challenge for those with extreme and
fluctuating difficulties in maintaining a unified sense of self
over time. The movement between different contrasting states
in itself creates inconsistencies for a person in managing their
social relationships and predicting how they will react in
different situations. The fragmentation over time can also
prevent the person from experiencing consistent healthy adult
mode activation, shifting instead between conflicting states
such as being vulnerable and being demanding, and not



learning how to be reasonable and caring towards themselves.
Therapies organised around a multi-self concept typically
include as a central aim the bringing into awareness of the
person’s different self-states and developing capacity to see an
overview, like the conductor of an orchestra, considering the
needs of the different parts. This position is what Schwartz
(1995) referred to as ‘internal leadership,’ and is also very
much akin to Gilbert’s (2009) ‘compassionate self.’

Bipolar patients have to struggle with many sources of
disruption and unpredictability; on one level, they have to deal
with the extremities of mood fluctuations; our findings in
Chapter 3 , however, also pointed to the fact that they
experience diverse modes, which we suggest occur not only
during depression or mania, but often in everyday situations,
constituting recurrent problems for the person. The challenges
of maintaining a unified self may be particularly difficult for
those with bipolarity as shown in interviews conducted with
the same participants over time ( Farr, 2021 ); we believe this
to be an important therapeutic target, as explored in later
chapters.

A core aim of Schema Therapy is to help develop a
practical, realistic and caring healthy adult mode, which is
aware of the different aspects of self and can look after those
parts that feel desperate or inferior, listen to parts that are
angry without being overwhelmed, and be aware of
detachment, learning potential means to bypass this state.
More positive relationships among the parts of self, as well as
a greater confidence in their navigation and regulation, are
developed as avenues towards a more coherent and valued
identity, as well as the reduction of distress. These



observations we believe apply whether mode states are the
product of trauma and subsequent disassociation or may have
other origins.

Modes and theories of psychosis
and bipolarity
Janet, Bleuler and the history of parts of
self in psychosis
There is an extensive history of theories conceptualising how
psychosis might relate to a fragmentation of the self:
Moskowitz’s et al. ( 2019a ) share several illuminating
perspectives on these, with links to contemporary models.
Pierre Janet, beginning in the nineteenth century (for example,
Janet, 1886 ), highlighted the importance of trauma and the
splitting of the self, which he termed dissociation, in the
development of psychopathology. His work has been
reinvigorated by modern traumatologists, including van der
Hart et al. (2006) , and those in the sensorimotor tradition such
as Fisher (2017) and Ogden (2019) . Janet’s writing may not
have been centrally concerned with understanding psychosis
but had a great influence on Eugen Bleuler, who coined the
term ‘schizophrenia,’ meaning ‘a splitting of the mind’ ( 1950
, originally 1911), and in whose text we find an extensive
development of the idea of fragmentation of the self as
fundamental to psychosis. Indeed, recent re-appraisals of
Bleuler’s writing have highlighted and emphasised the
centrality of the concept of psychological splitting and
dissociation to his theory ( Moskowitz & Heim, 2011 ).
Bleuler proposed that in schizophrenia, groups of mental



processes that usually function together can become uncoupled
or disconnected. He borrowed the term ‘complex’ from Carl
Jung, using it to indicate different states of the person, and
arguing for splits between these self-states in schizophrenia.
Bleuler proposed that this might help in understanding better
the seeming contradictions between delusional content and the
person’s other beliefs and behaviour:

the splitting of the personality is never more strikingly
expressed than in the relation of the delusions to the
remainder of the psyche. Parts of that total complex
which we call the ego, the “self,” always remains alien to
the delusions. This constellation accounts for the fact that
the non-affected part of the ego may disbelieve and even
criticise the delusions; on the other hand, the
incorrigibility and senselessness of the delusions are
precisely due to the fact that many associations
contradictory to the delusional are simply not brought
into any logical connection with it.

(1950, p. 127)

Bleuler argued that the loosening of associations, and other
pervasive patterns such as ambivalent emotions, are core to
schizophrenia, while specific symptoms such as voices or
delusions are secondary. He may have attributed the causality
of psychosis mainly to alterations in the biological and
neurological functioning of the person, but he did also note
that it was possible that similar changes might be induced by
trauma. Research has subsequently supported a proposal that
these can be one and the same, without a need to necessarily
differentiate between traumatic and biological causes.



Irrespective of ideas about fundamental causation, the idea of
fragmentation of self remains central to those theories of
psychopathology which draw upon dissociation, and more
recently such positions have been argued for psychosis by van
der Hart et al. (2006) and Moskowitz et al. (2019a) . This
conceptualisation is, we believe, compatible with the
application of a schema mode framework, and potentially with
other multi-self approaches including internal family systems
therapy ( Schwartz, 1995 ) and voice dialogue ( Stone and
Stone, 1989 ).

Modes and maintenance of psychosis and
bipolarity
The schema mode framework complements existing cognitive-
behavioural theories, and we propose that it has the potential
to meaningfully elaborate and deepen such models’
explanatory power for experiences of psychosis and bipolarity.
It is notable that core beliefs, commonly featured in CBT
models, have significant conceptual overlap with early
maladaptive schemas. The mode concept, in turn, has
particular relevance to changing presentations and experiences
over time, which pertains to how symptoms and distress are
maintained. The links made by our participants in Chapters 2
and 3 between mode activations and symptom exacerbations
may not generalise to all others with the same diagnoses but
indicate that such connections are possible.

A key component of cognitive–behavioural formulations are
the maintenance cycles, by which difficulties are carried on
over time. These have been conceptualised in diverse ways,
but tend to involve an understandable coping strategy having



unintended consequences: some common maintenance factors
in CBTp formulations include avoidance, withdrawal, worry
and rumination, scanning for danger and seeking safety in
various ways (for example, Freeman, 2016 ). The strategy
makes sense as a means to avoid immediate difficulties or to
try to clarify uncertainty but ends up strengthening threat
beliefs; the therapeutic intervention seeks to share this insight
and to support the individual to try to alter their responses,
though this can be very difficult. We note that many of these
sorts of typical maintenance processes resemble the activities
of modes, including coping modes. We speculate that a
schema mode framework could improve our understanding of
these diverse coping responses, illuminating how they
developed and where the need for them might come from,
potentially indicating additional therapeutic avenues. A
developmental perspective might in itself help those clients
who take interest in a longitudinal formulation to trace the
origins of their troubling present-day experiences in historical
events that were not their fault, facilitating greater self-
compassion as well as potential motivation for targeted
therapy tasks. A further speculation regarding hallucinations is
that these could be understood as representing thoughts or
experiences of dissociated modes or parts of the self, which it
might be possible to engage with therapeutically, to build
insight into and potentially to integrate. Such a conception is
in line with theories emphasising the role of dissociation in the
genesis of at least some types of psychosis ( van der Hart et
al., 2006 ; Moskowitz et al., 2019a ).

We would suggest that the schema mode framework can
similarly complement established cognitive behavioural



theories of bipolar disorder, helping to bring meaning to the
changeability of clients’ presentations, as well as their ongoing
struggles to regulate mood. Mansell et al.’s (2007) model, for
example, helpfully includes the constructs of ascent and
descent cycles as maintaining processes: patterns of thought,
feeling, physiology and behaviour that convey the individual
either upwards into (hypo)mania or downwards into
depression. These are very important to understand and
address. But why do individuals respond to some triggers with
ascent patterns and to others with the opposite? One striking
pattern in our bipolar participants’ accounts from Chapter 3
was the respective linking of demanding modes with mania
and of punitive modes with depression. Our exploratory data
of course merits caution in its interpretation, but it seems
possible that bringing a mode understanding to formulating an
individual’s mood ascent and descent cycles could improve
insight into the driving factors behind these recurrent patterns,
what sorts of circumstances might activate a demanding or
punitive mode for example, as well as how they developed and
what might be necessary to lessen their force. It is possible
that individuals with bipolarity might relate especially well to
a multi-selves mode framework, given their experiences of
very diverse self-states.

Phenomenological perspectives on
modes and our grasp of the world
We present here the theory of ‘background’ ( Searle, 1992 ),
which is a theory of meaning but also concerning a person’s
grasp of foundational certainties and practices relating to the
everyday world. We will argue that states involving the



dominant activation of schema modes, as well as those of
extreme moods, and states of psychosis involving symptoms
such as delusions, may involve types of disconnection from
not only explicit beliefs and practical knowledge of the person
but crucially from everyday background certainties. One
subsection will focus on hallucinations as potentially involving
disconnection from background knowledge, and as relating to
fears and expectations connected to mode states. The last
subsection looks at how bipolarity may involve a
disconnection of modes concerning not only delusions or
voices, but also extreme mood states.

The concepts of certainty and
background
Wittgenstein (1969) remarked in his writings on certainty that
as we dig deeper in challenging everyday assumptions, in the
end we find a level of belief that we cannot prove, cannot offer
further evidence or reasons for; it is as if we have come to a
sort of ‘bedrock,’ of which we just say: ‘I believe this is so and
cannot say any more.’ We can try to articulate such certainties
in the form of verbal statements or rules, although these are
imperfect representations, and much more is shown by our
ways of reacting and behaving in the world, and in our
pragmatic dispositions. Searle (1992) , drawing on
Wittgenstein, suggested that we can think of all that we take
for granted as being enabled by a ‘background’ of dispositions
to both generate ideas but crucially to also act in the world in
specific ways: the background is foundational knowledge that
allows a person to function in their everyday environment.



Rhodes and Gipps (2008) argued that the background
allows or facilitates not only certainty, but a sense of what is
real and not real, what is literal in contrast to what is
metaphorical, and what can be trusted. Trust is clearly
fundamental for our relationships with other people, but also
applies to systems, governments, natural and built
environments and other features of the world, as well as one’s
own perceptions. Trusting is a practice that is difficult to
explain or articulate; likewise, we might be able to run, dance,
and greet friends, but could not describe how this is carried out
in words. The topic of trust is central to our understanding of
those who have survived abuse and trauma, where the loss of
trust, or not having developed it in the first place, is a strong
feature in their testimonies ( Rhodes, 2022 ). Ratcliffe (2017 )
developed several arguments concerning trust and its
involvement in depression and psychosis. It is interesting to
note that the issue of trust applies both to attitudes of care and
affection but also a practical sense or know-how of what or
who is trustworthy. A lack of trust can become a barrier to
further learning when this is needed, such as in therapy (
Fonagy, Luyten, and Allison, 2015 ).

An implication of the background concept in application to
psychopathology is that when people hold what are taken to be
delusions, and which Blankenburg (2001) and Stanghellini
(2004) described as violating a shared ‘common sense’ by
their community, we might understand the person as not
simply making errors of logic, theory generation, scientific
reasoning, perception and inference making, but rather
expressing an alteration in something more foundational and



pre-verbal concerning their relationship to the everyday world,
its perceptions and potential actions.

Modes and disconnection from
foundational certainties
Bringing together the concept of background and the theory of
schema modes, we would propose that the healthy adult mode
is that version of the person that does have full access to
everyday certainties and foundational knowledge, allowing a
skilful engagement with the world. A person’s functioning
with a relevant background is not a matter of being all or
nothing, but rather connection with it is on a continuum, and
different modes of the person will have differential access. The
adult mode will have the most coherent and deep connection,
while other modes will have only partial contact: the more a
person experiences activation of dysfunctional modes, is
absorbed or ‘blended’ with such modes, the more they are
disconnected from the person’s pragmatic certainties.
Someone absorbed in a vulnerable child mode, for example,
might be engaged with memories and reactions from
childhood that do not reflect the pragmatic knowledge of an
adult, such as how others tend to respond to their help seeking.
Someone in a punitive mode likewise seems to lack access to
important pragmatic social knowledge resulting in the person
not being able to assess the inappropriateness of distorted and
out of proportion self-attack; these ways of thinking and
experiencing are usually highly focused, extreme and ignore
wider contexts. When in a punitive mode, the person can
experience self-attack and not seem to care if this in fact leads
to self-destruction.



An individual’s connection to the background and grasp of a
shared reality can seem to vary across different areas of life:
often there may be a contrast between aspects of social
functioning and, on the other hand, issues of logic, practical
skills and technical expertise. It is not rare to see clients who
have highly technical jobs which they perform well, yet when
it comes to social issues, such as who to trust, or in particular,
how to take on a caring and sensible attitude towards
themselves, they somehow seem lost, childlike, and sometimes
destructive. Connecting this observation with the mode
framework, we might suppose that a healthy adult part is able
to maintain leadership and rely on explicit everyday
knowledge, assumptions and so forth but also on background
knowledge and all these within certain familiar contexts,
perhaps without great emotional significance; however, in
other situations, perhaps less predictable and more emotionally
provocative ones, a more dysfunctional mode or modes may
become dominant, and their associated disconnect ways of
thinking and reacting.

The idea of a disconnection from everyday certainties and
the wider background may help illuminate how individuals
who are dissociated are also prone to believing extreme ideas,
as well as having extreme experiences. Dissociation itself is a
form of disconnection of parts or features of the self ( van der
Hart et al., 2006 ); we suggest that the more extreme
manifestations of dissociation, involving a fragmentation of
the personality, will also entail a disconnection from the
background to varying degrees. If the disconnection is only
temporary and moderate, this may allow unrealistic and
exaggerated ideas to be given credence, though perhaps not to



the extent of delusions. When a person is in a strongly
dissociated mode, and their connection to the background very
fragile, they may countenance increasingly extreme ideas.

Delusions and background
Delusions not only present unusual and sometimes
extraordinary ideas but also carry a range of implications
about the world which a person would normally take to be
obviously impossible. When the previously well person
becomes convinced that government organisations are
transmitting thoughts into their mind using an implanted
device somewhere in the brain, this claim can be seen as
violating many things that we, and the person themselves
previously, would have taken for granted. There is no evidence
of any surgical operation, nor of the device itself, in any kind
of scan or test, but the lack of evidence does not seem to
impact the individual’s conviction. No technology or method
is known for the transmission of thoughts, and no reason can
easily be identified for why the government would invest time
and efforts in submitting an innocent citizen to such elaborate
and cruel activity. The delusional belief goes beyond a fleeting
catastrophic worry, but persists for extended periods and
causes significant distress and functional impairment;
however, when the person recovers from psychosis, they tend
to reject those previously very compelling ideas, finding their
own previous convictions baffling.

Delusional claims, to various degrees, seem to reject or
ignore everyday and interpersonal certainties ( Rhodes and
Gipps, 2008 ); the very wide range of topics can include
knowing that others and oneself exist and are alive, that solid



walls cannot be walked through, that one’s thoughts are silent
and private, and that a human needs to eat food and breathe
air. In addition, there is a range of assumptions and taken for
granted ways of acting concerning others, such that most
people we meet can be trusted to some degree, that they are
what they appear to be such as bus drivers or doctors and are
not government agents in disguise. When such everyday
certainties are violated in a delusional worldview, the person
can be seen as disconnected from their foundation of
pragmatic knowledge and from their own former grasp of their
world.

Hallucinations, modes and the
background
We present here an analysis of hallucinations drawing on the
concepts of modes, dissociation and disconnected background.
We suggest that hallucinations, like delusions, also involve a
separation from background certainties; furthermore, the
disconnection from background is a constituent aspect of the
dissociation involved with extreme mode states. We outline
two possible examples of what may be thought of as patterns
or pathways of hallucination onset. Our description here
centres on voice hearing; we would hypothesise similar
pathways for hallucinations in other modalities.

Onset and development with accelerating conviction

A person may on occasion experience extreme ideas and
emotions that are associated with mode states such as the
vulnerable child, with its deep sense of mistrust, or punitive
parent. In states of fear, the person may engage in trying to
work out what is going on, what is the nature of the threat that



they feel, and all this might contribute to an anticipation of
danger. The person could go on to imagine what a persecutor
is saying or doing, and how they may be plotting harm. This
can involve vivid mental imagery of terrible things that might
happen, and sometimes experiences of unusual bodily
sensations or distorted perceptions. What is experienced,
thought, imagined and felt are potential inputs to the creation
of a hallucination. Furthermore, anxious anticipation and
mistrust, as Ratcliffe (2017) argues, particularly in the context
of social isolation and a history of trauma, may play a key role
in distorting ongoing experiences and impairing a person’s
ability to differentiate, for example, between what is
remembered as opposed to perceived.

For those individuals with secure connections to
background certainties, the continuation of distorted thinking
is less likely; there may be moments of shock in which a
person might succumb to threatening perceptions and
thoughts, but credence in the feared entities fades as the person
returns to a calm state. In contrast, the individual who
experiences these fears with a fragile connection to the
background, and who does not become calm, will not find it
easy to discount such ideas or images: they might in fact
become increasingly certain that these things are real and ‘out
there’ in the world. Over time, as the person continues to focus
on threats and danger, there may be new episodes of
accelerating disturbed anticipation prompting further
threatening mental content and background disconnection,
followed by an increasing sense of the real and external nature
of what is experienced, which in turn leads to yet more
expectations, dread and background instability. Over time, a



relationship with the voice often develops, and beliefs may
become established about its identity and attributes, which can
be understood to link with and to potentially emerge from
longstanding interpersonal schemas.

Onset and development with immediate conviction

For some individuals, a voice is experienced immediately as
real and external to the person, with no uncertainty. The
individual continues to hear the voice, and often there is
further elaboration of its character and purposes. The voice’s
existence and identity is not questioned because the individual
experiences it without a connection to background certainties
and a shared sense of reality. If a person already has
preoccupying fears or delusional ideas, then a voice is likely to
fit these conceptions; for example, if the person already
believes themselves to be persecuted by a neighbour, then a
voice of such a neighbour may be heard. The theory that
delusions might make a major contribution to the occurrence
of hallucinations was put forward by Janet, and supported by
the observations of subsequent theorists (see Moskowitz et al.
2019b ).

Maintenance

Whatever the pathway to hallucinations, maintenance involves
a continued disconnection from background certainties, and
often repeated episodes of being in a vulnerable child mode or
other modes states, of experiencing extreme emotions, of
terrible anticipation and dread based on the power and
immediacy of what is perceived and felt; all of these
contribute to a further loosening of the person’s grip on
everyday certainties, reducing access to shared reality and the



healthy adult self. Without grounding in the shared world, the
person can only hold with certainty that which is immediate,
emotional, vivid, and often terrifying.

Linking the ideas of Bleuler to
background theory
The background theory as it relates to psychosis on the one
hand, and Bleuler’s theory of splitting or disconnection of
functions on the other, while coming from different traditions,
can be seen as pointing in a similar direction: we see them as
compatible and complementary. A disconnection from
foundational certainties may well manifest in disjointed
psychological processes, a separation of functions or
connections. Where we differ from Bleuler is that we strongly
believe that trauma is a major route into psychosis, though we
also accept there may be a biological route; whatever the
original initiating cause or change might be for psychosis,
subsequently there will be manifestations in the psychological,
experiential, and neurological levels of the person, and
explanations relating to these different levels are relevant in
parallel.

Bipolarity, modes and background
We wish to argue that extreme bipolar mood states can also
involve a disconnection from foundational certainties. The
accounts of participants in Chapter 3 indicated the
involvement of several different mode states in mania,
including demandingness and anger, and for depression,
modes including punitiveness and vulnerability. Shifts into
extreme mood states can thus be seen as a temporary



fragmentation of the self, with the parts being disconnected in
varying ways from background pragmatic knowledge. Mania
may present differently depending on severity: in a milder
elevated state of mood, the person might have unusual or
impractical ideas, but is not deluded. A more extreme state can
involve psychotic symptoms, for example persecutory or
grandiose delusions. As with other forms of psychosis, when
the person is well, such ideas are not accepted at all; the
difference in credulity between being euthymic and manic
could be linked with the strength of connection to the
foundational background and everyday certainties.

When depressed, the individual may experience fears and
doubts linked with the vulnerable child mode, but also suffers
ferocious attacks from punitive modes. For some individuals
with extreme depression, this too can be accompanied by
psychotic symptoms, although this is quite rare; holding
exaggerated negative ideas, however, is common, for example
being convinced of future failure and abandonment despite
consistent positive feedback from others. In depression, the
person discounts positive appraisals and encouragement, quite
unable to believe them. While not delusional, especially these
fears are only predictions, their expectations seem unrealistic
to others and indeed to themselves when in a better mood: we
might see the depressed individual’s judgement as also being
affected by disconnection from former practical wisdom.

Theoretical considerations
regarding modes and schemas
A continuum of states of self



Modes can be understood within the context of diverse
therapies and theories of states of self, as well as everyday
descriptions of variations in the states of a person. There are
several widespread phrases for describing the ways in which a
person might experience themselves to vary, such as ‘a part of
me thinks…’ or ‘a side of me is…’ or ‘I wasn’t myself.’
Rhodes (2022) proposed a general definition for diverse states
of self as follows:

a state of the self is a pattern of emotions, thoughts,
behaviours, and attitudes which manifests itself as
interconnected: furthermore, it is an open pattern, such
that it repeats itself over time and yet might also change
some of its constituents.

(p. 91)

Modes as conceptualised by Young and colleagues are rather
distinct, recurrent patterns, and do not relate to all possible
changes in one’s mental state; the mode framework may be a
better fit to some people’s experiences of their self-states than
to others. Conceptualising the multiplicity of self-states on a
continuum, or rather continuums of difficulty and complexity,
we can illustrate three examples of what a person’s
constellations of states of self might look like:

1. The person generally functions well, while varying in
state over time; for example, on occasions being playful,
but at other times extremely serious. They may display a
wide range of moods and emotions, from contentment to
extreme distress. It is, however, usually the case that the
person feels themselves to be more or less the same in



different contexts, and that there is in fact a large degree
of overlap in attitudes, thoughts, feelings, and ways of
acting, which stay consistent from context to context.

2. Some individuals experience problematic states at least in
some contexts, and these might involve powerful
emotions or extreme attitudes, behaviours and
motivations. Such states may not exactly fit the mode
concept and may not have clear links to specific schemas.
The causation of such states is taken to be open and could
include traumas, difficult situations and experiences,
extreme beliefs, or other diverse mental processes.

3. A clear manifestation of modes as described by Young et
al. (2003) includes distinct states that involve the
activation of schemas and associated behaviours and
reactions, such as avoidance or overcompensation. In
more extreme forms, these involve forms of dissociation
and disconnection between aspects of the personality.
Again, causation is an open question, but the more
dissociated the parts, the more we would expect the
involvement of trauma and adversity at early stages in the
person’s development.

In clinical work, a therapist be working with multiple levels or
types of self-state simultaneously and would not assume that
all variations of the person fit under the umbrella of a mode.
Modes, too, vary in extremity and to the extent by which they
can be skilfully overseen by a healthy adult part. A key aspect
of the original description of modes given by Young et al.
(2003) was that they were conceived as existing along a
number of dimensions, with seven in particular being
mentioned: from dissociated to integrated; unacknowledged to



acknowledged; maladaptive to adaptive; extreme to mild; rigid
to flexible; from pure to blended. This multidimensional
framework conveys the openness and flexibility of the mode
concept as originally set out, perhaps reflecting the fact that it
was derived from clinical work and proved useful in that
context.

Some elaborations of the schema mode framework have
proposed many more mode types than the ten given in Young
et al.’s original ( 2003 ) text; Arntz et al., (2021) , for example,
generated an extensive list by applying three possible coping
styles to each of the early maladaptive schemas. To a certain
extent, the choice of category system can be a matter of
preference; therapists tend to agree that in clinical application
the actual described and personally named self-states of the
client should be worked with, the categories being only a
guideline. Rowan’s (2010) review of diverse ways in which
parts of the self have been conceptualised concluded that it
may not be possible to come up with one definitive system.
Clinicians may differ in their preferences for fewer or more
categories to hold in mind, but different classifications may
also be useful for certain clinical presentations. Young’s
original set of modes had been developed for clients with
long-term interpersonal difficulties and those diagnosed with
personality disorders; it may be the case that an alternate,
probably overlapping set of modes may be useful for working
with different types of psychopathology: this is yet to be
investigated extensively. Rhodes (2022) presented qualitative
research illustrating possible types of state of self in a group of
people with psychosis, producing a set of categories which
were similar but not identical to Young et al.’s original ( 2003



) classification. The ongoing refinement of a mode framework
applied to different groups may also benefit from drawing
further on other models that have conceptualised diverse states
of self in their own ways: these include the internal family
systems model of Schwartz (1995) , compassion focused
therapy ( Gilbert, 2009 ) and the sensorimotor tradition (
Fisher, 2017 ).

Behaviours in relation to schemas and
modes
For some clients Schema Therapy may target one or more of
an individual’s specific schemas due to their prominence,
while for other clients the main focus might be on working
with a set of modes. Either way, part of the conceptualisation
involves exploring associated behaviours and sometimes their
origins. Any schema or mode can be linked with different sorts
of actions, which function in diverse ways. Such behaviour
patterns can develop at any age, and some may have been
acquired at the very time of the formation of schemas.
Behaviours linked with a vulnerable child mode, for example,
can comprise a mixture including adult and adolescent
responses alongside reactions, some pre-verbal, and associated
with very early developmental stages.

Understanding the formation of early behaviours may be
informative both for case conceptualisation and intervention
planning. Behaviours expressed in the earliest years are
relevant to attachment styles ( Bowlby, 1969 ), and may be
often linked with implicit and explicit memories formed
alongside schema: these can be thought of as a sort of network
of early associated memories, and may indicate useful targets



for imagery work. It has also been noted in the therapies and
theories drawing on the ideas of Janet, such as Fisher (2017)
and Ogden (2019) , that during trauma a person might have
felt the need to carry out protective actions such as escaping or
fighting, but these were impossible at the time. The person
might retain the frustrated urge to try to perform such
protective behaviours as a consequence of the trauma, and a
fruitful therapeutic strategy could include the active expression
of such actions.

Reflections on constituents of modes
We wish to make a few further observations and speculations
on the nature of modes and schemas. Modes can be seen as
ways of behaving, thinking, feeling, being motivated, and all
in a person-specific relationship to schemas. There are
therefore many aspects of modes, and we will briefly comment
on some of these features: we hope that some of these ideas
might prove useful to therapists in clinical work, as well as
informing new questions for further research and theoretical
development.

Each type of mode tends to have a different pattern in its
relationship to early maladaptive schemas. Some modes, in
particular the vulnerable child mode, will involve the
activation of several schemas (such as abandonment or abuse)
and linked concordant behaviours. In contrast, a mode such as
the detached protector seems to function as an attempt to
deactivate schemas in general. Some modes might well be
conceived as including a combination of activation and
deactivation; for example, a mode of compliance might seem
to operate to deactivate certain schemas such as being



abandoned, while directly activating others such as approval
seeking and self-sacrifice. A self-aggrandising mode might
convey an attempt to deactivate vulnerable schemas such as
defectiveness, while activating schemas of entitlement.

Different modes may demonstrate diverse and complex
ways of thinking. The healthy adult mode is seen as reflecting
a broad, flexible and overarching perspective, while in contrast
a child mode tends to be simplistic and focused on immediate
threats, to the exclusion of other considerations. Furthermore,
the nature of schemas themselves, as Bartlett (1995/1932)
argued, is such that they act as filters and tend to simplify and
distort new information to fit the established schema pattern. It
is interesting to note how schemas inform the person of the
nature of the self and world, that is, they seem to show or
express what is true or ‘obvious’ for the person, however
negative. A person who is immersed in the state of vulnerable
child may therefore be certain of abandonment or
defectiveness, and at the same time have lost access to
pragmatic certainties and knowledge of the world held by the
adult self, as discussed earlier, the very perspective that could
counterbalance the fears of the vulnerable part.

Different modes relate to patterns of emotion in different
ways. Some modes seem to be strongly linked with a
particular emotion, such as the angry child primarily feeling
anger, while the vulnerable child might be dominated by fear.
Some modes may involve a mixture of emotions over time.
The schema mode framework is compatible with polyvagal
theory ( Porges, 2009 ), which can be informative in mapping
the different emotion states and their various bodily
manifestations, potentially illuminating the identification of



modes. Polyvagal theory, besides reactions such as anger and
fear, describes states of ‘shut down’ an experience of being
‘immobilised’ or ‘collapsed’ ( Dana, 2018 ); it is interesting to
compare these with modes such as being detached, noting
possible similarities and but also differences.

Different modes may also connect to motivations in various
ways. The types of motivations involved are in some ways
unique for each person, but in general one can expect that the
vulnerable child is seeking security or protection, while a
detached mode wishes to avoid forms of distress. The
demanding mode may be pursuing goals of being perfect or
correct, and therefore is seeking safety from criticism. The
compliant mode seeks connection to others and wants to be
liked. It is difficult to speculate concerning the possible
motives of the punitive parent, which often seems so
destructive, but may relate, for example, to a need to gain
some sense of power or control.

Another important feature of modes, as discussed earlier, is
that each person will tend to have a unique set of collection of
modes, a sort of repertoire of personality states, and these
might form dynamic patterns. Schwartz (1995) speculates that,
just like a family, the different parts of the person will interact
in characteristic ways with each other. In a similar way, one
sees in in carrying out Schema Therapy how there is often a
powerful interaction between a vulnerable child and
demanding or critical part of self.

Finally, when a person is immersed in a particular mode
they not only react in extreme ways but might also perceive
others in specific ways that are related to the mode’s function
or role, that is, the person expediences a sort of perceived



other person mode: for example, an individual in a vulnerable
child mode might expect others to be punitive or demanding,
and they might interpret in extreme ways or too readily see
these aspects in others’ behaviour. Over time certain patterns
of interaction might develop drawing on modes of self and
perceived other person modes, objective or otherwise.
Multiple theories have explored these types of relationships
between self-states and perceptions of others, and mode theory
is a contribution in exploring these areas of interpersonal
relations.

Concluding comments
We hope to have shown in this chapter that the concept of
modes may contribute to our clinical understanding and
theories of psychosis and bipolarity in a variety of ways. In
addition we believe the ideas presented in this chapter, as well
as the ideas and findings presented in Chapters 2 and 3 , and
the subsequent therapy focused chapters, all point to the ways
in which schemas and modes can provide new insights for
therapeutic work with psychosis and bipolarity; the rest of the
book will explore how this might in fact be realised.
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Chapter 5
Adapting Schema Therapy
for psychosis and bipolarity
DOI: 10.4324/9781003350583-5

In this chapter we briefly outline some key features and
approaches used in Schema Therapy, and we consider how
these might be appropriate and useful in working with clients
experiencing psychosis and bipolarity. We review existing
publications exploring the use of some of these techniques and
strategies with these groups, as well as considering some other
therapies with overlapping conceptualisations and techniques,
in particular, those which work with multiple states of the self.
We outline some basic methods of assessing modes for
therapeutic work in the context of psychosis and bipolarity.
Finally, a series of precautions and guidelines are suggested
for adapting Schema Therapy for clients with presentations
including psychotic symptoms.

The aims of Schema Therapy
Schema Therapy was developed originally for working with
clients who had long-term emotional and interpersonal
difficulties that were not resolving with standard Cognitive
Behavioural Therapy (CBT). Such individuals may have
experienced recurrent or chronic depression or have attracted
diagnoses of personality disorders. In response to intervention
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techniques, they might have seemed rigid, avoidant, detached
or uncooperative. It had been noted that such clients could, for
example, logically understand cognitive challenges to negative
beliefs, and even agree with them, yet still not find that this
had any tangible impact on the ways that they were feeling or
responding in real-life situations. Young and colleagues
hypothesised that these individuals’ longstanding problems
were linked with early maladaptive schemas and hypothesised
that such reactions can develop from unmet needs in childhood
or adolescence, then persist into adult years, representing the
attempt to get those needs met, but operating in ways that may
be maladaptive and perpetuate forms of distress.

Another observation was that many clients had extreme and
diverse emotional and interpersonal states that might manifest
in different situations, these being conceptualised as modes of
the self as described in earlier chapters. As Schema Therapy
evolved in practice, the concept of modes became particularly
important, especially for those clients who had a large number
of early maladaptive schemas; often, in fact, too many to
address separately ( Arntz & Jacob, 2013 ). The modes were
seen to reflect and emerge from schemas, but also involved
what are called schema ‘operations’ such as attempts to avoid
the effect of painful schemas by moving into a state of
detachment. Schema Therapy aims to explore and then change
the manifestations of schemas, modes, coping styles, social
relations and other aspects of the person’s functioning, with a
strong emphasis on the therapeutic relationship as a vehicle for
change.



Why use Schema Therapy for
psychosis and bipolar disorder?
This book makes the case that Schema Therapy may add great
value to clinical work with people who have experienced
psychosis or bipolar conditions. The findings presented in
Chapters 2 and 3 indicated that mode concepts made sense to
participants. Furthermore, their self-reports consistently
suggested that mode activations might not only represent
important experiences in themselves but could also interact
with psychotic and bipolar symptoms. This insight, we
believe, is already a strong reason for exploring the potential
contribution of the schema mode framework to working with
psychosis and bipolarity. In addition, considerable evidence
has amassed attesting to the prevalence amongst people with
these diagnoses of the very issues and difficulties targeted by
this specialised therapy. Chapter 1 presented a summary of
these, and below we will revisit several key points.

Significant attachment disruptions and histories of early
trauma have been repeatedly found in groups with diagnoses
of psychosis ( Gumley et al., 2014 ; Stanton et al., 2020 ) and
bipolar disorder ( Dualibe & Osório, 2017 ; Harnic et al., 2014
; Morriss et al., 2009 ). Reviews of research examining
potential pathways mediating the effect of attachment
disruptions on later psychotic symptoms have identified
several specific psychological processes as candidates,
including emotional dysregulation, negative beliefs about the
self and others, and cognitive fusion, defined as accepting and
taking certain thoughts as the literal truth ( Sood et al., 2021 ).
Similarly, connections leading from trauma to subsequent



psychosis have been made via disruptions of emotion
regulation, episodic memory, and personal semantic memory,
which principally concerns deeply held beliefs about the self
and others ( Hardy, 2017 ). Consistently, emotional difficulties
and fundamental meanings about self and others are found to
be core processes. Given these sorts of findings, it would seem
important that therapy for people experiencing psychosis
involves work with emotions and interpersonal relationships,
that is, those very areas for which Schema Therapy is
particularly well suited.

An additional core idea more fully discussed in Chapter 4 is
that the long-term impacts of trauma can lead to structural
dissociation of the personality, meaning a separation of the self
into parts ( van der Hart et al., 2006 ). This has indeed been
argued to apply to those with trauma histories and psychosis (
Moscovitz et al., 2019 ), and we see no reason that it would
not apply to those with bipolarity. While modes in Schema
Therapy are not assumed always to be the product of trauma,
the schema mode framework is certainly compatible with the
conceptualisation of structural dissociation. Such a model
therefore appears relevant in application to working with the
long term effects of trauma in various clinical groups.

For bipolar disorder, the evidence of pathways connecting
early trauma and attachment to later symptomatology is still
somewhat sparse and it has been noted that a trauma and
attachment-informed conceptualisation is lacking ( Hett et al.,
2022 ). Still, findings that early trauma severity and
attachment disruptions in participants with bipolar diagnoses
are correlated with worse symptoms and dysfunction ( Aas et
al., 2016 ; Wrobel et al., 2022 ) support a similar argument for



addressing interpersonal and emotional functioning in this
group. The rest of the present chapter will give greater focus to
working clinically with people experiencing psychosis, while
applications to bipolarity are more fully addressed in Chapter
9 .

Given how common histories of trauma and abuse are in
people experiencing psychosis, the question has arisen of how
to work with the long term effects of such early difficulties.
Rhodes (2022) suggested that direct reliving of trauma
memories, as may be used in the treatment of post-traumatic
stress disorder, might not be appropriate for those with
psychosis, given how distressing such work can be. Schema
Therapy offers several ways of working with trauma which
could be thought of as indirect, including techniques deriving
from the work of Arntz and Weertman (1999) . In imagery
protocols of this type, for example, the focus is not on reliving
a traumatic memory but intervening in the imagery before or
after the worst parts take place, protecting and nurturing the
vulnerable younger self. Drawing on these sorts of methods
might well, we believe, make a significant contribution to
helping with the effects of early and complex trauma. The case
studies presented in this book include those with clearly
reported histories of severe interpersonal trauma but also
others who do not reported such events. The occurrence of
psychosis or extreme mood episodes can in themselves have a
traumatic impact, as can the experience of treatment in the
mental health system.

It will be important to consider the complexities of
psychosis and bipolar conditions, and potential reasons for
being cautious in the application of a new approach. Such



precautions are addressed later in this chapter. The rest of the
book presents early explorations of both full and partial
Schema Therapy as applied to those experiencing psychosis
and bipolarity. We hope that further research and larger scale
evaluations will shed further light on what the most helpful
aspects of this approach might be, as well as which aspects of
clients’ struggles might benefit the most from it.

Key features of Schema Therapy
Schema Therapy, in working with schemas and modes, can
draw on any technique used in CBT, but places a special
emphasis on experiential approaches, including imagery and
chair work, as well as on the therapeutic relationship, and
elaborating a developmental perspective. A full list of the
many approaches and practices used is beyond the scope of
this chapter, but we present here a brief selection of key
features. There are some further details given in the following
chapters of this book, while comprehensive presentations of
Schema Therapy can be found in key texts such as Young et
al. (2003) , Arntz and Jacob (2013) , and Heath and Startup
(2020) .

Conceptualisation and linking the present
to the past
Schema Therapy typically makes use of a case
conceptualisation developed over several sessions, with a
particular focus on exploring core beliefs, schemas, modes and
relationships, arising from detailed discussion of the client’s
life history. The formulation addresses the current functioning
of the person, while placing this in a developmental context.



Present concerns and difficulties are linked with potential
origins in events during earlier life, often childhood or
adolescence. For example, the therapist and client might
explore how the content and tone of an inner critical voice
resemble the voice of an adult who criticised the client as a
child. Having realised how a pattern of self-attack started in
childhood, resulting from events that were not their fault, can
empower the adult to question this type of self-talk and
potentially move on to changing how they treat themselves in
the present and future.

Therapeutic aims
Many aims are possible, depending on the client’s goals,
relevant problems, and contextual factors, such as the number
of sessions that can be completed. A common set of aims in
Schema Therapy, however, can be summarised as follows: to
stop or ease the impact of parts which are critical or
demanding, to bypass detachment and thereby allow more
access to emotions and potential new experiences, to find
constructive ways of expressing anger, to develop or
strengthen a caring adult self and to help the client to give
care, acceptance and warmth to their vulnerable parts of self.

Stages of therapy
Therapy typically proceeds in phases from beginning through
to end, working in turn on somewhat different targets,
sometimes with different techniques. Young et al. (2003)
suggested an initial stage of bonding and emotion regulation,
followed by specific work focused on schema and mode
change, then a phase encouraging increased client autonomy.
This overall arc echoes that of other therapies, including



trauma-focused protocols that recommend a first phase of
stabilisation before other types of work are initiated.

Imagery
Imagery is used in a wide range of ways to address many
issues. A considerable amount of work may be focused on
using imagery to explore past difficulties, and then to move on
to a phase where care and compassion is given to the image of
the young self in distress. Imagery work can also focus on
present difficulties and on imagining how the person might
wish to be in the future. Specific protocols of imagery work
have been developed for working with memories of early
trauma ( Arntz & Weertman, 1999 ).

Chair work
Chair work, like imagery, can have a multitude of uses ( Pugh,
2019 ). A key application in Schema Therapy is to open
dialogues with various modes, and in general between parts of
the self. A client, for example, might sit in one chair and from
that position express self-criticism. The person may then be
encouraged to move to another chair and to consider how a
different part of the self might respond: it could then be noted
that the criticism expressed was too harsh and unhelpful. This
creates opportunities for perspective-taking from multiple
positions, the potential occurrence of new ideas about how to
move forwards, and active practice in different kinds of self-
dialogue. Chair work can be used for exploring dilemmas, in
which different parts of the self might be aligned with
differing priorities, and negotiating around conflicts in which
multiple modes may relate to mutually incompatible courses
of action.



Therapeutic relationship, limited
reparenting and empathic confrontation
The quality of the therapeutic relationship is held as central to
facilitating progress in Schema Therapy. In service of this, the
therapist emphasises a warm and caring attitude in their stance
towards the client, rather than one of detachment or a focus on
purely technical application of interventions. In the early
stages, building a secure attachment through the professional
relationship, termed ‘limited reparenting,’ is a key aim, with
the therapist seeking to do what they can to address the client’s
unmet emotional needs, to the extent that is appropriate in this
context. Building a relationship involving compassion and
trust can also make possible the effective use of ‘empathic
confrontation,’ in which modes and patterns that have become
maladaptive or dysfunctional can be approached with
understanding and appreciation, while at the same time setting
limits and being firm with boundaries where needed.

The use of Schema Therapy for
psychosis to date
Rhodes (2022) described using a modified form of Schema
Therapy for psychosis, illustrating elements from work with a
number of different individuals, as well as presenting an in-
depth case study. In the latter, the client’s voices, self-harm
and depression were conceptualised using modes. The therapy
focused on attempting to give care and compassion to an
image of the young self, in addition to building up a sense that
she could survive and ignore repeated attacks by a persecuting
voice, which appeared to stand for, or somehow represent, a



perception of her abusive father. The therapy was extended
over a two-year period, spanning active phases and breaks, and
on re-assessment the outcomes indicated a substantial
reduction in the frequency of the voice hearing experience, a
recovery from deep depression and a greater involvement in
various community activities. The essence of the work was the
development of a new relationship between the adult self and
her former child self, becoming allied in resistance against the
tyranny of the terrible voice and, further, becoming able to feel
safe in spite of its threats.

There are a small number of published studies evaluating
specific therapeutic techniques using imagery in the context of
psychosis, and these have tended to draw on the approach of
Arntz and Weertman (1999) . Paulik, Steel and Arntz ( 2019 )
used imagery rescripting in a case-series of 12 participants
with diagnoses of psychosis and histories of abuse. The results
demonstrated a reduction in the voices, distress, frequency and
intrusions of trauma. The work of Paulick and colleagues is
presented in Chapter 7 of this book. Taylor et al. (2020)
reported on short-term therapy with five participants who
experienced distressing imagery in the context of psychosis
with persecutory delusions; their approach combined imagery
rescripting and the cognitive behavioural approach of
Hackman (2011) . There was a focus on the person’s negative
schematic beliefs and negative imagery. The results suggested
significant reductions in negative schemas, delusions, imagery
distress, and changes in measures of schemas and schema
modes. Work by Taylor and colleagues is presented in Chapter
6 .



Therapies for psychosis with
similarities to Schema Therapy
In Chapter 4 , we described some of the therapies that in
different ways work with parts of the self and which were not
initially formulated for working with psychosis; the history of
these sorts of therapy is well summarised by Rowan (2010) .
Among those in recent times working with parts of the self and
trauma are van der Hart et al. (2006) and Fisher (2017) , who
draw on the original work of Janet (1886) . We also noted in
Chapter 4 that several therapists working explicitly with parts
of the self have explored applications of their approaches to
psychosis: van der Hart in particular emphasising work with
trauma and psychosis. Protocols have been published focused
on hearing voices, such as Corstens et al. (2012) and Longden
et al. (2021) : a central aim of such approaches being to
explore the development and evolution of the voices’
manifestations in the client’s life. A narrative of the
development of the voices is informed by a careful analysis of
the difficulties and stresses the person experienced around the
time of their onset. A key intervention is then the voice
dialogue approach, as developed by Stone and Stone (1989) ,
in effect encouraging communication between parts of the self.
Lysaker and Lysaker (2001) similarly formulated therapy for
psychosis employing the concept of the dialogic self ( Herman
& Dimaggio, 2004 ), which suggests that a person is
composed of many voices or ‘I-positions’ between which
dialogue can occur; for example, one might speak from a
perspective of confidence but subsequently say something else
from a position of feeling vulnerable. A central aim of this



therapy was to enrich the complexity of dialogue between the
different positions.

The use of parts of self is also found in Compassion
Focussed Therapy for psychosis ( Heriot-Maitland et al., 2019
): here a key task is to build up and strengthen a
compassionate version of the self, from which position care
and compassion can then be given to other parts that may
struggle or react in triggering situations. Compassion Focussed
Therapy does not use a set taxonomy of types of parts or
modes, as in Schema Therapy, but the compassionate self
concept shares a lot with the healthy adult mode, and there has
been a suggestion that the two approaches could benefit from
each other ( Thrift & Irons, 2020 ). Sood et al. (2021) who
focused particularly on the contribution of attachment have
also begun to explore therapy whereby a sense of ‘felt
security’ could be developed using imagery in which care is
given to the vulnerable self.

While the above therapies do not employ a full mode
conceptualisation, and differ in other aspects from Schema
Therapy, we believe that they contribute convergent support to
the utility of the multi-self concept and related techniques in
working with psychosis. We will next move on to direct
practices and techniques taken from Schema Therapy that we
believe may have clinical utility.

Describing and accessing states of
self
The mode states of a person can be explored and described
using a wide range of questions and approaches. Accessing



these is helped by the fact that it is quite common in everyday
language to talk of oneself as having different states: a client
might for example say ‘part of me is not sure about this,’ ‘I
didn’t feel like my normal self,’ or ‘I was in two minds about
the situation,’ and the therapist can build further exploration
upon such spontaneous talk. Other methods for accessing and
conceptualising multi-self-states are as follows.

Questions about present and recent
examples
The simplest way to explore modes is to note any strong
feelings and reactions that have occurred recently; for
example, with regard to hearing a voice or navigating an
anxiety-provoking journey, or in dealing with other people. We
might ask, ‘Do aspects of the way you react concern you?’
‘Are you ever surprised or puzzled by how you react in
different situations?’ and ‘How would you list the different
states you experience?’ As appropriate, questions might
explore the person’s thoughts, feelings, bodily sensations,
attitudes and social interactions. One can then ask, ‘Is this a
way of reacting that you have often experienced?’ The client
can be asked about how they tend to feel in some specific
types of situations that are associated with strong or
conflicting emotions. Some specific questions might be along
the following lines:

Do you criticize yourself? In what way?

Do you make a lot of demands on yourself?

How do you speak or say things to yourself? What do you
say?



Do you ever feel cut off or with little feeling or emotion?

What is it like when you are most distressed, upset, lonely,
despairing? What feelings do you have at such times?

Do you ever experience anger or rage? What kind of
situations does this happen in and what are you like at
such times?

How do you behave and react in conflict with others?

Do you feel you are very different at different times? If so,
in what ways are you different at different times?

What is it like when you feel got at or attacked by others?

For some clients, chair work can be helpful in these
explorations: for example, the client could be asked to sit in a
specific chair and express how a critical part of self might
expresses its thoughts, with different chairs to be used for
different parts. The therapist can also use the standard
descriptions of modes given in the literature, asking whether
the client recognizes any of these as occurring in themselves.
Further exploration can involve asking the client to keep a
structured record or diary of their shifting states, with
questions on feelings, reactions and bodily sensations.

Direct exploration as occurring in
sessions
The way that a client reacts and interacts with the therapist can
greatly inform an assessment of mode states. It is helpful to
note any changes occurring within the course of a session,
such as the client becoming very quiet or withdrawn, which
may indicate moving into a detached state, or becoming



tearful, potentially indicating activation of a vulnerable mode.
Given a good therapeutic relationship, one can ask how the
person feels in that moment, how this might differ from a few
moments before and how the shift might relate to topics being
discussed. A client of course may demonstrate any of the
mode states while talking to the therapist, including anger, fear
or detachment. Reactions may manifest noticeably in the
person’s body, such as a tremor or shifting posture. Briedis and
Startup (2020) give many examples of how one can
incorporate a focus on the body in Schema Therapy, including
how mode activations might be expressed in different
physiological changes and movements.

Exploring person specific imagery
A technique sharing features with Internal Family Systems (
Schwartz, 1995 ) as well as Compassion Focused Therapy,
involves encouraging the client to generate their own unique
mental images of their different self-states, with attributes
detailed such as how they look, the tone of voice in which they
speak. These could be based on a version of the client’s own
self-image, such as a younger self, or on another character
entirely, or a non-human entity that might symbolise a mode.
It can be informative to ask the client how they feel towards a
newly generated image such as towards a demanding or
punitive mode figure. The answer may reveal another mode
related to the one most recently discussed: for example, if the
client felt fear towards a punitive mode, the therapist may
suggest envisaging what the fearful part may look like, sound
like, and so forth, with an agreement to return to the punitive
mode later on. There is therefore a great emphasis on what one
part thinks or feels towards another; these reactions of the



person towards aspects of themselves can be quite easy to miss
unless there are explicit questions.

The client’s attitude towards a vulnerable part is important
to ask about, as this pertains to the central task of Schema
Therapy in healing that mode: the person might feel a distance
or a lack of warmth, or indeed disgust or irritation with a
vulnerable part, and these may indicate important tasks to
prioritise in therapy. Developing an open attitude such as
curiosity or compassion towards a vulnerable part will be
necessary along the way to fostering more functional
relationships among diverse parts of the self.

Use of questionnaires
The questionnaires developed by Young and colleagues for
modes and schemas can greatly inform clinical work.
Sometimes a client’s responses may confirm the presence of a
mode which is fairly obvious from their case history or
presentation, but at other times aspects may be highlighted that
the person may not have spontaneously discussed. Some
modes are less conspicuous and accessible for clients than
others, perhaps because they have not attracted conscious
reflection or due to seeming more socially unacceptable in the
person’s culture. Following up questionnaire responses, we
seek to generate mode labels that make sense to the client to
describe their individual and distinct experiences. The mode
inventories can be useful in suggesting certain predominant
themes in the person’s life, but elaboration of versions unique
to the person is always illuminating.

Assessing early life experiences



One approach suggested by Young et al. (2003) for the early
stages assessment was to ask the client to imagine an upsetting
situation with their primary caregivers, and then to explore if
any schemas or modes emerge. We would not recommend the
early use of this strategy with all clients experiencing
psychosis, due to the potential high levels of distress that
might be generated; it might be clinically appropriate for those
whose presentation is very stable, and who are relatively well
equipped to regulate emotion. Clients with bipolar diagnoses
who are in a stable phase of relatively balanced mood are
generally found to be able to tolerate and engage with this
assessment technique, as in classic Schema Therapy.

Overview and conceptualisation
In applying and modifying Schema Therapy with psychotic
and bipolar clients there are many potential sources of
information, and these can be brought together in a shared
conceptualisation. Specific and simple conceptualisations can
be developed collaboratively with clients and modified as
appropriate over time. Some clients might appreciate a
complex developmental formulation, but for others it may be
more useful to share something very immediate, such as
noticing that the person becomes very fearful of others in
certain types of social situations, which can be linked to the
feelings of a vulnerable part. We would advise care to be taken
where a client holds fixed delusions: the mode
conceptualisation should not be offered as an alternative to an
existing belief system but a complimentary way of
understanding one’s emotional and interpersonal responses to
unfolding events, whatever those may be. Further details on
case conceptualisation will be covered in later chapters.



Some preliminary guidelines for
adapting Schema Therapy for
psychosis
Given the reports already published applying aspects of
Schema Therapy with psychosis and bipolarity, as well as the
relevant supporting theories reviewed, a full or partial
application of this therapeutic approach merits further
exploration in these groups. We think this might have
relevance both for those clients who report histories of abuse
and trauma, but likewise for those who do not report such
explicit mistreatment. The following chapters will illustrate
various uses of Schema Therapy for psychosis, particularly
paranoia and voices, and finally for bipolarity.

In this book we are not advocating the full use of Schema
Therapy as originally practised for all those with psychosis
regardless of symptom severity or phase of recovery. The
approach is unlikely be accessible for those clients who are in
crisis or extremely preoccupied with positive symptoms.
Experiencing positive symptoms of psychosis, however, is not
in itself, we believe, a barrier to therapy, as long as the
individual wishes to pursue therapy, is clear on the issue of
giving consent for therapy, is motivated to attend, can sustain a
focus, carry out homework tasks and is willing to talk about
personal difficulties. In order to appropriately adapt Schema
Therapy for clients with psychosis and bipolar conditions, and
to maximise its usefulness, we would advise some precautions
and guidelines as follows.

The first key guideline we would advise for application to
psychosis is that there should be, in general, a focus on



immediate experience. The present experiential world of the
client and any associated distress are central. We would
generally caution against sharing elaborate hypotheses that go
beyond conspicuous evidence or which make complex
historical inferences: achieving a shared understanding of the
here-and-now is a priority. If a client wishes to talk about a
voice, discussion can focus around its present manifestations
and how those affect the person; one should not rush to any
hypotheses about the origin or causation of the voice, such as
abuse or trauma or anything else. A focus on trauma might in
fact not be relevant or suitable at any stage for some clients.
Of course, as therapy unfolds the dialogue will change, and the
client may become more interested in, and open to, multiple
alternative explanations, and even ones focusing on early
years. Such topics, however, should only be explored when the
person is clearly ready, has means of achieving calm and
stability, and is motivated.

Links made to the past, at any stage of therapy, should be
offered cautiously and presented only as tentative ideas,
something to consider and indeed to reject if they do not feel
useful. When participants were asked about links between
present psychotic symptoms and past abuse in the research
reported in Rhodes (2022) , none identified such links for
themselves, although quite often they did link abuse with other
issues such as anxiety and social difficulties. These findings
suggested that it might in fact be quite rare for clients to see
any possible links between early mistreatment and, for
example, a current experience of voice hearing. To insist on
any causal explanation counter to the client’s own view risks
disempowering them or damaging the therapeutic relationship.



It might also in some cases be seen as blaming important
others, such as early caregivers, which might not be tolerable
for some clients, even where there has been obvious abuse.
For these reasons we do not think it useful with most clients
experiencing psychosis to present a full conceptualisation very
early in the work making strong developmental or causal
claims; discussion of such ideas might become appropriate at a
later stage. It is best, we believe, that any formulation should
start in areas where there can be clear agreement and
collaboration, which is often in the present, and only introduce
further connections when the therapeutic relationship is
established, and the client is in a more empowered position to
reflect on and participate in these types of meaning-making.

If therapy does in fact need to address trauma, and the client
is motivated to do this, then we would recommend the use of
more indirect methods such as the type of imagery rescripting
described earlier, rather than approaches focused on reliving
traumatic memories, as the latter are more likely to be
retraumatising. Furthermore, in complex trauma clients may
find it very difficult to get any clear and exact memories to
work on, which necessitates the use of indirect techniques.

Some clients express ambivalence about their convictions in
voices or delusions at assessment or during therapy; however,
at other times, particularly when in distress, the same client
can swing into extreme conviction. It is therefore generally a
helpful stance to remain open and not to assume how the
attitudes of the client might unfold over time. We might
further propose that any individual can hold quite seemingly
contradictory beliefs simultaneously, and it might well be the
case that different beliefs are held by different parts of the self.



If therapy is a type of journey, then it is one on which
clients are often not at all sure whether it is a good idea to
embark or proceed: it is not clear for them whether the other
can be trusted, and it might be that the places discovered will
be frightening if not destructive. It is potentially dangerous,
like any expedition into undiscovered territory; as the person
proceeds, each step needs to be safe and steady, and they need
to feel that there is a way to pull back if situations become
confusing or threatening.

Overview
A great deal of research and theory now suggests that a range
of emotional, cognitive and interpersonal factors make major
contributions to the experiences of psychosis and bipolarity,
including emotion dysregulation, extreme beliefs about the
self and others, and dissociation. These issues are key targets
in Schema Therapy, which was developed specifically for
those who have experienced attachment difficulties and
interpersonal trauma. While a full developmentally focused
therapy may not be appropriate for all clients, or at all times,
specific conceptualisations and strategies addressing multiple
states of self may be very useful even for those who would not
find a complete Schema Therapy intervention accessible or
acceptable. Clients in stable states and who are well resourced
psychologically may in fact be able to engage in the full
therapy. While using a developmental framework, Schema
Therapy retains a focus on addressing present and unfolding
patterns of experience, which we also find to be an advantage
when working with complexity. Proceeding with caution, we



hope that therapists can continue to explore these potential
applications and developments.

The following four chapters are dedicated to exploring
clinical applications, extending earlier work adapting Schema
Therapy for working with individuals experiencing psychosis
and bipolar conditions. Chapters 6 and 7 report on protocols of
imagery rescripting, which can be a stand-alone therapeutic
approach within the family of cognitive behavioural therapies
but is also central to Schema Therapy, particularly where
notions of mode states may be used to understand and address
vulnerable and critical parts. Chapters 8 and 9 build on the
approach of Rhodes (2022) , using a schema mode framework
for working with paranoia in psychosis and then with
bipolarity.
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In the last 40 years, the role of mental imagery in mental
health conditions has been explored ( Ji et al., 2019 ),
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including as a therapeutic strategy (see Hackmann and Holmes
(2004) for a review). The use of therapeutic imagery with
psychosis populations is a less researched but growing area.
Within this chapter, we attempt to synthesise the most recent
therapeutic imagery research for psychosis, which can target a
range of symptoms. We also describe an imagery approach
which integrates attachment theory, working with intrusive
mental images and negative schemas to target trauma
associated with experiencing psychosis. Interpersonal features
such as early attachment relationships are important to
consider, so that traumatising patterns are not repeated in
therapy, and people can be helped to develop secure
attachment relationships with their therapists. For psychosis
populations, this is particularly important, given the high
prevalence of traumatic or adverse childhood experiences (
Varese et al., 2012 ), insecure attachment patterns ( Carr et al.,
2018 ) and trauma from aspects of treatment ( Berry et al.,
2013 ; Buswell et al., 2021 ) experienced by this group.

Imagery in psychosis
Imagery has been utilised in therapeutic forms across history
and cultures for 20,000 years ( Edwards, 2011 ). Mental
imagery is defined as images within the mind’s eye, but this is
not limited to a visual representation; rather it can integrate
any of the five sensory modalities (i.e. sight, sound, smell,
taste, touch; Kosslyn et al., 2001 ). While the relationship
between imagery and psychosis has been of interest since the
1930s ( Cohen, 1938 ), research had predominantly focused on
the role of imagery in the development, maintenance and
causal mechanisms of psychosis. Two cross-sectional studies



found that almost three quarters of participants experienced
involuntary, intrusive imagery in relation to their psychotic
symptoms (hallucinations, delusions), which tended to be
linked to affective responses and core beliefs ( Morrison et al.,
2002 ; Schulze et al., 2013 ).

Further to this, a failure to recognise or identify intrusive
images as being related to previous traumatic experiences has
been postulated as a factor in why some people develop
psychosis rather than Post-Traumatic Stress Disorder (PTSD)
in response to traumatic life events ( Morrison et al., 2003 ).
Moreover, the interpretation of such intrusions is key; the
perception that the intrusions are culturally unacceptable
contributes to psychosis, with distress associated with threat or
powerlessness in the face of these experiences ( Morrison,
2001 ). It is well established that childhood adversity and
trauma drastically increase the likelihood of psychosis ( Varese
et al., 2012 ), with trauma exposure also linked to psychosis
symptom development ( Schäfer & Fisher, 2011 ), greater
symptom severity ( Bailey et al., 2018 ) and the risk of relapse
( Martland et al., 2020 ). Moreover, individuals developing
psychosis are then exposed to further trauma, in the form of
the psychosis itself or treatment experiences, which often
include involuntary admissions, forced medication, seclusion
and restraint ( Berry et al., 2013 ). This can lead to ‘psychosis-
related PTSD,’ the prevalence of which is estimated at
between 11 per cent and 67 per cent ( Berry et al., 2013 ;
Buswell et al., 2021 ). Thus, individuals with psychosis may
experience imagery as components of past trauma, their
psychosis or psychosis-related trauma, leading us to seek to



target imagery directly as part of the therapeutic repertoire for
this population.

Therapeutic imagery
The available research around the use of mental imagery in
therapeutic settings is predominantly in the form of case
studies and case series. The first studies in this area utilised
cognitive-behavioural approaches, with an emphasis on mental
imagery during the course of therapy ( Morrison, 2004 ;
Serruya & Grant, 2009 ); by targeting imagery associated with
delusions, reductions were seen in associated distress and the
conviction in these beliefs. In the last decade, research has
explored standalone imagery techniques, with many case
series focusing on imagery rescripting. By utilising this
technique, participants have been able to change intrusive
images or memories related to different aspects of their
psychosis. Distress reduction, amongst other positive
outcomes, through imagery rescripting has been found for
voice-hearing content ( Paulik et al., 2019 ), nightmares (
Sheaves et al., 2015 ) and present-focused self-referential
meaning from trauma memories ( Clarke et al., 2022 ).
Notable changes have even been illustrated in as little as one
imagery rescripting session ( Ison et al., 2014 ).

Traditional trauma therapies typically include imagery
components to support or enhance reprocessing of trauma
memories. There is evidence for the use of prolonged
exposure, Eye Movement Desensitisation and Reprocessing
(EMDR) and Cognitive Behavioural Therapy (CBT) to treat
PTSD in psychosis samples (e.g. Steel et al., 2017 ; van den
Berg et al., 2015 ; Varese et al., 2023 ), with further trials



ongoing. In addition to the case series evidence mentioned
above relating to imagery rescripting, there is also evidence
for the use of imaginal exposure and reprocessing with a
trauma-focus in psychosis populations. Keen et al. (2017)
integrated trauma-focused CBT, CBT for psychosis and
imaginal strategies (reliving and rescripting) into a nine-month
intervention. Within the nine participants, reliable
improvements were seen in several outcome measures: 63 per
cent PTSD symptoms, 25 per cent voices, 50 per cent
delusions, 50 per cent depression, 36 per cent anxiety and 40
per cent wellbeing. Moreover, Brand et al. (2021) targeted
trauma-related auditory hallucinations using imaginal
exposure and saw a large reduction in auditory hallucination
severity at one-month follow-up.

There is a growing body of evidence that suggests that
‘positive’ imagery, as opposed to imagery focused on
changing negative experiences (symptoms, memories,
intrusive images), has a useful role in psychosis. Positive
imagery is an established and central technique in some
therapy protocols, including EMDR ( Shapiro, 2001 ), Schema
Therapy ( Young et al., 2003 ) and Compassion Focused
Therapy ( Gilbert, 2009 ), whereby imagery is utilised to
strengthen positive feelings or instil feelings of safety in order
to help people tolerate some of the more emotionally
challenging aspects of therapy. There is evidence that positive
imagery can have useful effects in psychosis populations also;
for example, Smith et al. (2022) examined the effects of a
positive guided imagery task used with 44 people with first
episode psychosis; positive guided imagery, compared to



neutral imagery, increased participants’ ability to engage in
positive future-directed thinking.

Moreover, both positive and negative-focused imagery
techniques have been combined into an imagery-focused
protocol for psychosis: iMAgery therapy for PSychosis
(iMAPS). Taylor et al. (2019) describe the full treatment
protocol, but, in brief, iMAPS comprises six sessions of
imagery-based therapy. The first session involves defining
imagery and exploring the client’s experience of this (content,
quality, controllability, frequency, threat, distress), assessing
their history, core and schematic beliefs, psychotic experiences
and coping behaviours, to inform a subsequent formulation.
Session two is dedicated to continuing assessment and
drawing the information into a collaborative formulation, with
an identified imagery ‘target’ for future intervention sessions.
This can be the intrusive mental images themselves, schematic
core beliefs or negative memories associated with the schemas
and images. Within the second session, imagery strategies are
introduced using the ‘safe place’ exercise, whereby individuals
develop imagery of a place of comfort and safety that can be
used as a grounding or mental-respite strategy during therapy.
It also acts as a gentle introduction to imagery work, with non-
threatening content so a client can become familiar with
practising these techniques. This can be helpful before using
imagery techniques to tackle early negative experiences that
have led to the development of negative schematic beliefs or
working with distressing intrusive images. Sessions three, four
and five use image change techniques to target difficult
imagery and develop positive imagery, informed by the
formulation. The iMAPS protocol finishes with a final



summary session to review the problem imagery and
consolidate learning (e.g. psychoeducation, new coping
strategies, and changed imagery). Taylor, Bee, et al. ( 2020 )
and Cairns et al. (2023) demonstrated the feasibility of the
iMAPS protocol as an in-person and tele-health intervention,
which was bolstered by significant improvements in negative
schematic beliefs, delusions and imagery distress. A third case
series has recently adapted the iMAPS formulation model and
therapy approach with an attachment focus by integrating
considerations for interpersonal safety and intra-personal
safety through guided imagery. The intervention saw good
recruitment and retention, with an overall improvement in ‘felt
security’ (i.e. a sense of safety and security in the moment)
during the intervention phase, compared with baseline. This
model and two case studies will be discussed later in the
chapter.

There is a growing evidence base for the use of therapeutic
imagery to target several psychological mechanisms that can
maintain symptoms and distress in psychosis populations, such
as images and schemas. Although this evidence is
predominantly in case series form at this stage, findings
support the feasibility and acceptability of imagery-focused
interventions, delivered either in standalone format or
integrated as part of a more complex therapeutic protocol.

The role for attachment in imagery
therapy
Attachment theory states that humans are predisposed as
infants to form bonds with caregivers in order to manage



distress and enhance feelings of safety, allowing the child to
explore and learn ( Bowlby, 1969 ). When exposed to
consistent, reliable and responsive caregivers, secure
attachments are more likely to occur, supporting the
development of adaptive coping and emotion regulation skills
( Bowlby, 1988 ). Insecure attachments are more likely to
develop when infants perceive their caregivers to be
inconsistent, rejecting, reactive or frightening and as such,
difficulties in regulating emotions and developing secure
interpersonal relations are more likely to arise ( Ainsworth,
1979 ; Main & Solomon, 1986 ). The consideration of
attachment arguably has a role in all types of therapy: in
formulating and processing relational experiences, considering
countertransference, separation, boundaries, and in the
termination of therapy ( Berry & Danquah, 2016 ).

Therapy is ultimately the forming of a (time-limited)
relationship within which support is provided with the aim of
prompting meaningful change. Importantly, the qualities of
‘good’ therapeutic alliances are similar to those of secure
attachments formed with earlier caregivers ( Feeney & Van
Vleet, 2010 ). Ideally a ‘secure base’ is formed within which
corrective emotional experiences can occur, with the
therapeutic alliance thus providing a platform for exploration
of potentially anxiety-provoking experiences ( Berry &
Danquah, 2016 ). This process is particularly relevant for
psychosis populations, who display disproportionately high
levels of insecure attachment patterns: 76 per cent in psychosis
samples compared to 38 per cent in non-clinical samples (
Carr et al., 2018 ). Insecure attachment has been implicated in
several areas of psychosis, including the development and



maintenance of hallucinations, delusions and negative
symptoms (see Berry et al. (2019) for a comprehensive
overview). Hence, it is reasonable to suggest that if insecure
attachment increases the risk of psychosis, then enhancing
attachment security could play a role in improving distressing
symptomology and recovery prospects.

The facilitation of a sense of ‘felt security’ is a means of
priming feelings of interpersonal safety through therapeutic
techniques, including using guided positive imagery. An
example could be baking with a loved one in childhood or a
fond family memory on a favourite holiday, where the
individual felt psychologically safe, secure and relaxed.
Drawing upon such imagery can elicit similar feelings in the
present and have other positive effects including
improvements in affect and reductions in paranoia ( Pitfield et
al., 2020 ; Sood et al., 2021 ). Newman-Taylor (2020)
demonstrated that felt security could offer a means to facilitate
safe and effective trauma processing without exacerbating
arousal in a woman with psychosis. While this evidence is
positive, enhancing security may not be straightforward in
people with insecure attachment styles; in cases with high
levels of anxious attachment, negative effects of secure
attachment imagery may be seen ( Hutton et al., 2017 ). This
aligns with the concept of fear of compassion ( Mikulincer &
Shaver, 2010 ): insecurely attached individuals may have felt
neglect and abandonment in earlier caregiving relationships,
and fear that negative experiences will follow displays of
compassion. Nevertheless, utilising attachment imagery may
be a useful tool to facilitate more challenging trauma-related



or emotionally burdensome aspects of therapy, as was at the
heart of Schema Therapy ( Young et al., 2003 ).

Schemas in psychosis
Schemas incorporate our beliefs about ourselves, others and
the world around us, thus providing a framework for us to
make sense of our life experiences. If core emotional and
relational needs are not met, then early maladaptive schemas
(EMS; Young, 1990 ) begin to develop; these being a
persistent pattern of emotion, thought or other experiences.
Several studies have examined early maladaptive schemas in
individuals with psychosis, using cross-sectional and
qualitative approaches. Bortolon et al. (2013) found 48 people
with psychosis had higher scores than non-clinical control
participants on six early maladaptive schemas (emotional
deprivation, social isolation, defectiveness/shame,
enmeshment, failure and subjugation). This association held
when controlling for low mood/depression. The study also
identified that early maladaptive schemas were associated with
positive symptoms of psychosis. One specific schema,
mistrust/abuse, was a significant predictor of positive
symptoms. The EMS highlighted in these two studies differ
slightly, depending on whether the 75-item Young Schema
Questionnaire (YSQ) Short Form (measuring 15 EMS) or the
90-tem YSQ-Short Form questionnaire (measuring the revised
18 EMS; Young & Brown, 2003 ) was used.

Taylor and Harper (2017) recruited 20 people with
psychosis and found that 8 EMSs were significantly associated
with distress (abandonment, mistrust/abuse, social alienation,
failure, dependency, vulnerability to harm, enmeshment and



subjugation of needs). They also identified that two schemas,
dependency and enmeshment, were significantly associated
with poorer social functioning, also suggesting a key role for
schemas in maintaining psychological difficulties in people
with psychosis.

In a further study, Sundag et al. (2016) suggested that
participants with psychosis and depression scored higher than
healthy control participants (more intense EMS and a greater
number of these EMS). The overall number and intensity of
EMS were associated with positive symptoms but not negative
symptoms, suggesting that targeting EMS in therapy could
facilitate change in positive symptoms of psychosis. The EMS
which differentiated participants with psychosis from those
with depression was enmeshment/self. Sundag et al. (2016)
proposed that this schema specifically could be a vulnerability
factor for developing psychosis. In a subsequent study, Sundag
et al. (2018) examined schemas in relation to paranoid
responses to social stressors, using a social stress induction
task. The participants with persecutory delusions responded
with a greater increase in paranoia and had greater early
maladaptive schema scores compared to the controls. Higher
increases in paranoia following social stress were accounted
for by higher EMS total scores; the defectiveness/shame and
enmeshment/undeveloped self-schemas were associated with
increases in paranoia.

In a larger non-clinical study, Boyda et al. (2018) examined
whether EMS potentially acted as a mediating pathway
between early trauma and psychotic-like experiences. Specific
types of childhood maltreatment were significantly associated
with unusual experiences and particular dimensions of early



maladaptive schemas. Dependency EMS mediated the
relationship between emotional and sexual abuse and
psychotic-like experiences (as measured by the Community
Assessment of Psychic Experiences).

We conducted a qualitative investigation asking people
about their core beliefs, schemas and psychotic experiences (
Taylor, Haddock, et al., 2020 ). Four emergent themes were
identified: the solidity and permanency of core beliefs, the
synergy between beliefs and symptoms, the concordance
between life events and interpersonal relationships and links
between beliefs and images. Taken together, these studies
highlight how early childhood trauma and negative
experiences can lead to the development of unhelpful schemas
in people with psychosis and suggest that these might drive
symptoms such as hallucinations and delusions. The evidence
of early maladaptive schemas in people with psychosis
suggests that a therapeutic approach targeting these directly
could be relevant and helpful, with imagery focused therapy
being one such targeted approach.

Attachment-focused iMAgery
therapy for PSychosis
The development of schemas and attachment style early in life
helps individuals to make sense of their world, affecting the
interpretation of subsequent life events. Thus, these elements
are essential to consider when formulating problems and
understanding the appraisals of potentially traumatic
experiences. The A-iMAPS protocol brought together the
components of imagery, schemas and attachment into an



intervention ( Airey et al. 2023 ), by adapting Taylor et al.’s
(2019) iMAPS formulation and therapy protocol. There were
three key adaptations to the iMAPS therapeutic model:
introduction of attachment considerations, instilling ‘felt
security’ and focus on psychosis-related trauma. A range of
imagery strategies were used, from both change-focused and
positive-generation approaches described in Table 6.1 . Table
6.2 provides an overview of the adapted therapy model. The
A-iMAPS case series ( Airey et al., 2023 ), included two to
five assessment sessions, six sessions of therapy and an end of
therapy assessment.



Table 6.1 Common imagery techniques
Imagery
approach Description

Imagery change techniques

Imagery
control
(thought
suppression)

Many people with intrusive images tend
to try and suppress the intrusive images.
By engaging participants in a thought
suppression experiment with a non-
threatening image (e.g. a white polar
bear), participants are able to recognise
that their suppression strategy can
maintain the presence of intrusive
imagery.

Manipulation
of images

Imagine the intrusive image on a
television screen, cinema screen,
YouTube computer browser or other
preferred screen. Participants are
requested to fast-forward, rewind, pause,
change the channel, insert advertisement
breaks.

Imagery
rescripting

Problematic intrusive image is
identified, an alternative outcome was
developed and imagined. This supported
the new image to be transformed into
something non-threatening or positive.

Introducing
new helpful
figures

An adaptation to imagery rescripting
was to introduce a trusted person into the
image to help to change the outcome. In
some cases, this may be the individual’s
adult self entering the image and
intervening to enable them to get their
needs met.

Generating positive imagery



Imagery
approach Description

Positive
other (‘felt
security’)
imagery

Deliberate generation of a positive other
(person or animal) may include focus on
a memory, where they feel safe and
secure, or generation of a new imagined
compassionate figure. This imagery
could be drawn on voluntarily as a
grounding exercise or to reduce distress.

Safe place
imagery

Similar to positive other imagery, safe
place imagery is constructed or recalled
imagery of a place in which the
individual feels safe and secure.

Positive
images of the
future

Generating positive images of desired
outcomes and the future, drawing on
remembered images and enhancing these
with imagined elements.



Table 6.2 Overview of techniques

Session Focus Strategy
Attachment

focus

Session
1

Assessment Assessing
imagery use,
History,
Schemas,
Attachment
style,
Experience
of psychosis
diagnosis
and
treatment

Goals Elicit what
client would
like to
achieve
within the
limits of the
intervention

Psychoeducation Around
imagery,
relating
styles

Session
2

Formulation Draw
together
information
into adapted
iMAPS
imagery
formulation,
with
attachment
focus



Session Focus Strategy
Attachment

focus

Security prime Felt security
imagery

Prime
participants
to feel safe &
unthreatened.

Sessions
3, 4, 5

Reorient to
imagery and
check in

Prime felt
security

Felt security
imagery

Prime
participants
to feel safe &
unthreatened
in session.

Imagery change
strategy

Image
suppression
and
responding
differently

Observe
imagery/
memories of
relational
trauma or
psychosis-
related
trauma from
observer
perspective.
Stop
attempts to
suppress or
engage
intensely
with the
imagery.



Session Focus Strategy
Attachment

focus

Manipulation
of images

Use external
stimuli (a
screen) to
observe
memories,
imagine felt
security
figure sat
with them for
added
feelings of
safety.

Imagery
rescripting

Helpful
figure will be
introduced
into imagery
who
generates
feelings of
safety and
security.

Night-time
imagery

Helpful
figure or felt
security
figure to
support them
within the
dream –
rescript this.



Session Focus Strategy
Attachment

focus

Generate
positive
images of the
future

Elicit
imagery of
positive
relational
moments, a
positive
rescript of a
negative
memory or
new imagery
of them
relating
positively
with
someone and
gaining
feelings of
comfort and
security.

Prime felt
security

Felt security
imagery

Return to
feelings of
safety and
security.

Session
6

Therapy
summary

Review

Provide
resources

Draw on
strengths –
highlight
positive
imagery,
progress and
felt security
imagery.

While maintaining a focus on imagery, the intervention was
designed to hold attachment security at its core, remaining
mindful that psychosis populations often have insecure



attachment patterns. The therapist aimed to model a secure
base, drawing on qualities that are important in therapeutic
alliance development, including being attuned, sensitive and
responsive to a client’s needs. Specific examples include the
therapist being genuine, expressing their full range of feelings
and establishing a trusting relationship prior to engaging in
other therapeutic tasks. The baseline assessment sessions
provided an opportunity for the participants to familiarise
themselves with the therapist and begin to develop a
therapeutic alliance.

The concept of attachment was introduced in session one
when relating style and quality of relationships were explored,
along with a brief history, exploration of schemas, imagery
and psychosis-related trauma. Attachment was included within
the formulation alongside core beliefs/schemas following early
experiences; this supported the participant to recognise a
potential role of attachment style in the development and
maintenance of presenting difficulties ( Figure 6.1 ). In session
two, participants were introduced to the concept of ‘felt
security’ and the ‘felt security prime’ described by Newman-
Taylor (2020) ; participants were guided to develop positive
interpersonal imagery which elicited feelings of safety and
security, typically from drawing on a memory with a family
member or friend. In cases where participants struggled with
this, safe place or compassionate figure imagery was utilised,
dependent on participant preference.



Figure 6.1 Adapted imagery formulation.
(adapted from Taylor et al., 2019 ).

The intervention focused on psychosis-related trauma.
While some direction was provided, the primary image target
for intervention was guided by participant preference and
could integrate a traumatic memory or psychotic symptom that
had become traumatic (e.g. a delusion or hallucination with an
associated intrusive image). Similarly, when determining
imagery change techniques, participants were given choices
(e.g. imagery manipulation or imagery rescripting). Imagery
rescripting focused on new narratives of preferred outcomes,
often where the participant felt they were being treated better.
For imagery manipulation, participants were guided to



imagine the image on a screen (e.g. television, projector,
YouTube screen) and control the video ( Taylor et al., 2019 ).
Initially participants tended to defer to therapist discretion
regarding preferred technique; the therapist described the
rationale for the chosen technique to facilitate openness and
understanding from the participant.

Adaptations were used to remain person-centred and
flexible. This included the language used in the formulation:
for example, one participant disagreed with their psychosis
diagnosis but recognised their tendency to be paranoid or
suspicious, so this was reflected in the formulation by
referring to general ‘distressing symptoms’ as opposed to
psychotic experiences. Moreover, some participants struggled
to generate or hold mental imagery in mind; this was more
notable for participants who, in particular, experienced thought
disorder. In these cases, strategies were used to refocus
attention (e.g. a short, clear agenda and more specific
questioning) and visual prompts were used to support their
visual representation of the imagery (e.g. a photo of the
hospital where the trauma took place).

The case series study found the six-session A-iMAPS
intervention to be both feasible (80 per cent completion rate)
and safe ( Airey et al., 2023 ). Overall, there was a significant
improvement in felt security when participants were actively
engaged in the intervention, and a general downward trend
(reduction) in PTSD symptoms was seen. Below, we describe
two case studies of individuals who engaged with the A-
iMAPS intervention: pseudonyms have been used and consent
given for inclusion here, and some details have been changed
to protect their identities. These cases have been chosen due to



their varying ability to engage with the intervention and
various results.

Anna
Background

Anna was a 29-year-old White British woman who had
experienced two episodes of psychosis and was now under the
care of an NHS Community Mental Health Team (CMHT).
Anna had a family history of schizophrenia, and the onset of
her first episode was precipitated by post-natal depression and
an extended period of intimate partner violence. Anna’s
presentation of psychosis included paranoia, persecutory
delusions and malevolent voices. During her first inpatient
admission, Anna’s daughter had been removed by social
services due to her deterioration in mental health. Anna was
able to regain custody when she had recovered, but she
stopped her medication in the community, due to feeling well,
not recognising the potential consequences of this. Anna
unfortunately started to relapse but contacted her care team for
support as she recognised her deterioration and did not want
this to adversely affect her daughter. She did not anticipate that
upon calling her CMHT, they would contact social services.
Her daughter was abruptly removed from her care, and she
was readmitted to hospital to restabilise on medication.
Despite a quick recovery, Anna was told that her daughter had
been placed into foster care, and over the following months
her visits were reduced, for which the rationale was not
explained to Anna. While Anna was managing well now, with
no active psychotic symptoms, she had regular flashbacks
relating to her daughter’s removal from her care. Anna was



keen to engage in psychological therapy to develop an
understanding of her development of psychosis and to reduce
the impact of her symptoms on her life. She was petitioning
for her daughter to return to her care and hoped that engaging
in psychological therapy would also support this.

Imagery therapy

Anna engaged well with formulation and was able to
independently link historical experiences, core beliefs and
relating style to factors and beliefs that maintained her distress
(see Figure 6.2 ). She chose to utilise a memory with her
daughter and her own mother for her ‘felt security’ imagery;
Anna saw consistent improvements in feelings of interpersonal
safety after recalling this memory as part of the imagery
exercise. Anna then chose to focus on the memory of her
daughter being removed from her care using imagery
rescripting. She recalled feeling overwhelmed and unprepared
when three social workers and one mental health worker
attended her property; her concern had been for her daughter’s
wellbeing as she was unable to explain what was happening or
say goodbye. Anna was asked to bring the memory to mind
and describe it. She was then asked to rate her emotions (in
this case, sadness 50/100) before a discussion occurred
regarding what maintained the power of this image, drawing
on her formulation. Anna felt like she had failed as a mother
by not explaining the situation to her daughter, even though
she had not been given the opportunity to. In considering what
could be altered, Anna decided she that would like fewer
professionals present (one social worker and one mental health
worker) so that she and her daughter would not feel as
overwhelmed or rushed. She knew her daughter would still be



taken, but she wanted to explain what was happening, help her
to pack and say goodbye properly. Anna was guided through
the imagery with small refinements made (e.g. how the
professionals spoke to Anna). After completing the final
rescripting, Anna re-rated her emotion; her sadness reduced to
30/100.

Figure 6.2 Adapted A-iMAPS formulation for Anna.

Anna attended the following session and reported that her
feelings of sadness had reduced completely to 0/100. She felt



that imagery rescripting had provided her with a clearer
perspective and a resolution to the feeling that she had failed
her daughter in that situation. Further sessions with Anna
focused on flash-forward imagery (i.e. intrusive imagery about
hypothesised future events) with intrusive images about being
afraid and unable to articulate herself in meetings with social
services, where she felt she would be ‘treated unfairly’ due to
her psychosis. These were targeted with future-oriented
positive imagery where she was able to engage meaningfully
with services and feel heard.

Ending

By the end-of-therapy assessment, Anna’s trauma symptoms
score on the Post Traumatic Stress Checklist (PCL-5) had
reduced to zero, indicating no ongoing impact of trauma
memories. She expressed that imagining alternative outcomes
had been the most useful aspect of therapy. Anna also saw
reliable improvements in her positive-self and positive-other
schemas, and a complete resolution of residual persecutory
beliefs from 6/40 to 0/40 on the Revised-Green Paranoid
Thoughts Scale. When Anna was contacted nine months later
for consent for inclusion in this book, she reported that her
progress had been maintained. Anna had been able to adopt a
more assertive approach to services and had gained increased
contact with her daughter.

Andy
Background

Andy was a 45-year-old White British man under the care of a
CMHT. He had his first episode of psychosis at university,
secondary to substance misuse; he was sectioned under the



Mental Health Act following some unusual behaviour, which
led to an arrest by Police. Andy felt that he had been ‘targeted’
and that he did not have psychosis. Andy had been bullied at
school and felt he was ‘worthless’ and ‘not good enough,’
others were ‘judgemental’ and the world was ‘evil’. During his
first admission, he was restrained and forcibly given anti-
psychotic medication. He described regular flashbacks
including visual images of his experiences in hospital, and felt
that others were not trustworthy and the world was against
him. There had been several subsequent inpatient admissions,
and he now resided in supported accommodation. He was
stable on anti-psychotic medication, but had some residual
negative symptoms and a hostile attribution bias (i.e. a
tendency to interpret the behaviour of others as having hostile
intent, even when the behaviour is benign or ambiguous).

Initial engagement

Andy was sceptical about engaging in therapy, and initially
only wanted to liaise via email. By allowing Andy to take the
lead on engagement and appointment scheduling, he reported
feeling some control over the interaction. Andy was reminded
of his right to withdraw (at any time, without giving a reason)
and his scepticism was validated and gently challenged by
providing examples of how therapy can be flexible and useful
for people with psychosis. Through formulation and
psychoeducation, Andy was able to link his early experiences
to his relating style and his tendency to view others and the
world negatively.

Difficulties working with imagery



Andy demonstrated difficulties in working with imagery, when
positive felt security imagery was introduced at session two;
he felt that he had few positive memories in his life that were
not ‘tainted with negativity,’ thus compassionate figure
imagery was collaboratively developed. Andy was supported
to build an image of an individual (he chose a female) in his
mind who he felt looked trustworthy and supportive; he was
encouraged to consider how the figure would act toward him
(gestures, mannerisms), what they would say and what their
voice would sound like (e.g. soothing). He also struggled to
hold imagery in mind, without his mind wandering. Andy
selected a negative memory to focus on using imagery
rescripting: this was a memory where he was forcibly
restrained and injected with an antipsychotic drug. In order to
support Andy to remain oriented to the imagery, an image of
the hospital was printed and used in session. He required a
more directive approach to reflecting on the image and how he
would like different outcomes, with structured, Socratic
dialogue about the image, what was acceptable and what he
would want to change and how. Andy was provided with
examples and options to support him to consider different
outcomes. This was mapped out in detail on paper, so that
additional scaffolding could be provided as Andy imagined the
events.

Ending

Andy remained apprehensive about engaging throughout the
course of therapy, but he attended all sessions. When unable to
attend, he requested for the appointments to be rearranged. He
expressed that he benefitted from working consistently with
one person. Andy’s most notable scores at commencement



were high paranoia scores, and these were the scores he saw
reliable reductions in at his end of therapy assessment (from
20/40 to 11/40 for referential ideas and from 33/40 to 21/40
for persecutory beliefs). Andy’s PCL-5 score decreased by 12
points (to 2/80), indicating a reliable improvement in trauma
symptoms. His schema scores remained consistent at baseline
and end of therapy assessment. Andy said he would consider
engaging with psychological therapy again if an opportunity
arose, suggesting that while he had difficulties in engagement,
he recognised some benefit from therapy.

Conclusion
As demonstrated in this chapter, there is a promising role for
imagery therapy in working with psychosis. While the cases
described here were focused on psychosis-related trauma, this
intervention could be useful when targeting any manner of
distressing images, due to the focus on enhancing relational
security interpersonally (through the therapeutic relationship)
and intra-personally (through imagery). We have presented
further evidence for the use of imagery when working with
psychosis, in order to reduce the impact of distressing images
and also to enhance feelings of safety and security. Attachment
theory is relevant to psychosis development, maintenance and
treatment ( Berry et al., 2019 ); hence its integration should be
considered in care provision and therapeutic intervention.
Moreover, while the present research is limited by some
design considerations (unblinded assessments, no control
group, small sample), there is preliminary evidence that
imagery-focused attachment-informed therapy is acceptable
and safe, and can result in shifts in core schemas, paranoia and



attachment style, even in short intervention periods. Much of
the current research examining therapy using imagery is in
case series or case study form, and larger evaluation through
trials is required. At present, a feasibility randomised
controlled trial of the iMAgery therapy for PSychosis
(iMAPS) model is being undertaken, using an extended 12-
session framework. It is hoped that this will provide sufficient
evidence to warrant progressing to a fully powered
randomised controlled trial to evaluate imagery therapy for use
with people with psychosis compared to routine care.
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Imagery rescripting can be a powerful experiential
therapeutic tool when working on memories to help shift
associated schemas, modes or voices: either within Schema
Therapy or as a stand-alone treatment for voices and
underlying trauma (that is, trauma directly or thematically
linked to the content of voices) and related post-traumatic
stress symptomatology (e.g. intrusive memories and negative
appraisals). This chapter reviews the association between
voice hearing and childhood trauma, and ways of addressing
trauma and resulting traumatic cognitive intrusions in this
clinical population. The chapter presents clinical protocols for
the delivery of imagery rescripting when working with
trauma-affected voice hearers, and provides case illustrations
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and an example of a therapeutic transcript. The chapter also
details how to amend protocols when working with clients
who are dissociation prone and outlines an adaptation of the
delivery via telehealth.

Introduction
Voice hearing as a transdiagnostic
experience
Voices (also known as ‘auditory verbal hallucinations’) vary
considerably in the things they say, the way they are perceived
(e.g. location, loudness) and the way they are made sense of
by the individual. Those, however, who seek help around their
voices typically report that the experience is distressing and
highly personal in nature, often targeting the things they feel
most insecure about. When people think of voice hearing, they
typically think of psychotic disorders. Indeed, approximately
two-thirds of people with a schizophrenia-spectrum disorder
will hear voices at some stage in their lives. However, voice
hearing is common in the general population also, with the
lifetime prevalence of voice hearing being estimated between
10 to 25 per cent, and approximately 4 to 8 per cent of the
population hearing voices at any given time ( Johns & van Os,
2001 ). Thus, the majority of voice hearing (over 65 per cent)
occurs in the context of other mental health problems,
including personality disorders, post-traumatic stress disorder
(PTSD), depression, dissociative identity disorder (DID), as
well as in individuals without a mental health disorder (de
Leede-Smith & Barkus, 2013 ).

Voice hearing and trauma



The most common vulnerability factor for voice hearing,
regardless of diagnosis or presenting problems, is a history of
childhood trauma, with a striking prevalence of childhood
sexual abuse being reported (e.g. McCarthy-Jones & Longden,
2015 ). The prevalence of traumatic life events reported by
people who have been diagnosed with a psychotic disorder is
approximately 75 per cent, and between 2 to 16 per cent meet
criteria for PTSD ( de Bont et al., 2015 ; Hardy et al., 2016 ).

Cognitive Behavioural models that attempt to explain how
early traumatic experiences result in voice hearing suggest that
childhood trauma can lead to insecure attachment styles and/or
produce neurodevelopmental changes that increase the
likelihood of voices (see Strachan, Paulik, & McEvoy, 2022 ,
for a narrative review of psychological theories of PTSD and
voice hearing). These changes include the development of
information processing dysfunction, maladaptive trauma-
influenced appraisals, and maladaptive coping strategies
(including dissociation) (e.g. Berry, Varese, & Bucci, 2017 ;
Longden, Madill, & Waterman, 2012 ; Hardy, 2017 ; see
Strachan et al., 2023b for a comprehensive trauma-informed
model of voice hearing). In Schema Therapy terms, early
childhood trauma leads to the development of negative
schemas, which shape a person’s everyday appraisals,
including the way the individual makes sense of their voices
(e.g. their beliefs around the voice’s intent, power, knowledge,
control) and also shape the content of the voices (e.g. the
voices commonly say things to reinforce their schematic
beliefs about self and others, such as ‘you’re pathetic’). Also,
the child develops maladaptive coping modes in response to
trauma and insecure attachment, in particular dissociation-



based coping modes, such as detached protector and detached
self-soother. Research is currently being done by our group to
explore whether voices in fact represent specific modes, with
our clinical observation being that people’s dominant voice
often presents as a punitive or demanding parent mode. In
Schema Therapy we think of the dysfunctional parent modes
as internalisations of parents or other key adult figures, who
are often, for those with trauma, also the perpetrators. For
voice hearers, this dysfunctional parent mode may be heard as
a voice, and may even sound like the voice of the perpetrator
(and/or parent). This mode may be experienced as a voice
(rather than part of the self) due to incomplete or fragmented
contextual information bound to the related traumatic
memories on retrieval (see Steel, 2015 for more on this context
binding theory of trauma-related voices).

Given that trauma plays a critical role in the development of
voices for the majority of voice hearers, it makes sense that
therapeutically addressing the underlying trauma may have
benefits to the client, both with regards to lessening PTSD
symptoms but also potentially ameliorating or changing the
voice hearing experience. Brand et al. (2018) reviewed the
outcomes of trauma-focused randomised controlled trials in
people with psychosis, both with regards to treatment effects
on PTSD symptoms and positive symptoms (voices and
delusions). They found that both Eye Movement
Desensitisation and Reprocessing (EMDR) and Prolonged
Exposure (PE) resulted in small to moderate reductions in
PTSD (while cognitive restructuring did not achieve this),
while none of the intervention types included led to significant
reductions in voice severity. This may have been because the



studies included were mostly looking at changes in positive
symptoms more broadly, which meant that they often did not
administer especially sensitive measures of voice severity, and
the protocols often did not include targeting memories directly
or thematically linked to voice content or appraisals. However,
it may also be because these three types of trauma-focused
therapies are not best suited to treating trauma in voice
hearers. Our research group instead wish to suggest that
imagery rescripting (ImRs) is best suited to treating related
traumas in voice hearers. In our two studies of imagery
rescripting in trauma-affected voice hearers (in a case series of
12 participants, Paulik, Steel, & Arntz, 2019 ; and a larger
naturalistic, multiple-baseline study of 42 participants,
Strachan et al., 2023a ), and another small case series (of 4
participants, Ison et al., 2014 ), imagery rescripting had large
effects (reductions) on both PSTD symptoms and voice
distress and frequency, which were maintained at three month
follow-up.

Imagery rescripting for trauma-affected
voice hearers
Imagery rescripting is a powerful trauma-focused therapeutic
tool and a key experiential technique used in Schema Therapy.
In this context it is used to help shift negative schemas and
dysfunctional modes, and build the healthy adult mode, by
processing key underlying memories (e.g. targeting memories
where that schema and/or modes were developed or
strengthened). However, imagery rescripting has also been
developed as a stand-alone therapy, initially intended to reduce
reliving cognitions in people with PTSD, but also adapted to



targeting a range of different intrusive cognitions (including
flashbacks, nightmares, mental images, voices, obsessions) in
a range of different presenting problems (including PTSD,
depression, social phobia, snake phobia, obsessive compulsive
disorder, body dysmorphic disorder, eating disorders, paranoia,
trauma-affected voice hearers and personality disorders; for a
literature review and meta-analysis, see Morina et al., 2017 ).
Broadly speaking, imagery rescripting involves the client
reliving the initial part of a traumatic memory, but together
with the therapist, then changing the ending of the memory or
‘script’ to help get the client’s needs met. There are several
different styles of imagery rescripting; however, in this chapter
we will focus on that developed by Arnoud Arntz, which is the
style of rescripting most studied to treat PSTD, and that which
has been incorporated into Schema Therapy (other pioneers of
different styles of imagery rescripting include Emily Holmes
and Mervyn Schmucker).

In Arntz and Weertman’s (1999) initial description of
imagery rescripting, they outlined a three-stage approach. In
the first stage, the memory is visualised from the perspective
of the child (the age of the client in the memory), and the
therapist enters the image once the client’s distress levels have
risen (right before or at the initial ‘hot’ part of the trauma) to
help the client get their needs met. This serves several
functions. First, it helps the client connect with and identify
the needs of the vulnerable child. Second, it models for the
client the intervening of the healthy adult – a target of Schema
Therapy. Third, it helps shift schemas by changing the
meaning obtained from the memory (e.g. shifting the blame
and shame from the child to the perpetrator, which may help to



shift a defectiveness and shame schema). This first stage is
often used for the first six or so sessions of rescripting, with
this stage being longer in clients with more complex trauma
and a more underdeveloped healthy adult mode, as typically
they struggle to know what their needs are or how to go about
getting them met, just as they struggled when children. The
second stage involves the client visualising the event from
their child-self perspective but then shifting to their healthy
adult-self perspective once they have commenced the rescript,
with their adult-self entering the image to help their child-self
get their needs met. The third stage is typically done right after
the second stage (in the same session), but this time the client
visualises the event from the perspective of the child-self,
watching their adult-self helping them get their needs met. The
second and third stage of imagery rescripting have the same
functions as the first, but also help build the skills of the
healthy adult mode. In all stages of imagery rescripting, the
new ‘rescripted’ image focuses on the unmet needs of the
child (e.g. involving emotional validation, gaining control over
the situation, empowerment and perpetrators being held
accountable for their actions), which will differ from person to
person and memory to memory, but can be informed by a
client’s schema mode formulation. There is also evidence that
inner dialogue, self-compassion, emotional self-efficacy (or a
person’s perceived abilities to self-regulate their emotions),
emotion regulation skills, dissociation and self-beliefs in
trauma-affected voice hearing populations are modified by
imagery rescripting (e.g. Strachan et al., 2023).

There are four main reasons why imagery rescripting may
be more effective at treating trauma-affected voice hearing



than other trauma-focused therapies (such as PE, EMDR or
cognitive restructuring). In Schema Therapy, the memories to
be rescripted are selected based on their link to a certain
schema or mode being worked on in therapy, making it most
relevant and helpful in treating targeted beliefs or behaviours.
Likewise, in imagery rescripting when delivered as a
standalone therapy for trauma-affected voice hearers, the
memories are selected based on either direct (e.g. the voice
says the exact same things as their perpetrator) or indirect (e.g.
the voice bullies the client, much like the bullies did at school,
but not the same identity or words as the bullies) links to the
voices. This allows the formulation to target and prioritise
addressing the traumatic memories most centrally connected to
the voice hearing experience. Second, imagery rescripting can
target negative schemas/beliefs more directly than say in PE,
as the therapist can take targeted steps to address different
needs and beliefs linked to these schemas. For instance, for
people who have a strong defectiveness and shame schema,
the therapist in the rescript can directly reassure the child that
the abuse was not their fault and shift blame to the perpetrator
when reprimanding them. Third, imagery rescripting
generalises well between similar memories either involving
the same perpetrator(s) in the same location or with the
same/similar underlying schema being targeted. This is
essential for voice hearers, as they typically have very
complex trauma, with many different trauma clusters (e.g. they
may have histories of childhood neglect, family violence,
repeated sexual abuse, and school bullying, and then have
gone on to be in domestically violent relationships in
adulthood), and thus doing a trauma-focused therapy that does
not generalise well would take too long and likely have higher



dropouts. Finally, imagery rescripting also has lower dropouts
than other trauma-focused therapies because it does not always
entail the reliving of the ‘hot’ part of the trauma memory,
which is reported to be the main reason for withdrawing from
trauma-focused therapies as this is often highly distressing and
thus avoided.

How to deliver imagery rescripting
to trauma-affected voice hearers
I will now talk about the protocols developed together with
Arnoud Arntz and Craig Steel (protocols available on request
from the author of this chapter), which were evaluated in our
two naturalistic treatment studies ( Paulik et al., 2019 ;
Strachan et al., 2023a ). As these studies were the first to use
imagery rescripting as a trauma-focused treatment in
transdiagnostic trauma-affected voice hearers, caution must be
taken not to assume these guidelines are the most effective
way to deliver imagery rescripting, and to use clinical
judgment in doing this work. In the following I shall write
about imagery rescripting as a standalone intervention;
however, the approach outlined is, I believe, suitable and
beneficial for use in Schema Therapy for voice hearers, as I
have found in my own application of Schema Therapy in this
area. It is advisable to allow 90 minutes per session when
doing imagery rescripting; however, for stage one (where the
therapist guides the rescript) these sessions often only take 60
minutes, and for many voice hearers 90 minutes may exceed
the limits of their window of attention. It is recommended that
sessions are conducted weekly to biweekly to get the best
outcomes, and to allow 10 to 20 sessions to complete therapy



(depending on the complexity of a person’s mental health and
trauma background). Clinicians should receive formal training
in the delivery of imagery rescripting (this chapter does not
provide enough detail on the basics of imagery rescripting to
replace this) and make use of appropriate supervision when
applying imagery rescripting to voice hearers, given the
complexity of trauma and proneness to dissociation in this
population ( Longden et al., 2012 ; Pilton, Varese, Berry, &
Bucci, 2015 ) – see the end of this section on ways to manage
dissociation.

The assessment should entail a thorough evaluation of their
developmental history, their voices, and their trauma, and the
therapist should ask questions that assist in understanding the
links between the client’s voices and trauma. Van den Berg et
al. (2023) developed a series of questions to ask clients to
explore this:

‘Did the voices first start directly after experiencing one
of these [traumatic] events?’
‘Do the voices sound like or belong to people involved in
any of the events?’
‘Do the voices say things (to or about you) that are
similar to the things that were said (to or about you)
during any of the events?’
‘Do the voices ever say exactly the same things that were
said to you during the events?’
‘Is the way the voices treat you or the way that they
behave similar to the way people treated you during any
of the events?’
‘Do the voices ever say or do things that you fear might
have happened during any of the events?’



‘Do you react to or cope with the voices in a similar way
to how you reacted or coped during any of the events?’
‘Do the voices make you feel similarly to how you felt
during the events?’
‘Do you sometimes say negative things about yourself in
a similar way to how the voices say negative things about
you?’
‘Do you agree with the negative things that the voices say
about you, or believe them to be true?’
‘Are the voices more severe when you feel tense, on
edge, stressed or aroused?’
‘Are the voices more severe when you’re trying to avoid
or when you feel shut-off, numb, blanked out or unreal?’

These can be used to help develop a shared formulation or
understanding of the way the client’s voices relate to their
trauma histories, including their shared links to schemas and
modes if you are doing imagery rescripting in the context of
Schema Therapy.

The first session after assessment and formulation helps set
the stage for therapy, and includes setting goals, discussing
expectations, providing psychoeducation on what imagery
rescripting is and how it works, doing a practice rescript with a
mild to moderately negative childhood memory (although we
did not find this was essential), and developing a hierarchy or
plan of which memories to rescript and roughly in what order.
We help guide the client to make an informed decision about
the latter, by advising them that memories are typically
rescripted in roughly chronological order, and that it is best to
target the memories where the schemas and modes first started
to develop prior to working on memories where the schemas



and/or modes were subsequently strengthened. It is also
advised not to avoid or leave more severe traumas – or
traumas the person is having the most nightmares or
flashbacks of – to the end of therapy, to ensure adequate time
is given to these memories. In addition, these traumatic
memories may be the greatest contributors to the client’s
PTSD symptom severity, so targeting them early on may help
the client to improve more rapidly. Conversely, often it is best
not to work on the most distressing memory in the first
rescript, as the client will already be feeling more anxious than
in subsequent rescripts, and given that they are unsure of the
process in the first session, and experience more anxiety, they
may be more vulnerable to dissociation or panic. It is also
important to prioritise memories that are directly or
thematically linked to their current distressing voices. For
example, Bill grew up with a mother who was overly critical
and punitive, often calling him derogatory names such as
‘lazy,’ ‘pathetic’ and ‘stupid.’ Bill was now hearing a middle-
aged, female voice that frequently calls him ‘stupid,’ which he
found highly distressing. When choosing memories around his
relationship with his mother to rescript, we prioritised
memories where she used the word ‘stupid’ when addressing
him over other equally critical and punitive memories, and
consequently saw an immediate reduction in the frequency
with which the voices called him this (and related) names. One
client, Susan, had heard the voice of her step brother who had
sexually assaulted her in childhood almost continually for over
35 years (a direct relationship between voice and trauma).
After rescripting several instances of sexual abuse, as well as
rescripting memories surrounding the abuse involving her



parents’ treatment of her relative to her step brother, Susan
reported that this voice ‘just left.’

Towards the end of therapy, you can also choose to rescript
memories of the actual trauma of a distressing voice hearing –
or other hallucination modality – episode (e.g. a memory of
hallucinating a lion roaring at them in their living room),
especially if the client is having flashbacks of this memory. In
keeping with the recommendations around how to rescript
adult traumatic memories, we suggest that here the therapist
does not need to enter the image to help get the client’s needs
met but rather have the client and other safe people in their
lives help them to get their needs met (unless the client
specifically feels they need you to assist). The rescript may
include imagining addressing the hallucination in a way that
gets it to dissipate promptly (e.g. being assertive with the
voice, and it responding well to this; or vacuuming up a visual
hallucination like in a scene from Ghostbusters ); coping with
the experience and resulting emotions better; seeking and
getting help from mental health services or others more
promptly and effectively; and finally, ending the image feeling
soothed and safe. Together with Chris Taylor (author of the
chapter in this book on working with paranoia), we have just
completed a case series of imagery-focused CBT for working
with visual hallucinations (with ten participants), which
showed promising results. This approach (which can be
adapted when working with voices in imagery rescripting)
included Arntz’s rescripting technique (as described here, and
see Arntz, 2011 ), combined with Holmes’ approach (where
the client and therapist find the meaning of the vision and then
work to come up with the antithesis of this meaning using



mental imagery; see Hackmann, Bennett-Levy, & Holmes,
2011 ). Meta-cognitive strategies were also used to increase a
sense of control over the image (e.g. by putting the vision onto
a television screen and using a remote control to change the
image).

The rescripting instructions
In our previous treatment trials of imagery rescripting in
trauma-affected voice hearers, we only used stage one of Arntz
and Weertman (1999) ’s procedure, that is, for all memories
the therapist entered the image to help get their client’s needs
met (with the exception of adult memories, where the
procedure is that the client has their needs met by themselves
and/or others in the image). This was chosen primarily
because our initial experiences of doing stages two and three,
especially for clients with a psychotic illness, was that there
was an increase in dissociation and confusion during
rescripting, e.g. jumping between the perspective of their
child-self, their healthy adult-self and even the perspective of
the perpetrator. We think this was likely, in part, because this
client group tends to have very complex childhood trauma
histories and thus very under-developed healthy adult modes,
so more modelling is required of how to identify and meet
their needs. While I would recommend clinicians use their
clinical judgement as to whether or not they proceed to stages
two and three of imagery rescripting with this client group, I
would advise that they spend more sessions initially in stage
one than when working with clients with less complex trauma
presentations.



The instructions our therapists used were to proceed as
follows. At the start of each session, after discussing how the
client’s week was, allow time for clients to reflect on the
rescript in the last sessions, including what they liked and
didn’t like, or what bits were triggering or did not feel natural.
This information can be useful to shape the next rescript.
Following this, select the memory to rescript that session. If
you have set up a list of memories to rescript in the first or
second session, then this will likely not be a difficult task.
However, if the client is having difficulty identifying a
significant memory to rescript, the therapist can get the client
to use a recent event of hearing distressing voices as an
emotional bridge to help select which memory to rescript in
that session. When doing this, get the client to close their eyes
and recall a time in the past week when they felt distressed by
their voices. Use the first part of the rescripting procedure to
help them reconnect to that memory (e.g. where they were,
what they could see, hear, etc.), and recall what the voices
were saying and how they were feeling. Once they are
reconnected emotionally to that memory, encourage them to sit
with their discomfort for a few moments until an adverse
childhood memory arises. Ideally, once the memory arises,
commence the rescript (eyes to remain closed throughout the
process if they feel comfortable to do so), rather than bringing
them back to the room and discussing it first. This allows them
to stay connected to the associated beliefs and feelings.

When a memory has been chosen from the hierarchy,
discuss the memory and some aspects of the rescript with the
client prior to commencing. In this discussion, explore the
links to their voices, and their schemas and/or modes being



worked on if doing imagery rescripting in the context of
Schema Therapy. Even if not doing the rescript as part of
Schema Therapy, it is still helpful to ask clients ‘what was the
belief about yourself that started to develop from this
memory?’ (or ‘how did this [memory] make you feel about
yourself?’), and ‘what was the belief about others that started
to develop from this memory?’ (or ‘how did this [memory]
make you feel about the people around you?’). This will help
you better understand the unmet needs of the client, and to
guide you around the language to be used when addressing the
child image of the client and others in the rescript. For
instance, for a client that believes the memory is an example
of them being a ‘failure,’ the therapist can explicitly tell the
child in the image that they are not a failure, and that all
children make mistakes, especially in their given context, and
then reprimand the parent/caregiver/other for speaking to the
child in a way that fosters this feeling or belief (shifting the
blame). By asking the client to rate their chosen belief 0–10
before the rescript and again the following week, we can track
changes in belief conviction and gauge whether the client is
ready to move onto targeting a different belief/schema.

For clients who are dissociation prone (which is many, if not
most, voice hearers), it is advisable to discuss with the client
where in the memory the therapist will enter (though if the
client is clearly getting distressed or starting to dissociate early
in the memory, always offer to enter earlier than planned) and
agree to the first few things that will happen in the rescript
(e.g. that you will enter the image with three police officers,
and then you will go to the child and assure them that they are
safe while the police officers arrest the perpetrator, etc.). This



helps to reduce anxiety (a primary trigger of dissociation) as
the client knows what to expect. Choose the steps of the
rescript together with the client, asking them what they think
their child self would have needed. As many clients with
complex trauma often have an underdeveloped healthy adult
mode, you may need to make suggestions around the initial
steps of making sure the child is safe, de-shaming and
reassuring the child, and reprimanding the perpetrator. These
steps can be modified in the rescript based on feedback from
the client around their needs once connected to their child self.
Once the initial steps have been decided upon, you are ready
to commence the rescript.

The stages of the rescript are: (1) connect the client to the
initial part of the memory by asking where they are, what they
can see, hear, smell, feel, etc.; (2) play out the first part of the
memory (from first person, present tense perspective, as in the
transcript example below); (3) the therapist enters the image at
the point where the child (client) is starting to feel unsafe or
upset but ideally before the child is hurt. You then describe to
the client what you are doing and saying to make them safe
and have their needs met, checking other relevant needs by
asking the client questions such as ‘what else you do need?’
and encouraging them to envisage the needs being met (‘OK,
make that happen…,’ ‘what is happening now?,’ ‘how is
mum/dad/other responding?’ etc.); (4) continue the rescript
until all needs have been met. In the final stage of the rescript,
ensure the child is starting to feel calm and soothed. To
achieve this, you may need to guide the child through two
minutes of slow breathing in the image (and actually have the
client do this) and have the child (together with safe other(s))



engage in soothing and/or happy activities (e.g. cuddling a pet,
watching a movie or eating their favourite meal with the
family, playing games with a sibling, or going to the park or
the beach). For a more detailed description of the imagery
rescripting procedure, see Arntz (2011) .

Case illustration and transcript
This client is an amalgamation of two different clients to
ensure confidentiality.

Vanessa was a 34-year-old Caucasian cis-female who
presented for therapy around her distressing voices in the
context of complex PTSD and borderline personality disorder
(BPD) with psychotic features. She had been hearing three
distinct voices and one group of voices since the age of 7
(though the group only commenced at age 16), around three
months after her stepfather started sexually assaulting her at
night. The abuse lasted almost two years, and it ended because
her mum left her partner following a ‘terrible fight’ which
‘landed Mum in hospital.’ Vanessa also experienced moderate
emotional neglect and occasional verbal abuse from her
mother, school bullying in early high school and had been in a
four-year domestically violent relationship in adulthood. She
had been single over the past eight years due to difficulties
trusting others (and herself). She heard the voice of her mother
(which often said similar hurtful and critical things as her
mother had said, such as ‘you stupid, stupid girl’), an unknown
male voice (which often said sexual and abusive things to her
which were similar to things that her stepfather used to say)
and the voice of her deceased grandmother (which was
supportive and reassuring, but would only appear when she



was highly distressed). She reported that the group of voices
sounded much like the girls who bullied her in high school,
and they spoke together to either bully her directly (calling her
hurtful names, as the girls did in high school) or to say nasty
things about her to each other. The group of voices were often
triggered by her social anxiety.

Following assessment, I explored with her the links between
her past trauma and her voices (including their content,
identity, beliefs about them, evoked emotions and her pattern
of behavioural responding). We then proceeded to prepare for
imagery rescripting, developing a hierarchy of memories to
rescript, choosing to work on trauma ‘clusters’ in
chronological order (e.g. memories pertaining to her mother
first, then the sexual and physical abuse by her stepfather, then
school bullying, then the abusive adult relationship), and chose
a few key memories to work on in the first cluster – which
were most strongly linked to her ‘mother voice,’ and which
she was having the most intrusive memories of – before the
first rescripting session.

In the first rescripting session, Vanessa chose to rescript a
memory at age four where her mother had yelled at her ‘you
stupid, stupid girl’ after she had spilled her cereal on the
couch. We started by discussing her beliefs around this
memory (‘I am stupid’ and ‘others will judge me harshly,’
both which were linked to her failure schema), her unmet
needs and steps we could take in the rescript to correct these.
Below is the transcript from this first rescript:

Therapist [Th]:



OK Vanessa, I am going to get you to now close your
eyes and go back to being four-year-old you, sitting on
the couch eating your cereal. [pause]. Are you there?

Client [C]:

Yes.

Th:

Good. Take a look around the room and tell me what
you can see.

C:

I can see the TV in front of me. The couch I am sitting
on – which is brown leather. The windows to my right.
The hallway off to my left. The kitchen bench behind
me.

Th:

What can you hear around you?

C:

Umm, I can hear the TV going. Cartoons I think. And
the sound of my mum entering the kitchen.

Th:

What are you feeling?

C:

I’m feeling OK. Enjoying watching my morning
cartoons.

Th:

What’s happening now?

C:



I’m laughing at my TV show. I’m not paying attention
to my cereal, and then it spills in my lap and all over
the couch, right as Mum enters the room.

Th:

What’s happening now?

C:

She stares hard at me. I know she is mad by the look
on her face. She yells at me ‘you stupid, stupid girl!!’

Th:

How do you feel?

C:

I feel scared, and a bit sad

Th:

Where do you feel this in your body?

C:

Mostly in my chest. It’s tight. And my heart is racing.

TH:

Are you ready for me to enter the rescript?

C:

Yes.

Th:

OK, I want you to see me walk into the room from the
hallway. I’m standing between you and Mum – can
you see me?

C:

Yes.



Th:

Good. I turn to you and crouch down next to the couch
and say to you ‘oops, it looks like you’ve had an
accident.’ I am now mopping up the spill with a towel,
and I say ‘I often spill things too when I’m laughing at
funny cartoons. It’s not a big deal, it happens to all of
us. You are not a stupid girl. You are a smart, curious
and kind little girl, and one that likes to laugh at
cartoons. I really like that about you. I’m sorry that
Mum yelled at you. That’s not OK. It was just a
mistake. I’m going to talk to Mum and help see that
she doesn’t get so cross next time, is that OK?’

C:

OK.

Th:

I now turn to Mum and say ‘Elenore, you cannot yell at
your child like that. Vanessa is only four years old. She
is just a small child. How can she be expected to eat a
messy meal like cereal on the couch and not have an
accident? Accidents happen. It does not make her
stupid. Making her feel like there is something wrong
with her – that she is stupid or not good enough – just
because she has a small accident is not OK. She is a
wonderful little child. She needs you to help her with
things, like breakfast, as she is still little. She also
needs patience from you, as children learn through trial
and error. I’m not going to let you keep treating
Vanessa this way.’How is Mum responding to me?
How do you need her to be responding to me?

C:



She is looking ashamed.

Th:

Yes, I can see she is struggling to make eye contact. I
add ‘Elenore, I can assist you to get help with your
anger management and parenting skills, but you have
to want to do better, for Vanessa.’ I can see she is
nodding her head. Do you want her to apologise to
you?

C:

Umm, yes, but I’m not sure she would.

Th:

OK, you tell me what she is doing and saying now.

C:

She is coming over to me and takes the bowl and
places it on the coffee table. She says ‘sorry, I
shouldn’t have yelled at you. We all make mistakes.
Next time I will help you eat breakfast in the kitchen,
at the table.’

Th:

Good. How does that feel?

C:

Strange, but good.

Th:

What else do you need?

C:

I think I want Mum to give me a hug.

Th:



OK, make it happen. [pause] What’s happening?

C:

She sits next to me on the couch and puts her arms
around me.

Th:

Can you feel your head against her chest?

C:

Yes, it feels nice.

Th:

What else do you need?

C:

I want to know that Mum will stop yelling at me and
that I’m not alone.

Th:

OK, so I come sit on your other side, and I take a
mobile phone from my pocket. What colour is it?

C:

It’s pink.

Th:

I put the pink phone in your hand and I say ‘this is for
you. You see this number 1 button? When you press
this I will come instantly. You can press this any time
Mum is not keeping up her word and is getting cross
with you. Or really any time you feel scared, unsafe or
lonely. I will be here to protect you and to make sure
that Mum is learning how to be the mum that you need
her to be. How does that feel?



C:

Yeah, good.

Th:

What else do you need?

C:

I think I just want Mum to do something with me,
maybe take me to the park.

Th:

OK, make that happen. [pause] What’s happening
now?

C:

Mum suggests that we go across the road to the park,
which I have been bugging her about for ages now.

Th:

What’s happening now?

C:

Mum is leading the way through the living room,
towards the front door. She puts a hat on my head and
we start walking towards the park.

Th:

What’s happening now?

C:

We arrive and I run up to the swings and ask Mum to
push me on them. She helps me onto it and then starts
to push.

Th:

Can you feel the cool air against your skin?



C:

Yes, it feels lovely.

Th:

How do you feel?

C:

Happy. Safe.

Th:

Is there anything else you need?

C:

No, I think that’s it.

Th:

OK, I’m going to get you then to slowly expand your
awareness to become aware of your body sitting in the
therapy chair. [pause] Now expand your awareness to
become aware of the sounds around us. [pause]. When
you’re ready, open your eyes and look around the
therapy room, noticing all the colours, shapes and
objects around us. [pause]. How did you go with that?

C:

It felt really strange to have Mum accept some
responsibility for the way she treated me. Strange, but
in a good way. I always believed she treated like that
because there was something wrong with me, like I
wasn’t good enough, or just ‘bad.’ Maybe that wasn’t
the case.

Th:

Yeah, it’s interesting how during a rescript we see
things more clearly, like a bystander might, but we are



also able to emotionally connect to it, not just on a
cognitive level.

C:

Yeah, that’s how it felt.

Managing dissociation
Voice hearing itself has been conceptualised as a dissociative
experience (e.g. Longden et al., 2012 ). With this in mind, it is
perhaps not surprising that trauma-affected voice hearers are
prone to various forms of dissociation, including experiences
of depersonalisation, derealisation, dissociative amnesia,
identity confusion and identity alteration ( Pilton et al., 2015 ).
In our clinical case series, we found that clients who more
frequently dissociated during a rescript took a greater number
of sessions before starting to report symptom reduction than
those who did not dissociate. They were, however, able to
reach the same level of symptom reduction by session ten (
Paulik, Newman-Taylor, Steel, & Arntz, 2022 ). The most
common types of dissociation we saw in our case series were
flashbacks, going into a dissociative-like trance (where the
client became non-responsive to the therapist), losing
connection to the image being described by the therapist, and
the imagery starting to change of its own accord (like their
imagination was getting away from them) and becoming
emotionally disconnected from the image. It is better to
prevent an episode of dissociation than to have to bring
someone back from dissociation. However, if the client does
dissociate, it is best to try bringing them back to the image and
continuing the rescript rather than getting them to stop the
rescript and open their eyes, as the latter is likely to result in a



higher level of distress associated with the disturbing memory.
Below are some recommendations for preventing and reducing
dissociation during an imagery rescript in voice hearers for
those individuals who are particularly dissociation prone (see
Paulik et al., 2022 , for more information on managing
dissociation in this clinical group):

Discuss the first few steps of the rescript before
commencing (i.e. roughly when in the memory you will
start the rescript and what will happen in the first few
steps of the rescript) to help reduce anxiety and, thus,
dissociation.
Reduce anxiety prior to commencing the rescript by using
slow breathing or safe place imagery immediately prior to
starting the rescript.
Progress through the memory more quickly than one
might for other clients (e.g. not ask as many sensory
grounding questions at the commencement and have them
describe each action taking place in less detail), and have
the rescript commence earlier in the memory. Conversely,
if a client is emotionally detached from the image, spend
longer in the original memory, and ask them questions
which heighten emotions (e.g. ‘what are you feeling?
Where do you feel this in your body?’).
It is helpful if the therapist leads most of the rescript (at
least for the first few significant steps to get the client
safe and comforted) and to ensure that the client is
present in the image by continually asking them to
describe what is happening (e.g. ‘the police are now
forcing him to the ground. Describe to me what’s
happening now…’).



Therapist and client each hold one end of a scarf and the
therapist tugs on it if the client goes silent and the client
is asked to respond by tugging back. This also reminds
the client they are in the therapy room with the therapist
where they are safe.
Use sensory items (e.g. Tiger Balm, fidget cube) to help
ground the client during the rescript if needed.
If the client begins to dissociate during the rescript,
assure them they are safe by saying ‘you are safe with me
here in the therapy room, this image cannot hurt you and
there is no need to dissociate. Come back to the image
now…’
If needed, ask the client to open their eyes and focus on
present stimuli (grounding; looking at a specific object
and asking the person to then describe it), then start again
or resume where you left off.

Delivering imagery rescripting via
telehealth
Imagery rescripting can also be safely delivered via telehealth.
Our recent study showed no differences in outcomes between
voice hearers who underwent imagery rescripting face-to-face
or via telehealth during COVID-19 ( Paulik et al., 2021 ). To
proceed with imagery rescripting via telehealth, however,
clients need both real and perceived safety and privacy. Some
of the modifications to the protocols include ensuring the
client has set up a space that feels safe, comfortable and
without distractions; has grounding items on hand; has
requested that others in the house do not disturb them during
sessions; has a full battery (or device on charge) and strong



internet connection; has a back-up plan in case the device
disconnects (e.g. that the therapist will call the client on the
phone to continue the rescript if the internet connection fails);
and has a plan to separate their therapy session from the rest of
their day (e.g. to pack up all therapy-related items after the
session and then do an activity elsewhere).

Conclusion
Imagery rescripting can be a powerful experiential tool when
working on memories to help shift associated schemas, modes
or voices within Schema Therapy, or as a stand-alone
treatment for voices and processing of underlying trauma and
associated post-traumatic symptomatology. As reviewed here,
some modifications to the protocols are needed when working
with trauma-affected voice hearers, especially given their
proneness to dissociation, and their often under-developed
healthy adult mode due to complex childhood trauma.
Selecting memories that are directly or thematically linked to
the client’s voices is also likely to get the best outcomes with
regards to shifts in their voice severity, distress and content.
The majority of the clients who did imagery rescripting at our
service reported significant improvements in their PTSD
symptoms, and often dramatic reductions in their voices’
severity (frequency and intensity) and distress. While there are
now several published evaluations, and reported clinical work,
further research is still needed, and we hope that next steps
will include randomised controlled trials.
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Chapter 8
Psychosis and Schema
Therapy
DOI: 10.4324/9781003350583-8

This chapter will explore how Schema Therapy can be applied
in working with clients experiencing psychosis, in particular
those suffering from delusions and delusion related
experiences. We propose that modes that express states such as
self-attack or fear might amplify feelings of persecution or
defectiveness; a core aim in therapy is to help the person to
develop a new relation to these states by accessing and
augmenting a realistic and caring self. The first section looks
at assessment and the planning of sequences of work, on
developing formulations, borrowing from other relevant
therapies and an outline of the basic approach. The latter half
of the chapter gives a series of detailed case studies illustrating
how to work with modes in these contexts.

Assessment and planning of phases
of therapy
Schema Therapy is complex and is not usually recommended
as the first line therapy for psychosis; in general it would seem
better that Schema Therapy is considered once other more
specific therapies, for example, a version of cognitive
behaviour therapy for delusions or voices, has been attempted
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or completed. It is also essential that either before Schema
Therapy, or in its own initial stages there has been a phase of
stabilisation with the aim of building the client’s capacity to
cope with challenges and to establish a sense of safety.

Which clients are suitable for Schema Therapy? In general,
clients are suitable who have shown a capacity to focus and
engage in a regular therapy and are willing to explore and
work on emotions and social issues. Schema Therapy is also
indicated if the client wishes to explore the influence of the
past, or at least acknowledge some possible relevance. It is not
a barrier to therapy if the client has active delusions or voices,
or feels depressed or anxious. This is the case even where the
client is, for example, utterly convinced that they are under the
surveillance of a persecutor; if the client wants to work on
feelings, and to attempt to make social changes, then there is
sufficient ground to explore. It is assumed that working on
core fears and extreme mode states can have an effect both on
daily living but also the tenacity and extent of delusions and
voices.

In general the sequence of work involves the following
phases: first, a basic therapy including methods of
stabilisation, particularly if it is thought that the work will
need to address memories of trauma. Second, the focus can
move to working with schemas and modes. In the final phase,
the foundational work can be extended to wider issues in the
client’s life, such as work, education and a range of
relationships, as the client takes on greater autonomy and
nears readiness to end therapy.

Once an agreement has been reached to carry out a version
of Schema Therapy, further assessment is required,



particularly to conceptualise schemas and modes; here it is
informative to use the schema and mode questionnaires and
other methods as described in Chapter 5 . Over time a
formulation is developed: this, at a minimum, should include a
basic map of the client’s modes and how these relate to their
current problems, symptoms and history.

Formulation
In putting together a formulation using modes and schemas,
information is collected from the questionnaires but also
directly from the client and from observations made in the
sessions. The formulation normally consists of listing the main
relevant modes, preferably using words or expressions which
the client has suggested themselves. In conventional Schema
Therapy, everything is typically brought together in one
written formulation, which might include a diagram listing the
states, their origin, and how they relate to and illuminate the
specific problems. This is shared with the client early in
therapy. Our preference for schema work with psychosis,
however, is to move towards these understandings in slow and
small steps. Typically, a small and specific selection of
relevant modes is presented to the client and discussed; it may
then be appropriate to enquire about links, for example
between the feelings of a vulnerable child self and current
experiences of terror in public. The extent to which one might
do this depends on the degree of willingness of clients to
consider these connections, even if they still believe that their
fear is caused by the actions of real persecuting entities outside
themselves.



With some clients it is possible to maintain two areas of
discourse, in which one explores meanings within a delusional
system, while the other addresses how the person’s feelings
can be linked to the experience of modes. For example, one
might discuss with the client their experience of others in a
work setting thinking terrible thoughts about them, but then in
another session link the person’s patterns of distress to
reminders of earlier times when they were attacked at school.
It is not necessary to point out the parallels between these two
topic areas, and in fact it is often better to let the client begin
to consider these possibilities in their own time and in their
own words. The formulation is revisited each time specific
problematic situations and coping are discussed. Discussion of
the formulation, whether making connections with the distant
past or recent emotions, is a linchpin of the work and
repeatedly returned to. Examples of formulations will be given
in the case studies to follow.

The basic elements of the approach
Having finished an initial exploration of the client’s different
modes and reached an agreement on which seem to be the
most frequent and distressing, the work can move towards
exploring the most relevant modes. A very small number of
modes, even just one, might be the most important in early
stages; over time, a wider range of mode states are usually
addressed. A feature of Schema Therapy is the scope to
specify a range of areas to work on, which can then be looked
at flexibly, according to how they manifest in the life of the
person. For most, if not all clients, vulnerable child modes are
the single most important area of focus. This can include



discussion, imagery, chair work; all of these being carried out
in order to give care and compassion, and to consider what the
child might have needed and should have received from caring
adults in the past. The development and maintenance of a
strong and supportive therapeutic relationship is a key priority
throughout sessions.

In addition to the sort of work carried out with the
vulnerable child, specific approaches can be needed for each
mode. For example, if a client is very detached, then
exploration is warranted of why this occurs, its function and
any negative consequences; following this, methods might be
developed to try moving out of detachment. For angry modes,
there may be a focus on expression of the feeling, and how this
can be constructively employed in a client’s life. To address
frequent occurrences of a demanding or critical mode, the
therapist might explore the origin of such criticism or
demands, and then aim to help the client to renegotiate their
relationship with these parts, such that they no longer
dominate or terrify the client; instead they may even find
constructive expression for desires such as self-improvement.
As in all Schema Therapy, the aim is to help the person to
build a more confident, caring, and reasonable adult self.

Components in common with
related therapies
The following case studies illustrate applying Schema Therapy
flexibly, modifying and simplifying as appropriate, in working
with people experiencing psychosis. Within the framework of
Schema Therapy the case illustrations will also include



compatible questions and ideas taken from Internal Family
Systems (IFS; Schwartz, 1995 ) and Sensorimotor Therapy (
Fisher, 2017 ). Rather than seeking to present one pure applied
model, ideas have cross-pollinated here and elsewhere which
we believe to be compatible and mutually beneficial. Briedis
and Startup (2020) , for example, have illustrated how Schema
Therapy can be combined in various ways with sensorimotor
work, particularly when trauma is a focus. As summarised in
Chapter 4 , Schema Therapy, IFS and sensorimotor therapy all
offer overlapping but somewhat different conceptualisations of
parts of the self that can in fact complement each other.

Since its original conception, Schema Therapy has aimed to
form an integrative framework, and the illustrations in this
chapter continue in that spirit. As stated, it is also assumed in
this book that specific use of Schema Therapy is often
preceded by therapies such as CBT or solution orientated
therapies. The following case illustrations are composites of
several cases and have been altered for anonymity.

Case illustrations
Carl
Carl was diagnosed with a schizoaffective disorder and
obsessive-compulsive disorder (OCD): he held a series of
delusional beliefs that people were following him, and for a
period he believed that an East European gang had put him
under surveillance, placing a camera outside his house. He
feared that they might kidnap him to extract money or rights to
his house. Carl had also had OCD rituals which in fact
incapacitated him from carrying on with everyday living.



These included specific ways of breathing, as well as
repetitive mental rituals to ward off danger. When starting
therapy, he was stable in the community and had already
received a treatment of CBT for his OCD, whose impact was
reduced, though some rituals were still present. He scored very
highly on measures of anxiety and depression.

Carl was living alone, although he often visited his mother
and two sisters; his father had died several years earlier. The
family history was complex: he expressed clear affection for
his mother and father, but growing up had been extremely
difficult. There was no suggestion of physical or sexual abuse;
however, the effects of his father’s drug addictions were such
that Carl was often put in dangerous situations that were
traumatic or emotionally neglectful.

The therapy consisted of several phases: we began by
looking at his current life circumstances using narrative CBT,
in this case focusing on his immediate goals such as exercise
and looking for work; exploring exceptions to his problems,
particularly in how he coped with his OCD symptoms, and
building on these methods. He was encouraged to report his
daily experiences in the form of metaphors on a record sheet,
the aim here being to allow him to begin a more articulate
expression of emotions, something he found very difficult (
Rhodes & Jakes, 2009 ). We also carried out cognitive work,
recording some negative thoughts and considering alternatives,
both in session and at home; this work was not about
delusions, but concerned everyday negative thinking of a
depressive and anxious nature. After the narrative CBT, we
began schema-focused therapy: in the following we will
illustrate key areas of this process.



Formulation

Several of Carl’s schemas concerned social connection:
namely, emotional deprivation, mistrust, and abuse and
abandonment; there were also schemas concerning self-
sacrifice, emotional inhibition, unrelenting standards and
negativity. This pattern captured well his extreme sense of
responsibility for others and his difficult relationships. On the
mode scale, he scored very highly for demanding parent,
detached protector and detached self-soother but also for
modes of angry, enraged and vulnerable child. In terms of
expressed thoughts or beliefs, very few were direct attacks on
himself; however, many concerned the perceived negative
behaviour of others, such as being let down, taken advantage
of and being mocked by someone. His patterns of schemas
matched very well his presentation of someone who was
distant with others, held back from expression of emotion, felt
under great pressure to look after others and who reported
often having to struggle with feelings of intense anger when he
perceived that he was being slighted.

A basic formulation was as follows: while having been
loved and cared for, Carl also experienced extreme instability,
a lack of support from his mother and father, and in addition
he was exposed to neglect and situations of danger. To cope
with such an environment, he developed a profound
detachment from his emotions and also from others; to deal
with feelings of danger, he developed an attitude that he was
responsible for looking after his family. Carl sensed within
himself deep fear but also anger at his mistreatment: these two
powerful emotions were usually ignored and not expressed.
Under extreme circumstances such as the death of this father,



he tried to fight off the sense of danger by engaging in ever
more elaborate thought rituals aimed at preventing harm to his
family. A sense of permanent threat fostered a perception of
attack and danger from others, and as he broke down these
became increasingly persecutory. His delusions symbolised
threats from terrible forces outside himself, that is, of
‘demons’ and ‘government forces.’

Relation to his parents and expressing needs

We explored Carl’s relationship with his father and mother
following Young et al. (2003) . He expressed a mixture of
affection, good memories but also great difficulties. He
remembered distressing incidents during childhood, and we
were able to address these memories using dialogue and
imagery. One was of a time when he could not sleep and went
downstairs; his father was lying on the floor unconscious with
a needle at his side. Carl had felt panic but also worried that
his father would disapprove of his son seeing him in this state.
In imagery, Carl was encouraged to express his feelings and
needs to his father: he said that he wished his father would
stop doing drugs, so that they could be a normal family, and
added that he was not looking after everyone properly, and
was making everyone scared. Prompted as to whether he felt
any anger towards his father, Carl asked further: ‘why do they
have to go through this?’ adding that it was not fair. The
imagery was extended until the father was awake and Carl
asked: ‘why do you need drugs?’ He expected that his father
would eventually say to the young Carl that he should go to
bed but would also be angry with himself. Carl recalled happy
memories of his father, and he said poignantly: ‘he was half a
normal father.’ The perspective taking in the imagery sought



to allow traumatic memories to be viewed from a caring adult
perspective, and to encourage compassion and warmth to be
expressed towards the younger Carl experiencing difficulties.

Demanding mode and guilt

Carl spent a great deal of time trying to do things for his
family, and often this led to conflict when others were not
appreciative of his efforts or were critical. As we explored
many of his thoughts and actions, it was clear to him that he
had a demanding mode linked to a strong feeling of guilt.
When asked to focus on this feeling of guilt, he said that he
felt he was letting his family down, and that if he didn’t look
after them, he would be a ‘sell-out’ and very ‘low and selfish.’
Asked if he could form an image of what the demanding mode
would look like, he said that it would be a strong leader but
stern and cold; he explained that he felt intimidated by it.
While investigating the origins of this mode, we used imagery
to revisit a memory involving his father. Carl had been trying
to get various members of the family to do things; at this point
his father said ‘you’re the reason this family is in a mess…
you’re the problem.’ Viewing this interaction from an adult
perspective allowed a consideration of how events could have
unfolded otherwise, what could have been said to his father,
and provided an opportunity for Carl to re-evaluate the sense
of blame and guilt that had been induced by it.

Schema Therapy recommends exploring the benefits and
drawbacks of modes where these have negative effects or
create blocks to recovery ( Arntz & Jacob, 2013 ). When Carl
was asked about the advantages of the demanding part, he said
that it encouraged him to be strong, organised, more ambitious
and motivated. Regarding the negatives, he said that it was



stressful, time consuming, tiring, that it ended up making him
feel bitter and resentful, and sometimes even led to him being
unappreciated and ‘mocked’ by others. He identified specific
problems it created; for example, he had spent far too much
time tidying his room recently.

We set up a dialogue using imagery with the mode: Carl
was able to ask what it does and why, and what would satisfy
it; a key feature was to negotiate with the demanding part to
see if it could become less severe. The demanding mode first
stated that it wanted everything to be ‘perfect,’ but when asked
to spell this out, suggested simple things like the family having
security. It was thus possible to find common aims and to
agree to try an adjusted role of being protective and
encouraging. From this point Carl was able to be more aware
of his demanding part and to try slightly different approaches
towards others.

Detached mode and anger

When asked for an image of the part of him that was detached,
Carl said: it would be ‘blue ice’ or like an ‘ice sculpture’ or
‘ice man’: he could see through it, and this part was not
interested in anything. When asked what he felt towards it he
said ‘empty:’ he added that the detached part was hollow, not
in the room, floating and sometimes daydreaming. It stopped
him being comfortable when given hugs by his family. For
positives, he said it made him stronger and allowed him not to
worry about the welfare of others. He thought the detached
part was protecting him from fear, and in dialogue when asked
about its role at first it said: ‘I am you,’ ‘don’t play games with
me,’ and ‘don’t wake the demons.’ To ‘what do you fear



most?’ it said that if his anger was unleashed, it would hurt
others.

Carl, however, wanted to proceed to work with anger in
spite of the above. Several precautions were taken, for
example, keeping whatever imagery appeared at some
distance. He saw an image of an angry child in a sort of
underground basement. Carl stated: the detached part is the
guard in the corridor, and ‘even I’m not allowed to go see the
child in the basement.’ He spontaneously added that the angry
child had changed and had been thinking more over the years.
In the next session, we discussed the meanings of this image;
Carl suggested that most of his anger was aimed towards his
father, and sometimes at other families who had an easy life.
Additional work on anger concerned racist insults that a boy at
school had made about his ethnic background: imagery
allowed Carl to identify and express what he would now like
to say to that boy, thus facilitating a practice of expressing
anger and standing up for himself. We also negotiated another
new role for anger: in directing energy towards starting a
business.

Direct work with the fearful child

In the later stages of therapy, we were able to address the
fearful child part of Carl more directly. When asked what the
fearful part might look like, he said a six-year-old child ‘in a
corner.’ Towards this child he felt sorry and wanted to help
him. Carl asked the child what he was afraid of to which he
replied ‘being alone.’ He then had a memory of the time he
and his father were arrested and Carl was put in a cell by
himself. In the image he comforted the child, although he did
find doing this difficult. It is interesting to note how a similar



image of a cell was used here for fear and also previously
when considering anger.

Imagery was also used to address a memory regarding a
drug dealer visiting the house when his father was not here;
this man demanded money but took the video player instead.
In imagery, the child was at first angry, but on investigating
what the younger Carl needed to stop the fear, the child was
moved to sit on a new settee playing a computer game. Carl
was able to tell his younger self: ‘don’t worry, those days are
over.’

Outcomes

Over the course of therapy, Carl’s rituals diminished until they
no longer posed a practical problem, and they only occurred
for a few seconds now and then. He eventually hardly
mentioned his former delusions, which were now of no
particular concern, and in fact appeared to have softened into
realistic beliefs, such as that there might be criminal gangs in
the area. In the first months of therapy, various scores
suggested very high levels of clinical anxiety and moderate
depression. In the last three assessments, Carl scored as not
depressed and just on the border between mild and moderate
anxiety. He reported functioning well and feeling better,
stating that he thought it was now time for him to really try to
find the sort of employment that he had always wanted to do.

Of course, there were many other more subtle changes, such
as being able to shift focus from problems connected with the
modes of being demanding and detached, over to an
expression of a range of emotions in general. Carl was also
able to re-evaluate issues relating to feelings of guilt,



appraising the causes in his childhood; importantly, he was
also able to approach his experiences of anger without being
overwhelmed and to realise that this emotion did not have to
be out of control or totally destructive. A year later, he had
maintained these various gains.

James
James was in his early twenties, and had been diagnosed with
psychosis after being brought to hospital, due to his family’s
concerns about him behaving erratically and shouting at night.
He had been withdrawn and low in mood for some time and
had become increasingly preoccupied with beliefs that people
on the street were mocking him and intended to attack him.
James stopped attending university and almost never left his
room. He said that he heard his family members belittling him
and plotting against him, although they denied this, and while
in hospital he perceived other patients and staff as ‘actors’
playing roles. He was deeply distrustful of others’ intentions
and felt somehow someone was ‘pulling the strings.’ He was
willing to engage in therapy to try to cope with stress and feel
better about himself, although his beliefs about persecution
were held with complete certainty.

Sessions initially focused on understanding James’ current
experiences, and a brief history of his perceptions, feelings and
coping responses. The next phase used ideas from narrative
CBT ( Rhodes & Jakes, 2009 ) for the purpose of stabilisation,
in particular, encouraging ways of coping with stress and
emotional difficulties but also any relevant practical and social
issues. James already had ways of coping, including exercise
and housework; he was encouraged to return to these



constructive activities and to consider re-starting his studies
with appropriate support and adjustments put in place.

After the stabilisation phase, we built a shared
understanding of the factors contributing to James’
breakdown. These included stress and a lack of sleep, seeming
to hear his name being whispered, an increasing conviction
that people knew about the sexual content he had looked at
online and were mocking him at university and on the street.
As James attempted to hide from the world and gave up his
course, the social isolation and lack of routine had allowed the
persecutory worries to take over completely.

Assessing and understanding modes

After a few sessions when James felt a bit better able to cope,
we introduced the idea of modes of self in a normalised
fashion, noting that we all have different states in different
circumstances, and discussing some everyday examples. He
completed the schema and mode questionnaires and spoke
about what he thought his potential states of self were. The
questionnaire scores, clinical observations and subjective
descriptions were combined to inform a case
conceptualisation. Recent examples from James’ life also
indicated some active modes; for example, he described
tolerating a recent trip to the supermarket with great distress,
reporting very strong feelings of unease and a sense that others
were aware of him, in fact, could ‘see through’ him, and what
they saw was someone ‘weird.’ This mode of being
conspicuous and ‘weird’ would recur at times of being in
public. In terms of schema and mode questionnaires the most
relevant schemas were emotional deprivation, mistrust/abuse,
subjugation, negativity/pessimism and punitiveness. The main



modes were: vulnerable child, enraged child, compliance,
detached protector and punitive parent; in addition his scores
for contented child and health adult were very negative.

Mapping the modes and accessing a child image

We returned to the idea of different states of the self as a
foundation for the first piece of imagery work. James closed
his eyes and imagined a peaceful garden. He was asked if any
part of him felt threatened by this process and, particularly,
any image of himself as a child. He reported that he felt fine
but that it was as if part of him was at that very moment hiding
and listening. When asked again to try to imagine a younger
self in a safe or positive situation the image he generated was
of someone about eight years old who was content and just
watching. Having achieved that, and checking if he felt he
could proceed, we then considered any image of a young self
not feeling content; he was able to generate an image of a
child in anger, who did not trust, and who was scared. As we
proceeded, however, it seemed that James had begun to ‘fuse’
with the young self, that is, was seeing things through the eyes
of the child and experiencing the situation as if the child. He
was prompted to step back and see the child from the outside,
that is, the third person perspective. He was then able to see
the child playing at a distance. James and the therapist were
then able to express care and give reassurance to the child
image, saying that we would return.

After the imagery, James recalled a time he had got into
trouble for damaging a neighbour’s trees, breaking some
branches on purpose to make swords. He had been made to
apologise, feeling full of shame at the time. It is important to
note that he was not being asked to give details of any trauma



in this phase; memories were occurring spontaneously and
were discussed briefly. If he had gone into further details, or
had become distressed, the therapist would have suggested
stopping and returning to the immediate, noting, however, that
we could return to these topics later if needed.

In the next session James reported having had a good week,
with no negative effects from the imagery work, and he
expressed an interest in doing more and returning to the child
image. We went on to list all the different states that he could
recognise in himself. He linked the image of feeling ‘small and
weird’ with what he had felt when he had been shouted at and
insulted by his father, explaining that this state felt ‘stupid,’
‘inferior’ and that it made him feel ‘dull.’ James’ mode list
included a contented child state, fearful, feeling ugly and
strange, impulsive, angry and critical. Most of these had a
clear equivalent on the mode questionnaire; however, the
questionnaire scores also indicated features he had not
described, namely detachment and compliance. From clinical
observation, we believe these are often not reported
spontaneously by clients.

Working with paranoia and the modes of vulnerable
child and critic

The therapy went on to directly address the key modes of
vulnerable child, punitive parent and compliant surrender.
Interspersed with imagery and chair work were reflections
connecting the modes with events in James’ earlier life; in
general, the direction was to help him move away from a
negative and damning set of ideas, experiences or
interpretations of himself and of what happened, to a more
complex and compassionate healthy adult perspective. While



direct work concerning his parents tended to be in the later
phases of therapy, the actual order of addressing modes was
flexible and non-linear; an aspect of Schema Therapy is, in
fact, to deal with issues as they arise, and relate these to modes
and past events as one proceeds. In the following I will
illustrate selected features of the therapy, in particular with the
vulnerable child, and with sources of the punitive mode in
terms of school and his father.

James would often say that he was ‘bad,’ or ‘a failure.’ It
became increasingly clear that he had always felt not good
enough at school, not good enough for his parents, and in fact
that he believed that they saw him as ‘bad.’ So while he was
able to remember many episodes of being rejected or criticised
by others, it was also the case that as far as he could
remember, there had always been an internal feeling of being
‘bad,’ which was expressed in the image of looking ‘weird.’ In
one session we wondered whether this image of being small
and weird could be a version or expression of shame. He was
then able to say that it was always there at a ‘ground level’ but
much less so when he is doing good or pleasant things.

Offering an alternative perspective is of course almost never
enough to update a client’s beliefs; we needed to return to
these topics many times, combining discussion with
experiential work. One piece of imagery started from James’
memory of showing a piece of writing to his teacher at school
and being criticised by her. In the image he saw the situation
from the child’s point of view. With his agreement, the
therapist was able to enter the image and say to the teacher
that this was not a way to treat him. She, in return, was very
insistent and argumentative; the therapist, however, argued



assertively for a better way of treating James, explaining that
this would have a more positive impact and that she had not
realised the long-term damage she might be doing with her
harshness and instant rejection of his work. James reflected
afterwards that at first he had been worried about the
interaction, but had found it very reassuring how the therapist
had stood their ground with the teacher. This had modelled
assertiveness, and it had also helped James to see that the
teacher was authoritarian and inflexible. He noted that when
the teacher had spoken to him in this rejecting way he had felt
a ‘weight’ put on him.

We sought also to address James’ criticism of himself,
which he explained might occur particularly when feeling
angry. He described a sort of critical internal voice, which
sounded like a combination of many people who had acted this
way towards him. These included multiple teachers but also
James’ father, who too was critical and often scary, stern and
controlling. James had never really felt accepted by him, and
sensed he was not quite living up to some standard, despite
there also being a great deal of love in the relationship. When
James was asked to form an image of the critic as a person, he
described a woman screaming and putting him down. Asked
what he felt towards this person, he said anger. He was able to
put the anger temporarily aside and ask the woman why she
engaged in such criticism; to this she explained that he was not
looking after himself and was putting too much importance on
impressing other people, arguing that she really wanted him to
change. This may be an example of how a harsh critic can
sometimes change its function, becoming closer to some form
of ally.



Later in therapy we were able to address the role of James’
father more fully. On returning to an image of being weird and
small, and his feelings associated with this, James linked these
to the humiliation he felt from his treatment by teachers and
peers at school but also the times his father had shouted and
insulted him, particularly in front of his friends who were
visiting his home. At this point he was finally able to express
anger. After the imagery work, we discussed in depth this
feeling and what he might do with it, he thought he would not
take any particular action. It turned out, however, that James
decided to speak calmly to his father about the occasional
times when he had been humiliated, and this seemed in fact to
bring about a positive change in their relationship. Subsequent
sessions similarly addressed the role of James’ mother, who
had loved him but had not protected him from his father’s
insults or over-controlling behaviours.

Returning the focus again later to the vulnerable child
mode, we sought to explore in imagery why James had
sometimes felt ‘pity’ towards the child self; interestingly, he
spontaneously generated an image of a pre-verbal child just
beginning to walk. He could see the eyes and face of this child
and realised that he was making a big effort, was almost heroic
in using all the strength he could. About this image James felt
very happy, and when asked what the child might need at this
point, he said for the adult James to smile and clap. When
asked what else, he said for the child to receive a hug, which
he proceeded to do in the image.

Clinical observations and outcomes

The work comprised many sessions spanning two years. After
a few months, James’ conviction that he was going to be



mocked or attacked in the street had ceased. He retained for
longer a sense that someday somebody would find something
out about him. He was strikingly less depressed and became
far more engaged in completing his studies and later in
exploring interesting work. We also looked at how he might
overcome feelings of being not good enough in order to start a
new romantic relationship. He had one serious relapse, during
which he thought that a plot against him had started and
people were passing messages, some of which he heard; this
resolved quickly, and he was able to return to his previous
better functioning state.

It seems clear that in the case of James the experience of
persecution was based on a sense of shame and feeling himself
to be an ‘outsider’ to others who were potential critics and
who might reject him. These initial feelings developed during
the complex events of his childhood and school years. He
loved his parents; however, there were frequent arguments, a
sense of neglect or absence from his mother, and from his
father a pressure of over-control and the weight of
expectations. He found it difficult to form relationships at
school and began to experience himself as being a sort of
outsider and different to others. Certain experiences of not
succeeding seemed to snowball, until they researched a crisis
point. There were themes relating to guilt about childhood
misdemeanours that also fed into the more complex paranoid
story. It must be emphasised that the therapist never argued
that James’ delusional beliefs, voices or visual experiences
were false. Rather, we tended to focus on other related issues,
such as the experience of feeling weird and relevant emotions
and social relations.



It is interesting to note how James’s attitude both to the past
and present changed over time. For example, despite at one
point giving extremely clear examples of feeling fear, he
subsequently said that he didn’t know where this might came
from. He also fluctuated in whether he wished to speak about
his parents, which was done only with his full consent. Like
many individuals experiencing psychosis, he seemed to
sometimes see things in a paranoid light but at other times
from a more biographic and psychological perspective. As the
work proceeded, he tended to feel clearer about the origins of
his experiences.

There were of course many key therapeutic ingredients in
this work, not least the developing relationship between client
and therapist, which here was very positive. Other features
included: exploring delusions and voices without any extended
focus on their reality status; practical techniques such as deep
breathing when in fear-inducing situations; understanding that
paranoia might be based in a part that feels fear and shame;
understanding different states and changing relations to these;
placing feelings in the context of history; developing a more
complex understanding and relation to early caregivers;
learning to accept oneself and develop a more positive attitude
towards a younger self but also to take steps to care for the self
in the present and future.

Specific work with post-traumatic
symptoms
Several approaches drawing on CBT have been developed for
working with trauma, and some of these have been evaluated
in the context of psychosis ( Rhodes, 2022 ). A contribution of



Schema Therapy is to develop methods, including imagery,
that can address the impacts of trauma indirectly, that is, not to
focus principally on reliving the events but rather trying to
help the client to feel what it might be like to give the younger
self what they needed from a caring figure at that point in
time. The framework of modes is key in allowing a shared
conceptualisation of extreme negative states and building the
caring adult mode which can facilitate a re-appraisal of painful
emotional and interpersonal responses, and address how the
client’s needs can be met in the present and future. We
illustrate this approach in the following case and other
examples are given in Rhodes (2022) .

Hamza
Hamza presented with severe protracted depression and many
psychotic symptoms, including persistent persecutory ideas of
being attacked by others; for example, someone might attempt
to poison him or run him over in a car, or push him under a
train; he also heard voices, which he sometimes described as
his own thoughts, though sometimes he was not sure. He
sometimes felt extreme and unusual sensations in his arms and
other parts of his body, which felt like the presence of an
animal or insect, although he tended to realise later that this
explanation was unlikely. He also recounted suddenly feeling
as if he was in a childhood situation on the street of a foreign
town. As a child and teenager Hamza had undergone physical
and emotional forms of abuse by family members and sexual
abuse by a group of strangers in his neighbourhood: his
symptoms were consistent with a sort of dissociative
psychosis.



In spite of these difficulties, Hamza had managed to achieve
some qualifications in his later teenage years and various
forms of employment. The latter, however, had recently
collapsed due to extreme depression and the impacts of his
other symptoms. The therapy developed with Hamza
proceeded in phases, starting with a solution-finding and
resource-building phase to achieve some stabilisation, then
moving on to self-esteem work as outlined by the Padesky
(1994) , and only then turning to focus on states of the self and
a mode conceptualisation. In the following we will describe
specific moments of our work.

When first asked the future focused question: ‘what would
your life be like without these problems,’ Hamza said at first
that it really wouldn’t be him without them. He was then able
to go on to say that he would be transformed, and in fact came
back the next week to say it would really be a sort of ‘rebirth.’
He explained that he would be able to develop good
relationships with family members, look after his health and
be free to do what he wanted. Adding detail, he said that he
could talk properly with his father, take up classes at the gym
and return to a martial arts practice. Encouragement was given
in sessions to progress in returning to healthy activities, and he
made incremental steps in these directions, particularly in
returning to exercise. When discussing beliefs about self and
others, Hamza said he was 100 per cent convinced he was
weak and worthless, and that other people were manipulative,
selfish and perhaps even ‘evil.’ He said that he would prefer to
be strong and confident, and for others to be honest and non-
manipulative. Initially he had zero conviction that he was
strong or confident but did allow that some people could be



honest and non-manipulative. He was asked to look out for
examples supporting his preferred beliefs.

After the stabilisation and self-esteem phases, we assembled
a narrative overview of Hamza’s history of trauma and abuse,
as well as strengths, resistance and resilience ( Rhodes &
Jakes, 2009 ). The aim was not to go into any detail but to
form a succinct overview of major events. This phase ended
with a clear emphasis on how Hamza had survived and got out
of these situations, and how he was now progressing in his
life. We return to working indirectly with trauma in the
following mode work.

Hamza’s mode conceptualisation was informed by
discussion of his states of self and his responses to the mode
questionnaires. The latter strongly emphasised the modes of
vulnerable child, punitive parent and detached self-soother,
with a suggestion at a moderate level of an angry child. He
also scored very highly on not being able to access the
contented child or contented adult modes. He articulated
subjectively that he felt he had a fearful paranoid state and one
that was very anxious and obsessed; one that was filled with
self-hate (he added, ‘at least in the past’); and the one he
hoped to be moving towards, which is a state of being
‘balanced.’ When describing how anxious he felt he said it
was like a ‘white box’ filled with tensions, had pulsating sides,
and that was about to explode. When asked about the state of
detachment, he described this as a sort of ‘mist.’ In the
following, however, we will focus particularly on direct work
with the vulnerable child. When asked to envisage his younger
self, Hamza had the image of sitting outdoors on a street
pavement alone, leaning forward, at a distance from a group of



men. Nothing in particular was happening in this scene; he
said that the young boy was sad, felt little confidence, was
insecure and on edge. When asked what he felt towards the
child, he said that he would like to give an apology. In the
following session, we were able to explore what he thought the
apology was about; he said he would like to apologise to the
child for not growing up well and not helping himself better.
We then proceeded to use mental imagery so that Hamza could
feel what it was like to make this apology to his vulnerable
child self. The next week he reported no negative
consequences of this work or distress. Hamza still wanted to
apologise further to his child self in several more imagery
sessions, and we returned to this image until there became a
more balanced exchange between the two. The aim in working
with the child is most frequently to give compassion or
somehow help the child. Apologising could be considered
negative or at least not obviously helpful to the young child,
but it appeared that in the situation, and with such extremity of
experiences, this was what Hamza could achieve at the time,
and it seemed to have a positive effect. The apologies could be
seen as a way of reconnecting the adult self with the younger
self and in a way declaring that he would now take care of
himself.

Hamza’s vulnerable child part was further addressed via a
memory from his time at school, when a gang of boys shouted
insults at him. He was encouraged to step into the mental
image as an adult, and he reported that he stood in the way
between the young child and the boys; he then looked straight
at the boys and gave a hard stare. He told them that he would
get the headmaster, and they ran off. When asked what the



young Hamza needed, he said for the adult self to take his
hand and lead him to a peaceful place looking at the sea. The
adult was encouraged to ask the child self if he knew that he
was now a big grownup and doing well in the world. He then
showed the younger self various good things in his life, in
particular his flat in London. Hamza reported feeling very
moved after this piece of imagery.

A connected element of the work with Hamza involved
asking him to explore what his persecuted self-state would
look like, and, in fact, if he could demonstrate in the room how
that mode behaved. It was striking when he demonstrated
showed how he could be sitting, for example, at a table, his
eyes moving side to side but keeping his head static and
slightly down. His enactment demonstration looked like he
was in a state of dread where he was expecting to be attacked.
An exploration of the meanings and feelings of such shifting
states of self facilitated the adoption of body focused strategies
such as slow breathing, as well as the use of positive imagery,
particularly to reassure his fearful self.

The therapy over time proceeded in blocks of sessions with
gaps of several months. Later phases focused on using
imagery to speak to his family members. Eventually, he was
able to make many small steps to reclaim his life and return to
work as his depression levels fell. As with many cases of
psychosis with severe trauma histories, I found that his level of
anxiety and persecutory ideation fluctuated over time;
however, as therapy progressed he was increasingly able to
carry out various sorts of self-care actions and to take up the
position of the adult caring mode. He also eventually
embarked on a new intimate relationship.



Conclusion
Clinical work by ourselves and others demonstrates that a
version of Schema Therapy can be useful for those diagnosed
with psychosis; the work, as stated, needs modification in
various ways, for example to take account of the client
fluctuating in out of states of persecution and also to work
around more severe and disturbing trauma histories. Given
certain precautions, significant improvements in multiple
domains can be achieved, and without a strong focus on
rational disputation of specific delusions or hallucinations. The
clients described here moved away from preoccupation with
psychotic content, experienced less depression and anxiety,
and in general coped in better ways with everyday life.
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Chapter 9
Bipolarity and Schema
Therapy
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Introduction
In this chapter we will summarise the wide range of
difficulties experienced by those diagnosed with bipolar
disorder and explain some of the ways in which Schema
Therapy might connect particularly well with several of these
difficulties, potentially providing a very meaningful
contribution in conjunction with other established treatment
methods. The chapter will then outline the application and
adaptation of Schema Therapy for bipolarity, and illustrate this
with several in-depth case studies of such therapy.

Aspects of bipolar conditions with
relevance to Schema Therapy
People with diagnoses of bipolar disorder suffer from the
specific effects of mania and hypomania ( Mansell & Pedley,
2008 ) but perhaps even more so from long-term and repeated
experiences of depression ( Mansell et al., 2005 ). Episodes of
depression are often associated with negative life events,
although not in all cases. In addition, milder depressive
experiences commonly continue to occur in between episodes
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( Benazzi, 2004 ), especially in those with a younger age of
onset, longer illness duration and more episodes of depression.
Benazzi spoke of ‘inter-episode mood lability,’ while Tsapekos
et al. (2021) used the term ‘residual depressive symptoms,’
arguing these were the strongest predictor of overall
functioning; they also noted that executive dysfunction was
associated with occupational difficulties. Given the complexity
of these impacts, it is not surprising that individuals suffer
long-term consequences in their interpersonal and emotional
lives.

In addition to the specific impacts of mood fluctuations, it is
also the case that individuals with bipolarity tend to have
suffered a range of other difficulties, both at present and in the
past. These difficulties include histories of abuse and trauma,
attachment disruptions, maladaptive schemas, and issues with
identity and relationships. Abuse and trauma in early years is
thought to be a major contributing factor to the distress and
dysfunction of those with bipolar conditions ( Garno et al.,
2005 ): a review of 19 studies of childhood found that
adversity was 2.63 times more likely to have occurred in those
diagnosed with bipolar disorder in comparison to non-clinical
controls ( Palmier-Claus et al., 2016 ). Gilman et al. (2015)
also demonstrated an increase of risk for mania in those with
childhood adversity and, in addition, that various negative
events in adult years predicted onset and recurrence of manic
episodes; they noted that childhood adversity potentiated the
effect of recent stressors on adult mania.

In addition to the difficulties described above, many clients
also report a serious challenge to their sense of identity,
particularly if they have experienced a very dramatic first



episode of mania; Farr, Rhodes, Baruch and Smith ( 2023a )
noted that: ‘some mourned the loss of their exceptional manic
self, and attempted to relapse into mania, while others
struggled with the loss of who they had been prior to their
episode.’ They reported that participants described diverse
states during manic phases, which included feeling
exceptional, but also angry and persecuted. Farr, Rhodes and
Smith (2023b) emphasised the importance in the recovery
period of finding purpose through diverse activities and goals,
yet also noted that such changes could involve a compromise
for some participants, perhaps having to give up valued
experiences, particularly in regard to being high or seeking
pleasure. Clearly recovery is not only about managing
symptoms but in fact facing a wide range of problems and
often pursuing new ways of living. These observations suggest
that it is important for therapy, and related services, to
consider the narrative of what has happened, how the person
can move forward and with what sense of self: often they will
need to adjust former assumptions and targets, and while this
can involve a loss, it is also an opportunity for new ways of
living, not least of which might be a more caring and
compassionate attitude to self and deeper knowledge of one’s
many states.

Hawke, Provencher and Parikh (2013) argued that Schema
Therapy is well suited for bipolar clients given the findings of
early trauma, the effects of life events and cognitive
appraisals, and the diagnostic overlap between bipolarity and
borderline personality disorder ( Zimmerman & Morgan, 2013
). Research has in fact indicated that those with bipolarity
score highly on measures of early maladaptive schemas. In



contrasting participants with bipolarity to healthy participants,
Khisravi et al ( 2017 ) reported high scores on a range of
schemas, including emotional deprivation, mistrust/abuse,
social isolation and defectiveness. Hawke and Provencher
(2012) compared the scores for those with bipolarity, unipolar
depression and anxiety: when comparing bipolar participants
with unipolar, they noted that the former showed stronger
schemas of approval/recognition-seeking, as well as
entitlement/grandiosity. They suggested that schema patterns
indicating membership of the bipolar group comprised high
scores on approval/recognition-seeking and low scores on
emotional inhibition and abandonment. We suggest that the
therapy described in this chapter can in fact be suitable to help
with such a range of difficulties.

Several therapies have been designed specifically for
bipolarity, addressing different aspects of its specific features.
Such therapies include cognitive behaviour therapy ( Lam et
al., 2010 ), family therapy ( Miklowitz, 2010 ) and
interpersonal and social rhythm therapy ( Frank et al., 2005 ).
There is often a focus on achieving regular sleep patterns (
Sorensen et al., 2007 ) and other physiological features such as
diet and relaxation. The use of imagery for patients with
bipolarity ( Holmes et al., 2019 ) has been explored, especially
with a view to targeting experiences of anxiety. Our aim in this
chapter is to outline how Schema Therapy might well
complement other therapies for bipolarity and, in particular,
might help those with long-term interpersonal emotional and
social difficulties. Initial findings of acceptability and
therapeutic benefit have been reported by several small-scale
studies of short-term (ten to fifteen sessions) Schema Therapy



protocols ( Ghaderi et al., 2016 ; Erfan et al., 2019 ); the
approach we illustrate here is potentially longer and more
complex, depending on the client need.

It is certainly not the case that all clients with a diagnosis of
bipolarity show social and emotional difficulties, but it is
certainly a very important feature for a substantial number
and, in particular, for those for whom a simple course of
therapy for managing mood fluctuations and developing a
healthy lifestyle is not sufficient. There is a need for therapies
which work with long-term emotional and interpersonal
concerns, and Schema Therapy is precisely an approach
formulated for working with these issues.

Outline of therapy
Initial phase and stabilisation
Often a client will be referred for therapy who already has
received a diagnosis of a type of bipolarity; of course this may
or may not be something accepted by the individual and can
become relevant during therapeutic discussions ( Miklowitz,
2018 ). Whether such diagnoses are accepted, or another term
suggested by the client, the approach outlined here emphasises
exploring how the person sees their own present and long-term
difficulties, as well as their goals and hopes for the future.
Orientation around the client’s goals is in line with recovery
focused approaches, as outlined by Jones et al. (2015) .

The sort of information explored at this stage involves the
following: the goals and hopes of the client; levels of anxiety,
depression, and possibly assessment for mania; any social or
interpersonal difficulties; the individual’s occupational and



leisure activities, and how they feel they are managing in all of
the various areas relevant to their lives, for example at home,
at work, with friends and partners. If this early stage
assessment suggests that there are very specific concerns such
as the misuse of drugs and alcohol, or PTSD, then the relevant
therapies might be suggested as appropriate before Schema
Therapy.

In line with existing therapies for bipolarity, such as those
outlined by Lam et al. (2010) , and Holmes et al. (2019) , we
propose a first phase focused on the client’s current day to day
life, putting together a relapse prevention plan and establishing
emotional stabilisation to whatever extent possible. To achieve
these aims, the therapist can use techniques from cognitive
behaviour therapy, behavioural activation, dialectical
behavioural therapy and also from solution focused therapy (
Rhodes & Jakes, 2009 ) which gives special attention to
meaningful personal goals and coping resources. In addition, it
is very useful to draw on physiological techniques for anxiety
management and emotional stabilisation, which could include
breathing exercises, progressive muscle relaxation and other
body-focused strategies ( Fisher, 2017 ).

In cases where the client is particularly depressed or manic
at the beginning of therapy, it might be important, with their
agreement, to focus on coping with their current mood state in
the first instance. Dealing with depression can often involve
behavioural activation and may draw on various resources
using solution orientated questions. Working with mania
requires a wide range of responses; if a patient is very manic
then it becomes increasingly unlikely that they will attend
therapy sessions, and if they do, lack of focused attention can



impede progress. It may be most appropriate to engage further
sources of support, including other professionals involved, as
well as trusted friends or relatives, in implementing a
previously developed relapse prevention programme. The
latter might involve certain personal coping strategies,
potentially seeking medical advice and taking precautions in
any areas known to be potentially damaging, such as handing
over credit cards for temporary safekeeping. The more
involved phase of therapy can be postponed, with client
agreement, until a point where mood is once again more
balanced.

Schema Therapy-focused assessment
For many clients with bipolarity, versions of the above
stabilisation strategy might be all that is required and all that
the client wishes to pursue. Not all clients with bipolarity have
significant interpersonal and emotional difficulties, and
certainly not all are interested in pursuing therapy for these
areas. However, for those who do wish to focus on emotional
and interpersonal issues, and given a Schema Therapy
approach is feasible and agreeable, the next stage can
comprise an augmented assessment specific to this model.

Clients with bipolarity, when not particularly manic, can
present very much like any other clients with social
difficulties, in which case the full range of assessments,
techniques and targets of the standard Schema Therapy
protocol can be appropriate. These will not be detailed here,
since they are catalogued in the main Schema Therapy
textbooks. The assessment will usually include the use of
questionnaires to assess schemas and modes, observation of



the client’s interactions in sessions, discussion of interpersonal
difficulties in the present and in the past, and the use of
imagery to explore difficult emotional situations. These
diverse sources of information all contribute to a formulation
developed collaboratively with the client.

It is our clinical observation that with some bipolar clients it
can be quite difficult at first to clarify what exactly their
emotional and social problems are: a long and changing list
may be given, or the client may struggle to describe these at
all. This can be linked with avoidance and a sense of self
stigma but also may reflect unfamiliarity with these types of
discussions; here the questionnaire measures can help to note
features that may not be described spontaneously. Another
issue might be that some clients may not wish to articulate
personal difficulties or quite often are ambivalent about
recognising problems; however, over time and with
discussion, it is usually possible to focus on specific areas
relevant to therapy.

It is usually advisable to fully explore schemas and modes
as they function and manifest in the present before addressing
past issues, particularly if there are histories of interpersonal
abuse and trauma. In general the approach taken in Schema
Therapy to trauma is indirect, whereby an important emphasis
is addressing the unmet needs of the person around the time of
the trauma rather than engaging in direct reliving of trauma
memories. In the rest of this chapter we will present detailed
clinical work which illustrates such an approach.

Case illustration: Alex
Introduction



Alex had been diagnosed with bipolar disorder type I in his
late thirties, and he had come to therapy several years later; he
had taken several months off work following a manic episode,
which had been followed by a period of depression. By the
time of his first therapy session, he reported that he was
somewhat high again, but just coping; the main effect of this
in the room was that he spoke very rapidly, and it was difficult
to maintain any specific focus during the first few sessions. He
did, however, turn up for his appointments, and we were able
to discuss his life and to list several problems that he suffered
from: these included depression, anxiety and the recent
destructive mania at work. He reported that when feeling very
high he became ‘paranoid’ about others at work, and in
extreme situations sometimes heard a voice or a distorted
perception of the voices of others; he was, however, aware in
our sessions that these voices were generated in some ways by
his own mind. He described feeling that he was a failure in life
due to having been divorced more than once and was
experiencing work difficulties. He reported a reasonable
relationship with his father and stepmother but a very abusive
one with his stepsister. His biological mother was now living
abroad, and he rarely saw her. When his parents had divorced,
he had found this very distressing. He said that at school for a
time he had been considered a ‘geek,’ but eventually decided
to become strong by learning martial arts. In spite of his
multiple difficulties, Alex was well engaged in therapy and
willing to talk freely and carry out homework.

Stabilisation and relapse prevention

The first phase of therapy involved developing a relapse
prevention plan and dealing with the immediate effects of



being high. The high state soon declined and was followed by
depression, which then became the new focus of the work. The
details of his relapse prevention plan for the state of being high
were quite simple, though effective, and included:
communication with his GP or other medical staff, taking
medication and seeking help from a friend, specifically to take
his credit cards for safekeeping until the mania settled. In
states of depression, it was conspicuous that negative thoughts
and feelings would trigger extensive rumination, withdrawal
from work and sometimes drinking excessive amounts of
alcohol. These responses were liable to unintentionally make
Alex feel even worse, so he was encouraged to pursue
enjoyable and engaging activities such as long-distance
walking, which could prevent rumination by keeping his mind
engaged in the present, to resist drinking alcohol and to try to
keep up social contacts as much as possible. We explored the
deeper themes of depression in later phases; at this early point
he was not able to clearly articulate what these might be.

Schema Therapy

Alex had made it clear from the first session that he did not
want to have ‘another course of CBT,’ by which he meant
challenging thoughts with rational evidence using worksheets.
He accepted, however, the idea that some longstanding
patterns of emotions and relationships, as well as his attitude
towards himself, might have been impacted by past events,
and he was interested in the idea of using a Schema Therapy
approach to look at these.

In terms of schemas the most conspicuous ones were of
mistrust/abuse, self-sacrifice and unrelenting standards,
followed by abandonment; in addition, there were issues of



emotional deprivation, social isolation, subjugation, approval
seeking and punitiveness. On the questionnaire that asked him
to assess schemas with regard to his parents, he added a
column for his sister; the scores on that were extremely
negative concerning mistrust/abuse, being defective, failure
and subjugation. On the mode questionnaire, his highest scores
were for vulnerable child, punitive parent, compliant
surrender, detached self-soother and lack of the contented
child self.

The imagery work described below occurred alongside
developing a narrative linking key moments of Alex’s life: this
included difficulties at school, work, his marriages but also the
difficult events of his family life, in particular, a stepsister who
mistreated him in various ways; she had sometimes been
violent and on some occasions sexually abusive. His parents
had not believed him when they were told about what was
happening. He had rarely seen his biological mother since his
parents’ divorce, but she had been very critical of him. We did
not do any direct reliving of these events but constructed an
overview, which helped to guide and contextualise the specific
elements of the intervention.

Imagery work and initial exploration of states

We brought together the results from the questionnaires, the
comments that Alex had made on a diary sheet regarding the
states he experienced during the week and our in-session
assessment of experiences from the past and present. In
discussion of states, he was well aware of sometimes being
very angry, of being distressed, of feeling worthless and a self-
critical state which was sometimes expressed as a sort of
disgust. Alex was encouraged to imagine how these states



would look, how they might be visualised; we checked
whether any mode was concerned or worried about this
process of accessing parts. He acknowledged a concern about
‘opening gates’ to feelings of distress: this led to a plan around
managing these. As we continued, Alex described a critical
part with ‘folded arms’ and a face expressing disgust, which
looked, he thought, somewhat like his father. His manic state
was likened humorously to ‘the Hulk,’ while anger was
envisioned ‘like a tiger’ in the ‘pit of his stomach.’ A
particularly striking image he gave during the initial
exploration was of his child self, who he saw at the ‘bottom of
a quarry,’ abandoned, in darkness and lost; we returned to this
important image in later sessions. In the following, we will
mainly focus on working with the vulnerable child, and
subsequently with the mode of compliant surrender.

In line with the usual sequencing of imagery work in
Schema Therapy, we preceded from an initial tentative
encounter with an image of a child self from the past, through
to interactive scenarios in which dialogues were initiated to
explore what was happening and to show understanding and
care. Events surrounding early adversity and trauma were
addressed later, and finally we turned towards how Alex could
relate to the child part in the present.

Depression, the critic and vulnerable child

As the work progressed, we turned to address Alex’s thoughts
and feelings related to depression. These included criticising
himself and in relation to this he returned to the image that
resembled his father expressing disgust. In the presence of this
image, Alex reported feeling embarrassed, and then had
another image of his child self curled up in a ball. Alex felt



warmth towards this latter image, so we were able to explore
the child’s feelings. The child spoke about being attacked by
his stepsister, said that she was a ‘monster,’ and explained how
he was not being helped. These feelings and meanings seemed
central to Alex’s repeated depressions, and we returned to
them several times over the course of therapy.

The vulnerable child

With the aim of getting to know his young self, Alex gave an
image of a boy of about ten years old sitting in his room at a
little desk, absorbed in some logic puzzles, his books neatly
arranged. Adult Alex felt caring towards the young boy, noting
that he looked sad but also wary. A dialogue was started: the
young self said he had been through ‘shit’ and that his mother
and father didn’t listen. When asked what help was needed, he
replied that he wanted his parents to ‘kick out’ his stepsister.
After this imagery, Alex remembered how after that time he
pursued getting very strong, and he was tearful remembering
this.

In the next session, Alex reported that he thought that the
feelings he sometimes experienced in the morning were
similar to those of his ten-year-old self. In further imagery
work, we came back to the image of the child down a quarry.
When Alex as the adult spoke to him, the young boy said:
‘you’ve forgotten me.’ This began a phase aimed at meeting
the needs of the child in the image. When the boy in the quarry
said ‘no one stopped the abuse,’ the adult Alex said ‘we can
stop it now.’ We asked: ‘what do we need to understand?’ The
young Alex then explained how he had been attacked from
behind while sitting on the floor. Alex was then able to
imagine himself at 18 fighting his sister and throwing her out



of the house; he was also able to picture a scene in which his
father saw the abuse happening and showed great anger.
Further images were simple positive ones, such as seeing his
young self happily playing with toy cars.

Depression in the morning

We returned to exactly what happened on the days when Alex
felt depressed, stayed in bed and did not go to work. He had
noticed the feeling of dread and of feeling as if he was about to
be attacked, and he observed that the feeling of being trapped
now was similar to how he had felt as a child (this aspect had
been articulated in earlier sessions). We hypothesised that the
dread might be an expression of the vulnerable child mode
being reactivated in the present. He was then able to use
imagery to engage in a caring way with his child and adult
selves in the present, emphasising current safety.

Compliant surrender mode

In exploring how the compliant mode affected his life, Alex
expressed that this turned up particularly in relationships,
where he ended up feeling exploited; this typically involved
paying for everything when dating someone, despite thinking
that this was not fair. In one piece of imagery work, the
compliant part was asked why it was giving in to the demands
of others: in response he frowned, and said that he wanted an
easy life, and that complying felt like helping and caring. He
added that if he did not keep being compliant, then perhaps
others would not like him; he could be left alone, and then
would feel worthless. When the origins of the mode were
explored, it became clear that it had started in dealing with
Alex’s stepsister, as a way of surviving the abuse. Clearly



there was a strong motivation to protect himself. Articulating
these concerns began the process of reconsidering how Alex
would like to be in the future, including his relationship and
how not to be too compliant. He practised in imagery how he
could whisper in the ear of his complaint self, reminding him
of the impact of continuing to give in to demands, and
encouraging a more assertive stance. A plan was developed to
note the earliest warning signs in a new relationship that
indicated possible exploitation and to practise assertively
asking for equal contributions and mutual support.

Outcomes

By the end of therapy, Alex was back at work full time; he no
longer felt the need to take days off to stay in bed when feeling
a dread of the day, and reported in general not feeling
depressed or high. He continued to function well several
months later. Many factors can contribute to therapeutic
change, but the most conspicuous with Alex was how he
began to develop a new understanding of his variable states
and related difficult feelings but also, and crucially important,
that he took up a stance of actively looking after himself when
such feelings emerged, that is, he took up the caring adult
stance to the suffering of the vulnerable child who felt trapped
and in danger.

Case illustration: Ira
Introduction

Ira had a diagnosis of bipolar disorder type I, and had
experienced long periods of depression, during which she
would withdraw to her flat, not eat properly and sometimes
engage in self-harming behaviour. When manic, she would



walk or run through the streets without end, spend large
quantities of money and sometimes engage in causual sexual
encounters; at such times she had an extreme sense of power,
saying that she felt ‘invincible.’ She would also engage in
behaviours she called ‘without measure,’ in particular
regarding things that she might say to others. There was a
pattern of developing a preoccupation with a specific person,
usually a man of high status who she knew through work; she
would then want to be in his company all the time, and she
might make inappropriate comments such as the person being
wonderful. Such behaviour, on a couple of occasions, had led
to terminations of employment. Ira sought therapy after a very
difficult year, during which she lost a job she particularly
enjoyed; at this time she was clearly depressed, having
withdrawn from spending time with other people. She was
very cooperative in therapy and willing to explore different
areas as needed.

Phases of therapy

The phases of therapy proceeded as follows: first a period
focused on Ira’s immediate depression, mainly using ideas
from behavioural activation and augmented with the use of
solution focused questions to explore those things which had
worked in the past to help her to survive or cope with negative
moods; these activities turned out to include running,
swimming and seeing friends. The second phase explored the
specific problem of obsessive behaviours towards others, an
exploration of her family history and life, and bringing
together the results of the schema and mode tests into a
developmental formulation. The therapy continued with a
focus on social relationships, self-care but also imagery work,



particularly for the vulnerable child self and punitive parent
mode.

All of this was in the context of seeking to build a
collaborative understanding and to express concern, interest
and care. One recurrent element of the work was to suggest
alternatives to extreme self-attacks and expressions of
hopelessness. Some topics were quite practical, for example,
relapse prevention and the development of intentional self-care
practices. Other work looked at the advantages and
disadvantages of Ira’s idolising and obsessive behaviour, some
of this being as simple as asking what she really believed
would happen if she got the full attention of someone who she
wanted to be with; it was striking that she had not ever thought
through what could happen if her interest was reciprocated.

Family history

Ira had lived during childhood with her father, mother, sister
and grandmother. The dominant impression of the family
overall was one of distance, summed up by the image of them
all having dinner together, as they did on a regular basis, yet
Ira never seeing her father and mother actually speaking to
each other. Her father abandoned the family when Ira was a
young teenager, and she did not see him for some years. The
reasons for this were not discussed with Mary by any of the
adults in the family, and she had felt powerfully that it would
not be acceptable to ask her mother about it. She had to move
schools, and then found herself to be culturally different from
her new classmates; she subsequently became a target for
bullying. In her adult years, she dropped out of university and
drifted through several jobs, which she considered not to



match her full capacity or intelligence. She did not settle down
in any romantic relationship.

Schemas and modes

The schema questionnaire highlighted difficulties in the areas
of emotional deprivation, abandonment, social isolation,
defectiveness but also entitlement, insufficient self-control and
approval seeking. Her modes included self-aggrandiser,
punitive parent, detachment, compliance and vulnerable child.
We discussed many examples from her life indicating
activations of the various modes. Illustrating the punitive
mode, she said she was ‘disgusting’ and ‘could not bear’
herself, adding that her body was ‘ugly.’ Her mode of self-
aggrandising did not take the form of boasting as such but
rather a preoccupation with those she saw as having high
social status at work, symbolising an effort to try to show that
she was in fact level with those of senior status and superior to
others doing the same work as herself. The vulnerable child
mode was linked with feeling disconnected from others and a
sort of undeveloped idea or picture of what would happen if a
person who she idolised actually did give her their full
attention.

Formulation

Ira suffered distance and disconnection from her father and
mother; she had also felt herself to be different from the other
children at school. The trauma of being abandoned, not
receiving care, not feeling loved and appreciated, led to the
formation of schemas of disconnection. As a way of coping,
she developed strategies of detachment, of not showing
affection but also overcompensating strategies of extreme



attachment to distant others, and in general a way of behaving
that sometimes involved seeking a sense of status. Her early
experience of rejection also resulted in a sense of self-disgust
and ferocious self-attacks in the form of criticism by the
punitive mode. In short, her early life had led her to feel
unlovable, fundamentally flawed in some way, and in the
effort to cope with this she pursued a yearning for ideal love
and attention from what was essentially an imaginary figure
who could not actually give her love and care.

The father in imagery

As outlined in Young et al. (2003) , we explored in imagery a
scene of distress based on interactions with early caregivers.
One scenario was meeting her father after years of absence; in
reality, when they had met, she had expressed little to him
about her feelings and suffering. She imagined in the session
what she would have liked to say and how she would have
liked him to respond to her. Next, we focused on what would
have met her needs; she asked him why he had not written,
why he had left. She imagined that he could have said that he
had read all her letters, and that he had missed her.

The self as invalid

When asked to visualise a version of herself in distress at
present, Ira described this as ‘a dirty machine, rusty and not
working.’ Asked how she felt toward the image, she expressed
disgust. This sort of attitude towards a part of the self poses an
obstacle for direct strategies involving interaction between
parts; to work around this, Ira was encouraged to picture
storing the rusty machine in a dedicated room, then to create a
new image of herself as an adult human in distress. This time,



she pictured herself as an ‘invalid,’ injured and debilitated,
feeling ‘hollow.’ Ira was asked: ‘if this image was of a friend,
how would you want to care for this person?’ She was then
able to express care towards the image of the damaged figure.

Bullies at school

Ira remembered how she would save up her pocket money
during school years to buy treats such as ice cream, but almost
every time one of the other girls would demand her money and
take it from her. We discussed what it would have been like to
stand up to the bullies, and she went through preferred
interactions in imagery. This process seemed to prompt Ira to
share a recent episode from work where someone had come up
to her and said direct unpleasant things about her appearance.
She explained that normally she does not respond in such
situations, but she was able on this occasion to see that the
comments had been completely unacceptable. With
encouragement, she disclosed the event to HR, resulting in the
other staff member being moved to a different part of the
workplace. This was the first time that Ira had ever taken such
action to protect herself. Chair work was also used to explore
and practise how she could speak to this person if encountered
again.

The lonely child

Ira was able after some time to envisage herself as a child: she
saw a girl around the age of four or five sitting alone on the
bathroom floor. As an adult now, she felt anger at this
situation, as well as a sort of ‘pity.’ When asked what ‘pity’
looked like, she said: ‘someone in a soft white veil.’ This was
a useful clarification, especially given that pity might be



experienced as a negative and detached feeling, but what Ira
used the word to mean on this occasion was benevolent and
involved certain gentleness. Having explored her different
reactions, she was able to return to the child image and
expressed a feeling of being ‘sisterly’ imagining how the
young self could show the adult Ira the books that she was
reading, and how they could sit and look at them together. She
noted during this work: ‘I did not think I was like abused
children,’ but now she was able to see how she had been
mistreated and had suffered from neglect, subsequently being
able to remember these events without blaming or attacking
herself.

Outcomes

One very significant outcome was that, perhaps for the first
time, Ira was able to choose to stop pursuing a man with
whom she had felt obsessive toward recently and to stop these
actions deliberately. She recovered in her mood and took up a
new job, focusing on behaving in new ways, such as avoiding
making personal comments towards others at work. After
several months in a follow-up session, she reported that she
was still working, doing self-care, seeing friends and had not
had any relapses; two years later she reported that she had
maintained this progress.

Case illustration: Geoffrey
Introduction

Geoffrey was taken to a psychiatric ward during a manic
episode, in which he had become preoccupied by various
issues of power; at one point he thought that the world was
under a form of invisible control, and that he needed to write



out all of the ways this could be solved, which he spent many
hours doing. He also reported that the world looked different
than it did before in terms of colour and perspective,
everything somehow seeming ‘unreal.’ He had in fact suffered
from various problems for many years, including severe
anxiety, depression, aggression with others and struggles with
drug use. Despite these difficulties, he had completed a first
degree. He reported historical emotional and physical abuse
from his mother, and his family had in fact been under
investigation by social services on more than one occasion.
His mother and father had divorced while he was in his early
teens.

Initial sessions and focus

It was difficult in initial sessions to maintain a focus, with
Geoffrey speaking of many problems, which included:
difficulties in communicating with others, concerns about how
he was perceived by others and a great preoccupation
regarding whether there had been an incorrect diagnosis or
other diagnoses were possible. It took several sessions before
we began to clarify what to focus on, which eventually
became: communication with others, aggression and a wish to
discuss the contribution of the past to his life. However, we
also agreed that first we needed to focus on a written relapse
prevention plan, which Geoffrey engaged with in great detail.
We also found a range of activities he wished to embark on
and considered his long-term future. To the future-focused
question regarding how things would be without the current
problems, he said that he wouldn’t feel anxious ‘with
1,000,001 things over his head,’ he would return to further
study and then get a job that was fun and enjoyable, he would



be energised, seeing friends, avoiding arguments with his
family, and in himself feeling confident, strong, happy and at
ease. We compiled a list of strengths and successes that had
occurred throughout his life so far, and these included winning
athletic events, learning another language, being good at
coming up with ideas and finishing his first degree. He kept
the list, which he could revisit at times when he felt doubtful
or put himself down.

Self-states and formulation

When first asked what he thought his diverse states might be,
Geoffrey mentioned self-doubting, anger, impatience with
others, feeling down, self-punishing, not being a good person
and feeling like ‘a burden.’ He scored very highly on many
schemas and modes: besides a high score on mistrust and
abuse, there were also prominent entitlement, impulsivity, and
punishment; these themes were very conspicuous as shown on
the schema questionnaire concerning his mother and father. In
terms of modes, very high-scoring ones included the enraged
child, vulnerable child, detached protector, and
overcompensator modes of self-aggrandisement and bully and
attack. In addition, there were also prominent modes of
punitive parent and demanding parent.

Over time we developed a formulation which noted how
certain key cognitions, modes and schemas emerged from the
way that Geoffrey had been treated as a child, and particularly
how he experienced a fearful state of vulnerability, which was
overcompensated for by explosive and aggressive behaviours.
We considered extensively how he interacted with others in
the present, how he might jump to conclusions, and how he
could avoid being drawn into arguments and disputes with



family members. The rest of this case illustration will focus on
work done with angry and vulnerable child modes.

Angry mode

Geoffrey was asked to visualise himself in a state of anger: he
said that he would be frowning, his nostrils flared, leaning
forward and giving the attitude of ‘who do you think you’re
talking to?’ When asked what he felt towards this image, he
said that it depended: sometimes he felt grateful for it, but at
other times ashamed and disappointed. We then explored an
image of shame, in which his head was lowered and his
shoulders rounded. After gaining some distance from the
feeling of shame, a conversation was started in imagery with
the angry part. When asked what it did in Geoffrey’s life, it
replied that it protected him; if it stopped doing that, then
Geoffrey would embarrass himself, would come across as
weak, and would feel put down and inferior. The angry part
was asked if it realised some of the negative effects it created;
it retorted that it did not care and did not see the relevance.
When asked how Geoffrey could change to limit negative
consequences, the angry part said he would have to act with
more confidence and begin to interpret people’s actions in a
more flexible way, but would also need to value his own
opinion and not to be so defensive about it. These discussions
were part of a long-term exploration regarding anger, the
interpretation of others’ actions, the expression of ideas and in
general how to avoid outbursts. This approach was well
received by Geoffrey, and it seemed effective in helping him to
interact with others and particularly his family in a more
relaxed fashion. Using chair work, he demonstrated how he
could put these ideas into practice with different people.



Abuse and the child self

There had been many episodes of emotional and physical
abuse in Geoffrey’s childhood: the aim of our work, however,
was not to look at these in detail or carry out reliving but to
generate an overview and then to attend to unmet needs using
imagery work. Geoffrey was able to recount an occasion, for
example, when he and his mother had been walking home
from shopping, and he had become impatient. His mother had
not seemed to respond in any remarkable way to his
complaints, but when they got home, she suddenly beat him.
In the imagery work, we were able to bring his father in to
actively protect him and prevent this attack. The therapist also
entered the imagery, and was able to express a professional
view to the mother, outlining the harm that she was doing and
how utterly unnecessary it was; this being followed by
expressing care to the child self and asking what else would
bring comfort.

Outcomes

Over several months, Geoffrey made major changes, moving
away from his mother’s house to live alone and starting a
postgraduate course. The new course suited his skills, which
tended to be practical and organisational. As planned, he
focused on regulating anger and thinking flexibly in social
interactions, as well as on fostering improved communication
using turn taking and active listening. During this time,
Geoffrey no longer felt depressed, and his anxiety levels fell to
below clinical levels. He recognised that he would need to
pursue self-acceptance and continue to work on managing
anger and conflict in interactions with others.



Concluding comments
While some clients with diagnoses of bipolarity do not report
serious social difficulties, clearly a substantial number do.
Interpersonal and emotional difficulties are a source of distress
in themselves but also interact in complex ways with the
manifestation of bipolar mood symptoms. For those with long-
term social difficulties, Schema Therapy, or adaptations of it,
appear to be an appropriate and acceptable approach. The
work described here represents an exploration of the
application of Schema Therapy with this group, and the initial
results seen in specific clinical work are promising. We hope
that in the future there can be larger evaluations of the impact
of this type of therapy for individuals diagnosed with bipolar
disorders. We believe that most bipolar clients are fully able to
use complex therapies such as Schema Therapy and have the
potential to benefit in a very lasting way from such an
intervention.
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