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Abstract

Objective: There are significant temporal and financial barriers for individuals with personality disorders (PD) receiving
evidence-based psychological treatments. Emerging research indicates Group Schema Therapy (GST) may be an
accessible, efficient, and cost-effective PD intervention, however, there has been no synthesis of the available evidence to
date. This review therefore aimed to investigate the efficacy of GST for PDs by systematically synthesizing available
literature.

Method: Five electronic databases were screened with resulting studies subjected to a specific eligibility criteria, which
yielded fourteen relevant studies. Characteristics were extracted and methodological quality rigorously assessed.

Results: Strong support was evidenced for GST’s ability to reduce Cluster B and C symptomology, particularly for
Borderline and Avoidant PD. GST appeared to improve global symptom severity, quality of life and functional capacity,
as well as treatment targets such as schemas and modes.

Conclusion: Although not without limitations and a moderate risk of bias, the current body of evidence supports GST as a
potential solution to current service deficits in economical and evidence-based care for individuals with PD. Implications for
treatment and future research are discussed.

Keywords: personality disorder; schema therapy; group; treatment; efficacy

Clinical or methodological significance of this article: There is promising preliminary evidence in support of the
efficacy of Group Schema Therapy GST for personality disorders (PD). Specifically, for Borderline PD, and Cluster B
and C PDs more broadly, GST can lead to improvements in PD symptom severity; global and specific symptom severity;
quality of life; functional capacity; and treatment-related process outcomes such as schemas and modes.

Schema Therapy (ST; Young, 1999) is an integrative
treatment, for a diverse range of psychopathology, that
draws upon cognitive-behavioral, psychodynamic,
gestalt and object relations theory principles and tech-
niques. ST arose primarily from Young et al.’s (2003)
attempts to provide more effective treatment for
patients with a personality disorder (PD). A PD is a
severe mental condition characterized by a pervasive,
inflexible pattern of inner experience and behavior

that deviates markedly from cultural expectations
and leads to clinically significant distress and impair-
ment (American Psychiatric Association; APA,
2013). The prevalence rate of PDs ranges from 4%
to 15% in community samples (Eaton & Greene,
2018; Weissman, 1993; Torgersen et al., 2001; Coid
etal., 2006), from 21% to 51% in psychiatric outpati-
ent settings (Moran et al., 2000; Beckwith et al.,
2014), and up to 68% in forensic inpatient settings
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(Fazel & Danesh, 2002). A PD diagnosis is associated
with increased mortality rates (Fok et al., 2012),
greater likelihood of treatment dropout and comor-
bidities (Davidson et al., 2010), higher rates of
smoking and substance misuse (Frankenburg &
Zanarini, 2004), and increased rates of unemploy-
ment and criminal activity (Cruitt & Oltmanns,
2019), than those without.

Individuals with PDs tend to demonstrate life-long
patterns of over- or under-developed capacities that
result from the interaction of genetic predisposition,
unmet core needs during childhood, and -early
environmental conditions (Barazandeh et al., 2016;
Beck et al., 2004). ST terms these life-long patterns
as “Early Maladaptive Schemas” (EMS), which
encompass beliefs about oneself, others and the
world, as well as memories, somatic sensations,
emotions, behaviors and cognitions. There are cur-
rently 18 recognized EMSs, and once activated, indi-
viduals attempt to cope with the subsequent schema-
related distress via avoidance, surrender or over-com-
pensation (Young et al., 2003). More recent literature
focusses on Schema “modes,” which are emotional,
protective, or critical “parts,” or temporary states,
that can be activated by underlying EMS “traits.”
Schema modes are of particular empirical and clinical
significance as they may be more responsive to inter-
vention than EMSs (Jacob & Arntz, 2013; Young
et al., 2003). Replacing the dysfunctional behavioral
patterns of EMSs and modes with more adaptive
strategies ultimately enables core unmet needs to be
met and is the primary treatment goal of ST (Jacob
& Arntz, 2013; Young et al., 2003). Beyond behavior-
al skills and symptom change, there is facilitation of
fundamental personality change by reducing the
intensity of EMSs and modes that trigger under- or
over-modulated emotion (Farrell et al., 2014).

1.1. Efficacy of Schema Therapy for
Personality Disorders

Systematic reviews and meta-analyses have supported
ST’s efficacy for improving PD symptoms and EMS
severity (Taylor et al., 2017; Nadort et al., 2009),
reducing emotion dysregulation (Dadomo et al.,
2016), and resulting in diagnostic remission (Jacob
& Arntz, 2013; Bamelis et al., 2014). ST has lower
treatment dropout rates than competing PD therapies
such as Transference-Focused Psychotherapy
(Giesen-Bloo et al., 2006; Giilim, 2018) and sustain-
able therapeutic gains when assessed at six-, 12- and
36-month follow-up (Nordahl & Nysaeter, 2005; Fas-
sbinder et al., 2016; Nadort et al., 2009). Large treat-
ment effect sizes observed in PD populations to date
may be attributed ST’s all-encompassing integration

of cognitive, behavioral, experiential, and relational
techniques that may facilitate a deeper, longer-
lasting personality change than competing interven-
tions (Giesen-Bloo et al., 2006; Farrell et al., 2009).
Alternative approaches to PD treatment that heavily
focus on primarily cognitive, behavioral, experiential,
or relational interventions tend to neglect one or more
of the other components. This holistic integration is
integral to ST’s model and its emphasis on needs,
quality of life, and recovery rather than symptomatic
reduction in isolation (Van Asselt et al., 2008;
Nordahl & Nysaeter, 2005).

While ST treatment length can be highly variable
due to differences in pervasiveness, complexity of
symptoms, and patient engagement (Young et al.,
2003), the approach is considered long-term, typi-
cally six to 24 months (e.g. Van Vreeswijk et al.,
2014; Nadort et al., 2009). Hence, considerable
cost to patients and the healthcare system are associ-
ated with individual ST (Bamelis et al., 2015), which
significantly limits the intervention’s accessibility.
Iliakis and colleagues’ (2019) analysis of the supply
of—and demand for—PD treatments found that
the ratio of treatment-seeking PD patients to
mental health professionals with training in evi-
dence-based PD interventions ranges from approxi-
mately 2878 to 1 in Australia, to 5933 to 1 in the
United States. Given the evidence base for ST, the
prevalence rates of PDs, and the temporal and finan-
cial barriers of ST for individuals, there are compel-
ling economic and service delivery reasons to
consider a group psychotherapy modality.

1.2. Group Schema Therapy

Supportive peer interactions, a sense of belonging and
universality, vicarious and observational learning,
opportunities for in vivo practice and the instillation
of hope are amongst several therapeutic factors with
curative properties thought to be enhanced in a
group therapy modality (Yalom, 1995; Burlingame
et al., 2004). Farrell and Shaw (2012) outline a
Group Schema Therapy (GST) model that is theor-
etically consistent with the individual ST model,
albeit with some practical adaptations. For example,
it is essential to redirect the focus of limited reparent-
ing in individual ST—a therapeutic style of “acting as
a good parent would in meeting child mode needs
within the bounds of an appropriate therapy relation-
ship” (Farrell et al., 2014, p. 10)—to balancing the
collective needs of the group as a parent would for sib-
lings, in group reparenting. The group provides oppor-
tunity beyond that of the therapist for emotional
learning, socialization, conflict resolution and
relationship management. As the impairment of



PDs is largely interpersonal, Farrell and colleagues
(2014) assert that “such a setting rich in interpersonal
interaction is particularly well-suited to providing the
required corrective emotional experiences” (p. 35).

Farrell et al. (2009) provided the first formal inves-
tigation of GST, with the authors observing clinically
significant reductions in BPD symptoms, severity of
global psychiatric symptoms, and improvements in
global functioning when compared to treatment as
usual (TAU), with large effects that were sustained
at six-month follow up. This study was the first of
its kind and evidenced strong preliminary support
for GST as an effective treatment for BPD, although
the growing body of evidence that has emerged in its
wake has not been reviewed in a systematic way.
Since group therapy is the most commonly employed
treatment modality in inpatient settings (Reiss et al.,
2014)—where PDs in general have the highest preva-
lence—it is of the utmost clinical importance to
extend the empirical knowledge and application of
GST to BPD and other PDs.

1.3. The Current Review

A number of literary and systematic reviews have been
conducted exploring individual ST applications for
PDs (e.g. Jacob & Arntz, 2013; Masley et al., 2012;
Dadomo et al., 2018). However, the authors are not
aware of any attempt to date to systematically review
the emerging empirical evidence for the efficacy of
GST for PDs, despite a need for a more holistic, effi-
cient and cost-effective treatment for this population.
Given the empirical, theoretical, and clinical signifi-
cance of determining the efficacy of GST for PDs,
the current review aims to amalgamate empirical evi-
dence and evaluate the efficacy of GST outcomes in
PD populations. Second, it aims to appraise the
resulting body of evidence’s methodological quality,
identify limitations, and propose meaningful future
research directions. Third, it aims to provide a syn-
thesis of the literature and consider the broader clini-
cal implications essential in aiding mental health
practitioners to provide economical and evidence-
based care to their patients with PDs.

2. Method
2.1. Protocol and Registration

The current systematic review followed the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA; Page et al., 2021) reporting
standards. Its protocol was pre-registered with
PROSPERO (CRD42022309451) and conducted
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Table I. Key words and search terms utilized in the electronic
database screening.

Key word Search terms

Schema therapy =~ Schema AND therap*
Group Group OR class OR program

Effectiveness Effective® OR efficacy* OR “RCT” OR
“randomi* control* trial” OR utility OR
usefulness

Personality Personality AND (disorder* OR pathology*

disorder OR difficult*)

in accordance with Cochrane’s Handbook for sys-
tematic reviews (Higgins & Green, 2011).

2.2. Search Strategy

The key search terms outlined in Table I were
applied in a multi-field format to comprehensively
screen PsycINFO, Medline, Scopus, Web of
Science, and PubMed on the 14th of August 2023.
The reference lists of all included studies were manu-
ally examined to ensure that additional studies of rel-
evance were not inadvertently omitted in the initial
search of databases.

2.3. Study Selection

The records identified through the database research
were imported into EndNote, a commonly used soft-
ware package utilized in systematic and meta-ana-
lytic reviews (Peters, 2017; Peters et al., 2015).
After the removal of duplicate studies, titles and
abstracts were screened by the first author (MT).
Twenty percent of studies at the title and abstract
stage were double-screened by an auxiliary reviewer,
with an 98% inter-rater reliability. All remaining
manuscripts were appraised for eligibility at the
full-text level by both the first (MT) and third
author (AN). Any disagreement between reviewers
regarding the eligibility of studies was resolved
through collaborative discussion.

2.4. Eligibility Criteria

To be included in the current review studies were
required to: (a) be published in a peer-reviewed
journal; (b) be published in English language; (c)
be empirical in design; (d) include a population of par-
ticipants who met criteria for one or more PD as
identified by a recognized diagnostic system, such
as the Diagnostic and Statistical Manual of Mental
Disorders (DSM; APA, 2013); (e) evaluate a psycho-
logical intervention via a group modality, with the
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primary treatment component being within an ST
framework; and (f) report outcomes pertaining to the
efficacy of the intervention with particular relevance
to the target population.

2.4.1. Design. Non-empirical research such as
commentaries and literary reviews (e.g., Bachrach
& Arntz, 2021; Tan et al., 2018) were excluded.

2.4.2. Population. Participants who did not
meet criteria for one or more PD as identified by a
recognized diagnostic system, such as the Diagnostic
and Statistical Manual of Mental Disorders (DSM;
APA, 2013) were also excluded (e.g., Renner et al.,
2013; Schaap et al., 2016; Van Vreeswijk et al.,
2014, 2020; Younan et al, 2018).

2.4.3. Intervention. Studies that did not apply a
primary ST intervention component via a group
modality were excluded. Interventions were
deemed consistent with true ST if the intervention
included cognitive, behavioral, experiential, and rela-
tional components (see Farrell et al.’s [2014] manual
for a comprehensive overview). ST that was delivered
exclusively individually (e.g., Van den Broek et al.,
2011) or only within a psychoeducational capacity
without an active intervention component (e.g., Lep-
pédnen et al., 2015, 2016) resulted in exclusion.

2.4.4. Outcome. Studies were excluded if they
omitted, or failed to investigate, outcomes pertaining
to the efficacy of the intervention provided with par-
ticular relevance to the target population. For
example, studies that explored process-oriented out-
comes not specific to a particular treatment (e.g.,
Tschacher et al.,, 2012; Van Dijk et al., 2020) or
only provided commentary on a treatment protocol
(e.g., Lowenstein et al.,, 2020; Van Dijk et al.,
2019) were excluded.

2.5. Data Extraction

Two standardized extraction forms derived specifi-
cally from the aims of the current review was
applied by the first (MT) and third (AN) author
independently to extract and record key data, with
any incongruences resolved via collaborative discus-
sion or consultation with the second author (EP).
The first extraction form obtained information per-
taining to study design, population, setting and
other methodological characteristics of interest,
while the second provides a summary of key charac-
teristics of the interventions provided and their sub-
sequent within- and between-group outcomes (see
Tables II and III, respectively).

2.6. Assessment of Methodological Quality

In light of the diversity in study design, the Mixed
Methods Appraisal Tool (MMAT; Hong et al., 2018)
was considered the most appropriate tool to assess
the methodological quality of the current body of evi-
dence (Oliveira et al., 2021; Souto et al., 2015;
Crowe & Sheppard, 2011). The answer to each of
the five questions pertaining to the study’s design
was answered with “yes” (Y), “no” (N) or “cannot
tell” (CT). As a comparison of results over the calcu-
lation of an overall score is encouraged (Hong et al.,
2018), a sensitivity analysis is represented in Table
IV. The first (MT) and third (AN) authors indepen-
dently applied the MMAT to the included studies
and then compared results via collaborative discus-
sion. Robust interrater reliability was achieved
(93.85%).

2.7. Evidence Synthesis

Due to the vast disparity in design, target outcomes,
and measures used amongst the included studies,
meta-analysis was deemed inappropriate and unfea-
sible. The results were therefore conveyed via a con-
vergent narrative synthesis.

3. Results
3.1. Study Selection

The initial search across databases applying the key
search terms resulted in 1483 publications (refer to
Figure 1). Prior to screening, 432 duplicates and 2
records unable to be obtained in the English language
were removed. A further 1021 were excluded at the
title and abstract stage. Upon full-text review of
the 28 remaining articles, 14 publications met the
current criteria for inclusion.

3.2. Study Characteristics

Of the 14 included studies, two were conducted in
the United States (Farrell et al., 2009; Reiss et al.,
2014), two in Germany (Fassbinder et al., 2016;
Nenadi¢ et al., 2017), one in Finland (Hilden
et al., 2021), and one in Australia (Skewes et al.,
2015). One study was conducted internationally
across multiple sites between Australia, Germany,
Greece, Netherlands and the United Kingdom
(Arntz et al., 2022). The remaining seven studies
were conducted in the Netherlands. Four of the
included studies were randomized control trials
(RCT), two were uncontrolled pilot studies, one uti-
lized mixed-methods, and the remaining eight were



Table II. Design, population and methodological characteristics of included studies.

N; Mean Diagnostic
Study Citation; Population Conditions Age (SD); TAU Mon- Method (cut-
Country Design (Setting) excluded Female % Condition/s (n) (frequency) ths FU  Attrition off) Main Aim

1 Arntz et al. RCT BPD (outpatient) Low IQ; Psychotic 495; 33.6 IGST (123) vs  “optimal” 12 IGST (26%); BPDSI-IV Determine the efficacy of
(2022); UK, disorder; DID; 9.4); PGST (125) vs  therapy on PGST (>20); GST for BPD, and
Australia, SUD; ADHD; 86.2% TAU (246) site match-ed (38%); SCID-II whether group or
Germany, NPD; AnPD to ST TAU (36%) combined individual/
Greece & intensity group delivery is more
Netherlands effective.

2 Dickhaut and Uncontrolled BPD (comm- Psychotic disorder; 18; 28.5 Therapists N/A 6 33.3% in year SCID-II, Assess the efficacy of
Arntz (2014); Pilot unity) Mania; ADHD; (8.7); untrained in 1;5.6% in BPDSI-IV combined group and
Netherlands SUD; AN; ASD; 100% GST (8) vs year 2 (>20) individual ST for BPD

NPD; AnPD Therapists
trained in GST
(10)

3 Doomen (2018); Naturalistic Cluster C PDs  Psychotic 85 34.0 SFDT (8) N/A N/A 0% Clinical Determine the

Netherlands (single group) (community) symptoms; (NR); interview w/  effectiveness of
SUD; Low IQ 63% DSM-5 schema-focussed
criteria drama therapy in

Cluster C PDs

4 Farrell et al. RCT BPD (comm- Psychotic disorder; 32; 35.6 SFT + TAU (16) Individual 6 SFT +TAU DIPD-R; BSI Determine the

(2009); US unity) Low IQ (8.69); vs TAU (16) supportive (0%); TAU effectiveness of adding
100% therapy (25%) Group SFT to
(weekly) individual TAU for
BPD.

5 TFassbinder et al. Naturalistic BPD (comm- Psychotic disorder; 10; 35.0 GST (10) N/A 24 10% SCID-II; Investigate the feasibility
(2016); (single group) unity) Low IQ; SUD (13); BPDSI-IV and effectiveness of
Germany 100% GST for severe BPD in

a German context

6 Hilden et al. RCT BPD (comm- Psychotic 42;31.0 SGT +TAU (28) Supportive N/A SGT+TAU SCID-II Determine the feasibility

(2021); Finland unity) symptoms; (8.80); vs TAU (14) therapy (15%); and effectiveness of
Suicide risk; 92% (varied) + TAU (14%) GST alongside TAU
SUD; meds. for BPD outpatients
Dissociation

7 Koppers et al. Naturalistic PDs w/ Suicide risk; 225;39.4 SCBT (225)— N/A 3 23% Clinical Determine the efficacy of
(2020); (multi-ple depressive AnPD; Psycho- (NR); post-hoc high/ interview w/  SCBT in groups with
Netherlands groups) symptoms social problems 64% low depression DSM-IV PDs, with high and low

(community) comparison criteria severity depressive
symptoms.

8 Koppers et al. Naturalistic PDs (comm- Suicide risk; 194; 37.3 GST (194) N/A 3 28.40% Clinical Examine the outcomes of
(2021); (multiple unity) AnPD; Psycho- (9.25); interview w/  GST for PDs on
Netherlands groups) social problems 42% DSM-IV symptom severity,

criteria EMS and modes

(Continued)
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Table II. Continued.

N; Mean Diagnostic
Study Citation; Population Conditions Age (SD); Mon- Method (cut-
Country Design (Setting) excluded Female % Condition/s (n) (frequency) ths FU  Attrition off) Main Aim
9 Nenadic€ et al. Naturalistic BPD or Cluster C Psychotic disorder; 9; 23.9 GST (9) N/A N/A 11% SCID-II Determine the
(2017); (single group) PDs (inpatient, Cognitive (NR); effectiveness of short-
Germany sub-acute) impairment/ 87.5% term GST for BPD or
TBI Cluster C PDs
10 Peeters et al. Naturalistic Cluster C PDs w/ NR 62;34.4 SCHerp (62) N/A N/A 6% MINI; SCID- Examine the effects of
(2021); (single group) chronic anxiety (9.3); I combined GST and
Netherlands (comm-unity) 72.6% ERP for Cluster C PDs

11 Reiss et al. (2014); Uncontrolled BPD (inpatient) Psychotic disorder; 92; 31.2

US Pilots Chronic MDD; (7.2);
Low IQ; AnPD; 95.7%
NPD
12 Skewes et al. Mixed Method; AvPD or BPD w/ Psychotic 8;33.8
(2015); Naturalisatic depression & symptoms; (7.9);
Australia + Focus group  anxiety current NR
(comm-unity) emotional crisis;
SUD
13 Van Dijk et al. Natur-alistic Cluster B and C Bipolar 1; 19; 65.0
(2022); (multiple PDs Psychotic (NR);
Netherlands groups) (outpatient) disorder; SUD; 58%

Suicide risk;

Pl 4l)vsP2 N/A
(36) vs P3 (15)

GST (8) N/A

GST +PMT (19) N/A

with chronic anxiety
Evaluate the effectiveness
of intensive inpatient

P1/P2 Pl (2.4%); P2 BSI in P1;
N/ (2.7%); SCID-I in

A); P3 (6.2%) P2/3 GST for BPD
P3
3
6 25% Clinical Explore the acceptability,
interview feasibility, and
using DSM-  effectiveness of GST
IV-TR for mixed PDs
criteria
2 5% SCID-II Evaluate a GST protocol

enriched with
psychomotor therapy
for

Neurocog. older adults
disorder
14 Van Vreeswijk RCT AvPD or BPD Psychotic 58, NR SMBCT + TAU Psychiatrist 1 SMBCT + MINI; SCID- Investigate the

et al. (2020); (comm-unity) symptoms; (NR); (28) vs consultati-ons TAU I effectiveness of two

Netherlands SUD; Suicide 75.9% COMET + (varied) + (35.7%); eight-week group
risk; Low IQ; TAU (30) meds. COMET + therapies for mixed
ADHD TAU PDs

(33.3%)

Note. Abbreviation: N = population, SD = Standard Deviation, n = sample, TAU = Treatment As Usual, FU = Follow-up, UK = United Kingdom, RCT = Randomized Control Trial, BPD =
Borderline Personality Disorder, IQ = Intelligence, DID = Dissociative Identity Disorder; SUD = Substance Use Disorder, ADHD = Attention Deficit Hyperactivity Disorder; NPD = Narcissistic
PD, AnPD = Antisocial PD, IGST = Individual and Group ST, PGST = Primarily Group ST, BPDSI-IV = BPD Severity Index (Giesen-Bloo et al., 2010), SCID-II = Structured Interview for the
DSM (First & Gibbon, 2004); AN = Anorexia Nervosa, ASD = Autism Spectrum Disorder, GST = Group ST, NR = not reported, SFDT = Schema focussed drama therapy, US = United States,
SFT = Schema Focussed Therapy. DIPD-R = diagnostic interview for BPD-Revised (Zanarini et al., 1990), BSI = borderline symptom inventory (Conte et al., 1980), meds. = medication, SGT =
schema group therapy, SCBT = schema cognitive behavioural therapy, EMS = early maladaptive schema, SCHerp = Schema/Exposure Response Therapy, PMT = Psychomotor Therapy, MINI
= mini-international neuropsychiatric interview (Sheehan et al., 1998), P = pilot, SMBCT = schema mindfulness based cognitive therapy, COMET = competitive memory therapy.
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naturalistic in design. The combined population
comprised of 1271 clinical participants with at least
one PD as identified by a recognized diagnostic
system. The mean age across studies ranged from
23.9 to 65 years (M =35.59, SD=9.67). Female
participants comprised 79.76% of the total popu-
lation. Notably, Van Vreeswijk et al. (2020) did not
report age statistics and Skewes et al. (2015)
omitted gender statistics. Seven of the studies
excluded individuals with low intelligence or
cognitive impairment, 11 excluded participants
with psychotic symptoms, eight excluded individuals
with comorbid substance use difficulties, and six
studies excluded those with two or more Antisocial
or Narcissistic PD traits. Six studies focused solely
on BPD, two studies on Cluster C PDs, and four
on both Cluster B and C PDs. Two studies utilized
“mixed” PD samples, although upon further inspec-
tion these predominantly comprised of Avoidant,
Obsessive-Compulsive, and Borderline PDs. Attri-
tion ranged from 0% to 35.70% (M =16.31, SD=
12.01) across treatment conditions in all studies,
and from 14% to 33.33% (M =24.58, SD="7.97)
across the compiled TAU conditions included in
four of the 14 studies.

Treatment length ranged from six weeks to 24
months. A follow up assessment post-treatment was
included in 10 of the 14 studies, which ranged from
one to 24 months in duration (M=6.60, SD=
6.87). Nine studies followed Farrell and Shaw’s
(2012) and Farrell et al.’s (2009) high fidelity GST
treatment manual, four used Broerson and Van Vrees-
wijk’s (2012) shorter, more cognitively-focused proto-
col with less of an experiential emphasis, and one used
Aalders and Van Djjk’s (2012) semi-open, more psy-
chodynamically-oriented approach. Two studies
exclusively applied GST (Doomen, 2018; Koppers
et al., 2021), while six studies integrated GST with
individual ST, and three studies integrated GST
with another modality such as Cognitive Behaviour
Therapy (Koppers et al.,, 2020; Nenadi¢ et al.,
2017), or exposure and response prevention (ERP)
and drama techniques (Peeters et al., 2021). The pro-
portion of true GST across these nine studies ranged
from 53% to 85% (M =64.50, SD =11.76). Three
other studies applied additional treatment alongside
GST such as supportive counseling (Hilden et al.,
2021), psychomotor therapy (PMT; Van Dijk et al.,
2022), and mindfulness-based therapy (i.e. Schema
Mindfulness-Based Cognitive Therapy [SMCBT];
Van Vreeswijk et al., 2020). However, the true
amount of GST could not be determined from the
information reported. Due to the heterogeneity of
GST protocols used, the following patterns are only
identified if also present in studies utilizing Farrell
and Shaw’s (2012) protocol, which has the highest
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level of fidelity to the model and associated interven-
tions originally described by Young et al. (2003).

3.3. Methodological Quality

Inspection of the MMAT sensitivity analysis indi-
cated that four of the 14 included studies could be
deemed low risk on all relevant items. Notably,
some risk of bias was observed. Doomen (2018)
and Peeters et al. (2021) failed to reasonably
account for confounding variables in their design
and analyses, while Skewes and colleagues’ (2015)
qualitative component lacked methodological rigor
more broadly. It was unclear whether Hilden
et al.’s (2021) conditions were comparable at base-
line, as was whether their assessors were blinded to
the intervention provided, which was also the case
with Van Vreeswijk et al. (2020). Farrell and col-
leagues (2009) did however acknowledge their asses-
sors were unblinded. Whether Koppers et al. (2020,
2021) had participants representative of their target
population lacked clarity, and Dickhaut and Arntz’s
(2014) intervention may have changed without
anticipation as clinicians received additional training.
Lastly, four studies (Van Vreeswijk et al., 2020; Dic-
khaut & Arntz, 2014; Peeters et al., 2021; Van Dijk
et al., 2022) reported either incomplete outcome
data or dropout rates over 30%. Empirically, accep-
table data values and dropout rates tend to range
from 80% to 95%, and 5% to 20%, respectively
(Higgins et al., 2019; Van Tulder et al., 2003; Viswa-
nathan & Berkman, 2012). Notably, it was difficult
to determine this criterion in four studies as they
did not report missing data values. Overall, the
current body of evidence is not without methodologi-
cal flaws, leaving it susceptible to a moderate risk of
bias. Therefore, the conclusions drawn must be
interpreted with caution.

3.4. Group Schema Therapy Outcomes

The outcomes investigated across the resulting body
of evidence were clustered into four overarching cat-
egories: (a) PD symptom severity and rate of remis-
sion, (b) global and specific symptom severity, (c)
quality of life and associated functioning, and (d)
process outcomes pertaining to the intervention pro-
vided. While within and between group effects are
differentiated where possible, some studies have
one or both effects. For a direct visual comparison
of pre/post effects, refer to Table III.

3.4.1. PD symptom severity and remission..
Seven of the 14 studies investigated outcomes pertain-
ing to PD symptoms. Two RCTs demonstrated
reductions in BPD symptomology with large to



Table III. Intervention characteristics and treatment outcomes of included studies.

Intervention Within group outcomes Between group outcomes
No. Session Additional
sessions; Length; Treatment focus Treatment; % of
Duration  Frequency M:T (Manual) Frequency GST Pre-Post (d) Pre-FU (d) Post (d) FU (d)
1 122-135; 90 8- Mode-based 60-minute 92%  In TAU, BPDSI (1.60); In TAU, BPDSI (2.41); NR PGST and IGST
24 months minutes; 9:2 (Farrell & Shaw, individual ST; PGST; BPD-C (0.95); GAF BPD-C (1.42); GAF combined were
weekly— 2012) quarterly 51% (0.94); SOFAS (0.85); (1.41); SOFAS (1.27); superior to TAU in
monthly (PGST) and IGST WASAS (0.87); WASAS (1.09); reducing BPDSI
weekly IGST) WhoQoL (.68); BSI WhoQoL (.84); BSI (0.73), though IGST
(0.88); YSQ (1.02); SMI  (1.16); YSQ (1.23); SMI was superior to TAU
(0.87-1.11); Happ. (1.03-1.35); Happ. (1.14) and PGST
(0.69). In PGST, (.79). In PGST, BPDSI (.84). PGST was not
BPDSI (1.80); BPD-C (2.70); BPD-C (1.66); superior to TAU
(1.11); GAF (1.11); GAF (1.66); SOFAS (-30). PGST and
SOFAS (1.12); WASAS  (1.68); WASAS (1.61); IGST combined were
(1.14); WhoQoL (0.71); WhoQoL (0.91); BSI superior to TAU in all
BSI (1.03); YSQ (1.17); (1.45); YSQ (1.54); SMI secondary measures,
SMI (0.94-1.22); Happ. (1.18-1.56); Happ. though IGST was
(0.91). In IGST, BPDSI  (1.22). In IGST, BPDSI only superior to
(2.36); BPD-C (1.24); (3.55); BPD-C (1.86); PGST in the
GAF (1.38); SOFAS GAF (2.07); SOFAS WhoQoL (0.36).
(1.21); WASAS (1.10);  (1.82); WASAS (1.55); PGST was only
WhoQoL (0.89); BSI WhoQoL (1.27); BSI superior to TAU in
(1.15); YSQ (1.29); SMI  (1.69); YSQ (1.77); SMI the WASAS (0.52)
(1.11-1.32); Happ. (1.51-1.76); Happ. (.97) and Happ. (0.42).
(0.78)

2 Unclear, 90 8- Mode-based Baseline 60% NR BPDSI (2.72); BPD-C  d NR. First cohort had BPDSI (no sig.
approx. minutes; 10:2  (Farrell & Shaw, medication + (2.34); SCL-90 (1.49); slower reduction in difference); BPD-C
140; 24 weekly 2012) 60-minute Happ. (1.77); EuroQol BPD-C, SCL-90 and (no sig. difference);
months individual ST; (:94); WhoQol (1.31);  YSQ; slower increase in SCL-90 (no sig.

weekly SMI (1.16-1.48); YSQ Happ., EuroQol, and difference); Happ.
(1.64) WhOQol; and less (NR); EuroQol/
improvement in SMI.  WhOQol (NR); SMI
BPDSI recovery was (NR); YSQ (no sig.
higher in second difference)
cohort, 18.7% vs 66.5.

3 6; 3 150 8:2 Mode-based N/A 100% MOS (.50-.88); N/A N/A N/A
months minutes; (Farrell & Shaw, SMI (.25-.80)

fortnightly 2012) w/ drama

as experiential
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30; 8 90 6:2 Schema-focus Baseline 60% For SFT + TAU, For SFT + TAU, BSI (1.97); SCL-90 BSI (2.81); SCL-90
months minutes; (Young, 1990) medication + BSI (2.48); SCL-90 BSI (2.96); SCL-90 (1.39); DIB-R (1.35); (2.20); DIB-R (2.42);
weekly w/ psychoed. and  TAU; weekly (.72); DIB-R (4.29); (1.17); DIB-R (4.45); GAF (1.39) GAF (3.13)
DT GAF (1.39); 94% GAF (2.67); 94%
remission. remission.
For TAU, BSI (.09); For TAU, BSI (.04);
SCL-90 (-.25); DIB-R SCL-90 (-.13); DIB-R
(.49); GAF (.14); 16% (:35); GAF (-.14); 16%
remission. remission.
Unclear, 100 10:2 Mode-based Baseline 63% BPDSI (1.18); BPD-C BPDSI (1.81); BPD-C NR N/A
approx. minutes; (Farrell & Shaw,  medication + (.61); BSI (.54); GAF (1.17); BSI (1.55); GAF
52512 weekly 2012) 60-minute (.96); SOFAS (.63); (1.37); SOFAS (.84);
months individual ST; WSAS (.34); WhoQol WSAS (1.09); WhoQol
weekly (.34); EuroQol (.10); (1.90); EuroQol (.71);
Happ. (.02); SMI Happ. (1.70); SMI
(.55-.92); YSQ (.67); (1.33-1.51); YSQ
Days of hospitalization (1.34); Days of
(4.49) hospitalization (5.13)
2055 90 5-7:2 Mode-based Baseline CT For SFT + TAU, N/A d NR. N/A
months minutes; (shortened medication + BSL-23 (.44); OASIS No sig. differences
weekly version of TAU; varied (.26); AUDIT (1.34); between groups across
[2012]) PHQ-9 (.38); SDS all measures.
(.11-.25). For TAU,
BSL-23 (.59); OASIS
(.58); AUDIT (.11);
PHQ-9 (.39); SDS
(.04-.36)
20; 5 120 8-9:2 Schema-focus 1-2 60-minute 53% Overall, SCL-90 (0.5); Overall, SCL-90 (0.45); M, SD and d NR. M, SD and d NR.
months minutes; (Broersen & van individual YSQ (0.56); 50% YSQ (0.49); 44.6% No between group Greater reduction in
weekly Vreeswijk, 2012) CBT; weekly + achieved reliable achieved reliable differences across SCL-90, GSI, and
60-minute reduction in symptoms.  reduction in symptoms. measures or in depression in the PD-
individual ST; In PD-Lo, SCL-90 In PD-Lo, SCL-90 reliable change in Hi. Higher rate of
monthly (0.15-0.49); YSQ (0.04-0.43); YSQ symptoms, PD-Lo reliable change in PD-
(0.44-0.56); UCL (0.39-0.54); UCL (44.9%) vs PD-Hi Hi (62%) vs PD-Lo
(0.06-0.29) (0.08-0.32). (57.1%). Higher rates (32.4%).
In PD-Hi, SCL-90 In PD-Hi, SCL-90 of remission in PD-Lo No difference in
(0.29-1.25); YSQ (0.18-1.28); YSQ (32.6%) vs PD-high remission rates, PD-
(0.40-0.72); UCL (0.36-0.58); UCL (17.5%) lo (24%) vs PD-Hi
(0.06-0.35) (0.01-0.52). (21.1%)
40-60; 90 6-7:2 Schema and N/A 100% SCL-90 (0.65); YSQ SCL-90 (0.61); YSQ N/A N/A
10-15 minutes; mode-based (0.97); SMI (0.90— (0.99); SMI (0.91-
months weekly (Aalders & van 1.00); Remission rate 0.94); Remission rate
Dijk, 2012) 30% 28.9%
(Continued)
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Table III. Continued.

Intervention Within group outcomes Between group outcomes
No. Session Additional
sessions; Length; Treatment focus Treatment; % of
Duration  Frequency M:T (Manual) Frequency GST Pre-Post (d) Pre-FU (d) Post (d) FU (d)
9 12-15; 6— 50 9:2 Mode-based Baseline 53% SMI (0.44-0.69); YSQ N/A N/A N/A
7 weeks minutes; (shortened, medication + (0.22); BSCL-53-S
biweekly German version  1-2 60-minute (0.86)
of [2012]) individual
CBT; weekly
10 72,6 110 8:2 Mode-based 60-minute 55% 0Q-45 (.75); SMI N/A N/A N/A
months minutes; with art/drama individual ST; (.62—-.66)
triweekly techniques fortnightly +
(adapted [2012]) 240-minute
individual
ERP; weekly
11 10-18; 480-510 8- Mode-based Baseline 85% In P1, BSI (2.15); GAF In P3, BSL-95 (.50); NR NR
10-18 minutes; 11:1- (Farrell & Shaw, medication + (2.84). In P2, BSL-21 SCL-90 (.43). No sig.
weeks weekly 2 2012) 1-1.5 60- (1.34); SCL-90 (.98) difference in BPD
minute In P3, BSL-95 (.73); symptoms.
individual ST; SCL-90 (.96)
weekly
12 205 5 60 8:2 Mode-based 60-minute 80% YSQ (2.20); MCMI-II YSQ (2.70); MCMI-II N/A N/A
months minutes; (adapted van individual ST; (.76-2.96); SCL-90 (.82-3.07); SCL-90
weekly Vreeswijk & monthly (1.06); SMI (1.32—- (1.14); SMI (1.22—
Broersen, [2013] 1.69); Remission rate 1.66); Remission rate
w/ experiential 50% 63%
emphasis)
13 18; 6 90-105 4-8; Mode-based PMT; weekly CT YSQ (.12); SMI YSQ (.40); SMI (.68— NR NR
months minutes; 2 (adapted van (.54-.75); MANSA 1.09); MANSA (.36)
weekly Vreeswijk & (.10)

Broersen, [2013]
for older adults)
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14 8;2 90 8:2 Mode-based TAU; varied CT * GSI (-.05); MAAS * GSI (.29); MAAS M, SD and d NR. M, SD and d NR.

months minutes; (adapted van (.00); YSQ (.04-.11); (.03); YSQ (.01-.29); No sig. differences No sig. differences
weekly Vreeswijk et al. SMI (-.04-.12) SMI (.22-.25) between conditions in  between conditions in
[2014] with In SMBCT + TAU, GSI, RSES, MAAS, GSI, RSES, MAAS,
mindfulness as 20% recovered; 16.7% YSQ and SMI. YSQ and SMI.
cognitive impr-oved; 40.0% no
component) change; 23.3%

deteriorated; In
COMET + TAU, 17.9%
recovered; 14.3% impr-
oved; 46.4% no change;
21.4% deteriorated

Note. If effect sizes were not reported, these were calculated using Means and Standard Deviations as available. Abbreviation: No. = number, M:T = member to therapist ratio, GST = group
schema therapy, d = cohen’s d as reported or manually calculated via means and standard deviations, FU = follow up, PGST = Primarily Group ST, IGST = Individual and Group ST, TAU =
treatment as usual, BPDSI = borderline personality disorder Severity Index (Giesen-Bloo et al., 2010), BPD-C = BPD Checklist (Bloo et al., 2017), GAF = Global Assessment of Functioning
Scale (Hall, 1995), SOFAS = social and occupational functioning assessment scale (Hilsenroth et al., 2000), WASAS = work and social adjustment scale (Mundt et al., 2002), WhoQoL = world
health organisation quality of life scale (WHO, 1996), CT = Cannot Tell, BSI = Borderline syndrome index (Conte et al., 1980), YSQ = Young Schema Questionnaire (Young et al., 2003), SMI =
Schema Mode Inventory, Happ. = 1-term happiness scale, SCL-90 = symptom check list (Derogatis & Savitz, 2000), EuroQoL = Euro quality of life scale (Group, 1990), NR = not reported, sig.
= significance, MOS = mode observation scale (Bernstein et al., 2009), N/A = not applicable, psychoed. = psychoeducation, DT = distress tolerance, SFT = schema focussed therapy, BSI =
borderline symptom inventory (Conte et al., 1980), BSL-23 = borderline symptom list (Bohus et al., 2007), OASIS = overall anxiety severity and impairment scale (Norman et al., 2006), AUDIT
= alcohol use disorders identification test (Reinert & Allen, 2002), PHQ-9 = patient health questionnaire (Kroenke & Spitzer, 2002), SDS = Sheehan disability scale (Luciano et al., 2010), CBT =
cognitive behavioural therapy, PD-Lo = personality disorder with low depression, UCL = Utrecht coping list (Schreurs et al., 1993), PD-Hi = personality disorder with high depression, M = mean,
SD = standard deviation, BSCL-53 = brief symptom checklist (Franke, 2016), OQ = Outcome Questionnaire (Lambert et al., 1996), ERP = exposure response prevention, P = pilot study, w/ =
with, MCMI-II = Millon Clinical Multiaxial Inventory (Millon, 1997), GSI = global severity index (Derogatis & Savitz, 2000), MANSA = Manchester Short Assessment for Quality of Life (Priebe
et al., 1999), MAAS = mindfulness attention awareness scale (Brown & Ryan, 2003), SMBCT = schema mindfulness based cognitive therapy, COMET = competitive memory therapy, RSES =
Rosenberg self-esteem scale (Rosenberg, 1965).

*As no significant group differences, the study’s authors combined conditions for analyses. Authors were contacted for additional information, without response.
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Table IV. Assessment of methodological quality for included studies via the MMAT criteria.

Screening 2. Quantitative randomized 3. Quantitative non- 5. Mixed
questions 1. Qualitative control trials randomized 4. Quantitative descriptive Methods
Study S1 S2 1.1 12 13 14 15 21 22 23 24 25 31 32 33 34 35 41 42 43 44 45 51 52 53 54 55
1 Y Y Y Y Y Y Y . . .
2 Y Y Y N Y CT
3 Y Y . Y Y CT N Y
4 Y Y Y Y Y N Y .
5 Y Y . Y Y Y Y Y
6 Y Y Y CT CT CT Y . . .
7 Y Y CT Y CT Y Y
8 Y Y CT Y CT Y Y
9 Y Y Y Y Y Y Y
10 Y Y Y Y N N Y
11 Y Y Y Y Y Y Y .
12 Y Y . Y Y Y Y N
13 Y Y . . . . . Y N N Y Y
14 Y Y Y Y N CT Y

Note. Abbreviations: Y = Yes, N = No, CT = Cannot tell. S1 = “Are there clear research questions?” S2 = “Do the collected data allow to address the research questions?” 1.1. = “Is the qualitative
approach appropriate to answer the research question?” 1.2. = “Are the qualitative data collection methods adequate to address the research question?” 1.3 = “Are the findings adequately derived
from the data?” 1.4. “Is the interpretation of results sufficiently substantiated by data?” 1.5. “Is there coherence between qualitative data sources, collection, analysis and interpretation?” 2.1. = “Is
randomization appropriately performed?” 2.2. = “Are the groups comparable at baseline?” 2.3. = “Are there complete outcome data?” 2.4 = “Are outcome assessors blinded to the intervention
provided?” 2.5 = “Did the participants adhere to the assigned intervention?” 3.1. = “Are the participants representative of the target population?” 3.2. = “Are measurements appropriate regarding
both the outcome and intervention (or exposure)?” 3.3. = “Are there complete outcome data?” 3.4. = “Are the confounders accounted for in the design and analysis?” 3.5. = “During the study
period, is the intervention administered (or exposure occurred) as intended?” 4.1. = “Is the sampling strategy relevant to address the research question?” 4.2. = “Is the sample representative of the
target population?” 4.3. = “Are the measurements appropriate?” 4.4. = “Is the risk of nonresponse bias low?” 4.5. = “Is the statistical analysis appropriate to answer the research question?” 5.1.
= “Is there an adequate rationale for using a mixed methods design to address the research question?” 5.2. = “Are the different components of the study effectively integrated to answer the research
question?” 5.3. = “Are the outputs of the integration of qualitative and quantitative components adequately interpreted?” 5.4. = “Are divergences and inconsistencies between quantitative and
qualitative results adequately addressed?” 5.5. = “Do the different components of the study adhere to the quality criteria of each tradition of the methods involved?”

*Ratings were conducted in accordance with the Mixed Methods Appraisal Tool (MMAT; Hong et al., 2018).
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Figure 1. Study selection process via PRISMA flowchart.

extremely large effects when compared to TAU that
were maintained at six- (Farrell et al., 2009) and 12-
month (Arntz et al., 2022) follow up. Interestingly,
Armtz et al. (2022) found a combination of individual
and GST was superior to a primarily group-based
delivery. In both of their GST cohorts, Dickhaut and
Arntz (2014) demonstrated significant reductions in
BPD symptoms at two-year follow-up with extremely
large effect sizes. Their second cohort did, however,
improve more and more quickly than the first cohort
post-treatment, which was considered a consequence
of more specialized training of therapists in the
second cohort. Fassbinder et al.’s (2016) pilot study
aligns with these findings, demonstrating extremely
large effects for GST’s ability to significantly reduce
BPD symptomology, an effect that was sustained at
two years post-treatment. BPD symptomology also
reduced significantly in all three of Reiss et al.’s
(2014) pilot studies. The first two pilots exhibited
extremely large effect sizes, while the third was

v

Reports excluded, with reasons:

e Design (n=2)

e Population (n =5)
e Intervention (n = 3)
e OQOutcome (n=4)

medium in size, which was attributed to discrepancies
in treatment length, number of group facilitators, and
their level of expertise. Conversely, Hilden et al.’s
(2021) RCT observed BPD symptoms to reduce sig-
nificantly across conditions, with GST no more effec-
tive than TAU. In addition to these findings drawing
on predominantly BPD samples, Skewes et al. (2015)
demonstrated significant reductions in Avoidant PD
symptomology upon completion of GST and at six-
month follow up, with extremely large effect sizes. Of
note, while PD presence was assessed in a diagnostic
sense across all studies, six studies did not provide
any assessment of PD symptom presence or severity
across, at the cessation of, or post-treatment.

3.4.2. Global and specific symptom severity.
Eleven of the included studies assessed global psy-
chiatric symptom severity or more specific symptoms
related to various areas of psychological distress or
dysfunction. Three studies reported significant
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improvements in global psychological distress in
their BPD samples post-GST with effect sizes
ranging from medium to extremely large that were
sustained at follow-up (Dickhaut & Arntz, 2014;
Farrell et al., 2009; Reiss et al., 2014). Similar find-
ings were reported in five other studies that utilized
mixed PD samples, demonstrating sustainable
medium to large effects post-GST (Koppers et al.,
2020, 2021; Nenadi¢ et al., 2017; Skewes et al.,
2015; Peeters et al., 2021). While one study with a
mixed PD sample exhibited significant improve-
ments in global psychological distress, the effects of
GST were not significantly different from TAU
(Van Vreeswijk et al., 2020). Notably, their GST
program was amongst the shortest in duration, with
treatment lasting two months.

Significant reductions in depressive and anxiety-
related symptoms were observed in two studies
with medium to extremely large effect sizes, which
were maintained at follow-up (Skewes et al., 2015;
Hilden et al.,, 2021). However, Hilden et al.’s
(2021) TAU could not be differentiated from their
GST condition. Koppers et al.’s (2020) post-hoc
analyses found depressive symptoms to play a mod-
erating role between PD symptoms and global dis-
tress, with high rates of comorbid depressive
symptoms leading to greater reduction in global dis-
tress post-GST. Lastly, Fassbinder et al. (2016)
found days of hospitalization decreased significantly
in their sample of individuals with BPD after their
GST application, with extremely large effect sizes
post-treatment and at two-year follow up.

3.4.3. Quality of life and associated
functioning. Of the 14 included studies, seven inde-
pendent publications reported outcomes associated
with quality of life and functional capacity. Three
studies found GST to significantly improve global
functioning, social and occupational functioning,
work and social adjustment, and self-reported happi-
ness in BPD samples with large to extremely large
effects post-treatment and at follow-up (Arntz et al.,
2022; Fassbinder et al., 2016; Dickhaut & Arntz,
2014). Two studies found global functional capacity
specifically to improve with GST for individuals with
BPD, with extremely large effect sizes that were also
sustainable at follow-up (Farrell et al., 2009; Reiss
et al., 2014). van Dijk and colleagues found quality of
life among older adults with Cluster B and/or C PDs
to improved significantly with small effects immediately
post-treatment that evolved into a medium effect at
two-month follow up. Lastly, Hilden et al. (2021)
observed self-reported degree of disability and impair-
ment in individuals with BPD to improve significantly
across conditions, although was unable to identify any

significant differences between GST + TAU and
TAU alone.

3.4.4. Process outcomes. Eleven studies inves-
tigated more process-oriented outcomes related to
the specific treatment administered. GST signifi-
cantly improved EMSs and functional and dysfunc-
tional modes in three studies with BPD samples
(Arntz et al., 2022; Dickhaut & Arntz, 2014; Fas-
sbinder et al., 2016), one when compared to TAU
alone (Arntz et al., 2022), with large to extremely
large effect sizes that were maintained at follow up.
In mixed PD samples, five studies exhibited signifi-
cant EMS and mode improvement with small to
large effects that were maintained post-treatment
(Nenadic et al., 2017), and at two- (Van Dijk et al.,
2022), three- (Koppers et al., 2020, 2021) and six-
months (Skewes et al., 2015) follow up. Interest-
ingly, Koppers et al.’s (2020) post-hoc analysis of
differences between participants with high and low
levels of depression revealed no differences in reliable
EMS improvement.

The findings of studies integrating GST with other
treatment modalities appear more mixed. For
example, Doomen’s (2018) naturalistic provision of
GST integrating drama techniques for individuals
with Cluster C PDs exhibited significant improve-
ments in self-reported and observer-reported
modes, with effect sizes ranging from small to large
across their subscales. Integrating exposure and
response prevention tasks into GST, Peeters et al.’s
(2021) pilot of individuals with Cluster C PDs and
comorbid chronic anxiety demonstrated significant
improvements in schemas and modes, with a
medium-sized effect. Utilizing a mixed sample of
Avoidant PD and BPD, Van Vreeswijk et al. (2020)
did observe schema improvement in their compari-
son between SMCBT and Competitive Memory
Training (COMET), although this effect was extre-
mely small and non-significant. Modes appeared to
worsen at the end of treatment with small effect,
and to exhibit improvements at follow-up with
small effect. Participant awareness of Mindfulness
practices appeared neither to improve nor
deteriorate.

4. Discussion
4.1. Summary of Evidence

The current mixed-methods systematic review pro-
vides the first amalgamation and evaluation of
empirical evidence pertaining to GST outcomes in
PD populations. While most studies evidenced
strong support for GST’s ability to reduce Cluster



B and Avoidant PD symptomology with sustainable
effects at follow-up, one study (Hilden et al., 2021)
could not differentiate GST from TAU, and many
of those in strong support of GST omitted a
control condition. Similarly, most studies found
GST to improve global symptom severity, psycho-
logical distress, depression and anxiety, although
two found comparable effects for TAU (Van Vrees-
wijk et al., 2020; Hilden et al., 2021). In terms of
quality of life and functional capacity, all studies
but one (Hilden et al., 2021) evidenced the robust
efficacy of GST with stable effects at follow-up,
which is consistent with ST’s long term focus on
characterological change beyond symptomatic
reduction. Last, GST in isolation was observed to
result in significant EMS and mode improvements
in individuals with Cluster B and/or C PDs, particu-
larly for BPD and Avoidant PD. While the inte-
gration of ERP and drama therapy techniques
produced similar effects, the assimilation of mindful-
ness was not significantly different to an active com-
parator condition, with its effects less clear.

4.2. Limitations of the Evidence Base

The current body of evidence presents several
empirically robust studies with meaningful results
that demonstrate the efficacy of GST for PDs.
However, several limitations across and within the
body of evidence form a hindrance to appraisals of
GST’s overall efficacy for PD. Overall, there is a sig-
nificant discrepancy in the GST program applied in
terms of protocol used, length of treatment delivered,
frequency and duration of sessions, and percentage
of true ST. Namely, whilst Farrell and Shaw’s
(2012) approach is generally viewed as truly ST-
based—due to its high fidelity to the original model
and interventions outlined in Young et al. (2003)—
it is difficult to make the same claim for the Van
Vreeswijk et al. (2020) schema-based Cognitive-Be-
haviour Group Therapy protocol that omits experi-
ential techniques. Similarly, Aalders and Van Dijk’s
(2012) protocol has a greater emphasis on a psycho-
dynamic framework that, whilst not completely
incompatible with ST (i.e. shared Object-Relations
foundation; Bernstein, 2005), heavily relies on psy-
chodynamic interventions rather than ST strategies
to meet relational goals. These protocols therefore
differ in their inclusion and delivery of experiential
and/or relational techniques, leading to significant
challenges comparing results, identifying mechan-
isms of change, and drawing meaningful conclusions
from dropout rates and follow-up assessments.
Methodologically, the majority of studies failed to
include a control or comparator condition—and of
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those that did, a number combined GST with
additional therapies like ERP, mindfulness and psy-
chomotor therapy. While this reflects the highly inte-
grative nature of ST, the percentage of true ST was
often unclear and so the treatment outcomes
obtained cannot be exclusively attributed to GST.
In terms of the sample, there is an observable over-
representation of BPD patients and an under rep-
resentation of other PDs such narcissistic and anti-
social PDs and Cluster A PDs more broadly. There
is also an under-representation of individuals with
low intelligence, substance use problems, and risk
behaviors such as self-harm, which can be common
comorbidities with PDs (e.g. Trull et al., 2010;
Shah & Zanarini, 2018). Lastly, the evidence base’s
current stage of development, which made quantitat-
ive analysis not possible, meant that sample sizes and
subsequently the power of the included studies could
not be taken into consideration.

4.3. Research Agenda

In order to strengthen and expand the promising find-
ings regarding the efficacy of GST for PDs, we propose
a number of important foci for future research. First,
future research would benefit from an increase in meth-
odological rigor, including randomization, control/
comparison conditions, reasonable follow-up post-
intervention, and reporting of dropout rates. Promis-
ingly, there are several protocols and RCT designs
that have been published that may solidify the current
preliminary evidence for GST’s efficacy. Namely, pub-
lished protocols indicate that RCTs are currently
underway comparing the efficacy and cost effectiveness
of GST and Dialectical Behavior Therapy (an alterna-
tive evidence-based group therapy; Linehan, 1993a) for
BPD in outpatient settings (Fassbinder et al., 2018;
Wibbelink et al., 2022). Extending to other PDs, pro-
posals have aimed to compare GST and CBT for indi-
viduals with comorbid Avoidant PD and social anxiety
(Baljé et al., 2016) and GST with individual ST for
Cluster C PDs (Groot et al., 2022). The collective find-
ings resulting from this next phase of research trials is
highly anticipated, and has the potential to both fill
the empirical gaps identified and have real-world impli-
cations for the accessibility and affordability of evi-
dence-based PD treatment.

Second, future research should compare the
effects of specific GST protocols given their differen-
tial emphases on techniques and length of treatment.
For example, Broersen and van Vreeswijk (2012)
place a greater emphasis on cognitive techniques
than Farrell and Shaw’s (2012) original protocol,
and also insist on a short-term delivery of 20 weeks,
in contrast to the recommended one-year.
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Controlling for factors, such as treatment content
and duration and session length and frequency, in
future studies is paramount in identifying mechan-
isms of change and optimizing treatment for psycho-
pathology that has historically been extremely costly
and resource-intensive to treat. In addition, deter-
mining in which populations individual, group, or
hybrid individual-group ST is most effective—and
in what dose—may have wide-reaching implications
for effectively including ST within a stepped-care
model; a graded approach to treatment intensity
depending on need, which has previously demon-
strated efficacy in the effective and timely treatment
of PDs (e.g. Choi-Kain et al., 2016; Paris, 2013).

Finally, future research should expand the overly
strict exclusion criterion that has often been
employed. While the difficulties working with and
recruiting individuals with narcissistic and antisocial
traits, Cluster A symptomology more broadly, and
substance use and high-risk behaviors—both in a
group and individual capacity—are well-documented
(Bernstein et al., 2023; Bernstein et al., 2019), a
broader understanding of how GST generalizes to
these populations is essential given their burden on
healthcare systems (e.g. Soeteman et al., 2008).
This will further inform how the utility of GST
may differ for presentations varying in severity and
functioning, and subsequently, how the treatment
may be effectively optimized.

4.4. Treatment Implications

Despite the aforementioned limitations and pressing
need for further research, a number of important
practical and clinical implications can be drawn
from the current body of evidence:

1. GST appears to be efficacious for Cluster B
and C PD symptomology, and their related
EMSs and modes. GST may also lead to
improvements in global symptom severity,
anxiety and depression, quality of life, and
functional capacity in these presentations.

2. Itis possible that GST can be effectively inte-
grated with other evidence-based psy-
chotherapies such as ERP and drama
therapy, although the efficacy of integrating
other interventions, such as mindfulness, is
not yet clear.

3. Caution is warranted in implementing GST
for Cluster A PDs, individuals deemed to
have low intelligence or cognitive impair-
ment, those with dissociative or psychotic
symptoms, or individuals with comorbid sub-
stance use difficulties, as there is currently
little evidence for these populations.

4.5. Conclusions

The integration of cognitive, behavioral, experiential,
and relational techniques allows ST to facilitate com-
plete recovery from PD beyond symptomatic remis-
sion and a reduction in maladaptive behaviors (Van
Asselt et al.,, 2008; Nordahl & Nysater, 2005).
However, ST is a long-term approach with a con-
siderable associated cost when delivered individually
(Bamelis et al., 2015). The current body of literature
provides promising preliminary evidence in support
of the efficacy of GST for BPD, and Cluster B and
C PDs more broadly, in four areas: PD symptom
severity, global and specific symptom severity,
quality of life, broader functional capacity, and treat-
ment-related process outcomes such as schemas and
modes. Although the current body of evidence is not
without limitations and a moderate risk of bias, it has
allowed for the proposal of a future research agenda
and the identification of implications for clinicians
in-practice. Ultimately, the available evidence base
supports GST as a promising economical alternative
to individual ST, and a promising holistic alternative
to other costly PD treatments that reduce or elimin-
ate life-threatening and self-harming behaviors, but
can leave patients feeling empty and dysphoric (Alex-
ander, 2006a, 2006b).
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