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Rater: ___________________________     Institute/country: _______________     Date: __________ 

Group/tape number: ____________________________    Institute/country: _______________     

Session no.: ____ 

Therapist A: ___________________________     Therapist B: ______________________________ 

Please give your final rating of each item after watching the complete tape, but feel free to pause the 

tape at any time (e.g., to scan the items, look something up in the guidelines, take notes, or rate 

behaviors that you have gained sufficient information on). Both therapists can be rated simultaneously.  

For each therapist and item, please rate adherence first. If the described therapist behavior was 

observable, mark “1” (even if the behavior was not displayed consistently). If you never observed the 

behavior, mark “0”. Some behaviors may not have been observable, because they were not indicated, 

the other therapist performed the behavior, or they were not applicable (n/a) for some other reason. In 

that case mark “0”, but specify why.  

Example 1 Therapist A Therapist B 

18. Therapist manages occurring conflicts (between

members, between co-therapists and between 

members and co-therapists). 

Comments: 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

0 = not observed     1 = observed     n/a = not applicable 

Please do not rate competence and enter a missing in the data file, if you have rated already “0” for 

adherence. Keep in mind that the more proficient the therapist performed, the higher you should rate 

his/her behavior.  

Example 2 Therapist A Therapist B 

18. Therapist manages occurring conflicts (between

members, between co-therapists and between 

members and co-therapists). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

0 =  very poor    1 = poor    2 = unsatisfactory   3 = adequate    4 = good    5 = very good   6 = excellent 

X 

X 

X 

X 

X 

X 
X 
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GENERAL THERAPIST BEHAVIOR Therapist A Therapist B 

01. Therapist has a positive presence (e.g., warm,

confident, open, authentic). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/applicable always indicated/applicable 

02. Therapist utilizes positive nonverbal

communication (e.g., smiling, nodding, open arms). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/applicable always indicated/applicable 

03. Therapist is attentive to each group member

(e.g., making eye contact, listening, asking 

questions). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/applicable always indicated/applicable 

04. Therapist addresses and resolves alliance

ruptures using schema therapy techniques and 

terminology.  

(e.g., apologizing for not seeing the VC, pointing 

out one´s demanding parent, explaining the idea 

behind an intervention, apologizing for having been 

too quick, impatient or for not explaining enough 

details before an intervention, or for overlooking an 

important patient response) 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/applicable always indicated/applicable 

05. Therapist addresses both cognitive and

emotional processes of the patient in an integrated 

manner. Integration means that both processes are 

included for the same issue or are present in the 

same intervention.  

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/applicable always indicated/applicable 
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06. Therapist self-discloses in an appropriate

manner that serves the therapy process. 

(e.g., to reduce participants’ shame, to show that 

nobody is perfect, to model how being aware of and 

open about one’s own schema driven reactions 

leads to more control and more effective  coping).  

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

LIMITED REPARENTING Therapist A Therapist B 

07. Overall, the Therapist behaves like a good

parent for the group (e.g., by being fair and caring 

and signaling and providing safety for all 

members). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

08. Therapist attends to the need that is present for

a patient based upon the mode he or she is in (e.g., 

validating/protecting VC, limiting IC, allowing 

AC’s to vent anger, reinforcing HA and HC, 

disempowering DemP/PP, addressing DP). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

09. Limit setting: Therapist limits dysfunctional and

disruptive behavior (e.g., violation of ground rules, 

verbal attack of another member) immediately, 

firmly and directly Empathic confrontation is a 

different intervention. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

10. Empathic confrontation: therapist confrontation

is done in firm but friendly manner, the patient’s 

underlying need is addressed. 

(a) Name the problem behavior, (b) strengthen 

connection, (c) connect to history or underlying 

feelings, (d) point out the result of the action, (e) 

discuss more effective options to get the patient’s 

needs met. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 
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11. Therapist uses schema and mode language to

label, identify, comment on, or regulate 

participant´s experiences and behavior (in session 

or in a reported event outside of group).  

If appropriate, the underlying needs of the 

individual and the group as a whole are also labeled 

and addressed, including individual modes (e.g., 

“Tough Tammy, Mean Mommy”). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

12. Therapist facilitates group members´

involvement in the process (e.g., inviting responses 

from each group member) and their involvement 

and connection with each other (i.e., weaving the 

group together). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

13. Therapist is an active leader, who allows

enough room (silence) for participants’ 

involvement, but not so much that anxiety builds 

up.   

Therapist uses direction and limit setting actively to 

keep the group in the “working window” of 

activation, preventing over activation (high tension, 

turmoil, verbal attacks) as well as under activation 

(e.g., detachment, lethargy). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

14. Therapist alternates between focusing on one

individual member, each individual member in 

succession, and the group as a whole (individual 

work is time limited and made salient for all) 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

15. Therapist encourages participants to self-

disclose and to experience and express feelings and 

emotions in the session. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

16. Therapist addresses and manages interpersonal

tensions, irritations, quarrels and/or open conflicts 

that occur (between members, between co-

therapists and between members and co-therapists) 

according to the stage of the group. 

Healthy conflict can occur without breaking ground 

rules. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 

□ not indicated

□ other therapist

□ n/a, other reason:

.............................................. 
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GROUP CLIMATE Therapist A Therapist B 

17. Therapist creates a warm atmosphere and the 

feeling of belonging and safety (everyone is 

important to the group – no one is 

neglected/excluded/left out). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

18. Therapist creates an atmosphere that encourages 

and engages the playful child mode of each member 

and the group as a whole.  

This could be done explicitly by using an exercise 

or task, implicitly by smiling, laughing, nonverbal 

teasing, or by para- lingual tone. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

19. Therapist fosters group cohesion and 

acceptance. 

 (e.g., by pointing out similarities among group 

members while also supporting the acceptance of 

differences; limiting any negative evaluations of 

other members, encouraging “I feel” language 

instead of judgments of the other). 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

STRUCTURE 
Therapist A Therapist B 

20. Therapist establishes and maintains the working 

frame of a group by time and task management and 

reminders of ground rules.   

 

High level competence is defined by: the balance of 

structure and flexibility, and the therapist setting the 

stage for the task or topic and guiding the group 

actively toward a goal while also adjusting to the 

group needs.   

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 
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21. Therapist utilizes the component of ST that 

matches the stage the group is in.  

Stage I: Safety, ST education, connection in early 

sessions. 

Stage II: experiential  cognitive  in the middle 

working stage of group. 

Stage III: behavioral pattern breaking  

implementation in later working or autonomy 

stage). 

  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

22. Therapist pays attention to the order of activities 

in the session (e.g., simple safety images at the 

beginning and end of each session, allowing 

adequate time for wrap-up). 

 

 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

23. Therapist explains the (schema-therapy) 

rationale behind techniques and approaches to 

provide transparency. The point at which this is 

done may vary – sometimes before and sometimes 

coming after (e.g. following an experiential 

exercises).  

Therapist chooses the most suitable point in time for 

this explanation, so that the emotional process is 

facilitated (and not disturbed or closed down etc.) 

 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

24. Therapist gives some assignment or task (could 

be a question to consider further).These assignments 

must be followed up on in some way in the next 

session – either used in the session or collected for 

therapist review and return with comments.. 

 

 

 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated 

□ other therapist 

□ n/a, other reason: 
 
 
.............................................. 

□ not indicated 

□ other therapist 

□ n/a, other reason: 
 
 
.............................................. 
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CO-THERAPIST TEAM Therapist A Therapist B 

25. Co-therapists show a connection (e.g., eye 

contact, paying attention to each other, smiling at 

each other, acknowledging and complementing each 

other, seem well informed about each others’ 

approach/goal, seem to be following the same plan). 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

26. Co-therapists model healthy interactions, 

including disagreement (i.e., open and authentic 

communication). 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

27. Co-therapists support each other’s interventions 

- verbally as well as non-verbally (e.g., by giving 

each other space to complete an intervention and not 

jumping in unless there is a definite problem like 

lack of clarity, participants are misunderstanding, or 

a maladaptive schema/mode of the therapist has 

been triggered). 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

always indicated/ applicable always indicated/ applicable 

28. Co-therapists provide back-up for each other 

(e.g., taking over as last resort if the other therapist 

is struggling, or uncontrolled mode triggering of the 

co-therapist is evident) and/or use verbal or 

nonverbal signals to ask for assistance from each 

other when needed.  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

□ not indicated 

□ other therapist 

□ n/a, other reason: 
 
 
.............................................. 

□ not indicated 

□ other therapist 

□ n/a, other reason: 
 
 
.............................................. 
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SPECIFIC SKILLS RATING 

 

Therapist A: ___________________________     Therapist B: ____________________________ 

 

While watching the film and rating items 1 - 28, whenever you observe either of the therapists 

performing a specific skill (e.g., safety bubble imagery), please pause the tape as soon as the 

performance is completed and rate the respective item:  

Please rate adherence first. Mark “1” for the therapist that had performed the skill and then rate how 

competent his/ her performance was. Keep in mind that the more proficient the therapist performed, the 

higher you should rate his/her behavior.  

If a therapist did not perform a specific skill throughout the complete session, mark “0” for that therapist 

on the respective item.  

Please rate competence ONLY if you have rated “1” for adherence. 

 

Example 1 Therapist A Therapist B 

16. Mode role plays (modified psychodrama) 0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

17. Use of transitional objects 0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

0 =  very poor    1 = poor      2 = unsatisfactory      3 = adequate      4 = good      5 = very good      6 = excellent 

 

If both therapists have collaborated in performing a specific skill, please mark “1” for the therapist that 

has taken the lead in performing the skill (i.e., had a more dominant role) and mark “0” for the other 

therapist - unless he/she performs the specific skill at another time during the session.  

However, if both therapists played an equally important role, mark “1” for both therapists and then rate 

each therapist’s competence in performing the specific skill separately.  

 

 

Example 2 Therapist A Therapist B 

16. Mode role plays (modified psychodrama) 0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

17. Use of transitional objects 0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

0 =  very poor    1 = poor      2 = unsatisfactory      3 = adequate      4 = good      5 = very good      6 = excellent 

 

 

 

X 

X 

X 

X X 

X 

X 

X 

X X 
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Anticipatory Socialization to the 

group modality and ST Education Therapist A Therapist B 

29. ANTICIPATORY SOCIALIZATION INTO 

Group ST and how this group model and process 

works. Information that Patients have been given 

about how group can help, what behavior is 

expected  of him/her, what the therapists role are, 

ground rules of the group, etc. is referred to 

explicitly or implicitly. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

30. Schema Therapy model education – what are 

schemas and modes, which does a patient have, how 

they relate to his/her problems and how they will be 

worked with in the groups sessions . 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

MODE AWARENESS AND CHANGE WORK 
Therapist A Therapist B 

31. Experiential focusing exercise 

A physical exercise for awareness in which one 

person stands 12 feet away from another, then takes 

slow steps toward him/her until they are 3 feet apart. 

The instruction given is to note any sensation, 

feeling or thought that you are aware of with each 

step. Both then write down their experiences at each 

step. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

32. Physical grounding exercise 

Exercises in which movement is used to increase 

physical awareness or create tension followed by 

relaxation to bring a person more in touch with their 

body. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

33. Circle monitoring 

A system of analyzing an experience in terms of the 

situation, thought, feeling, sensation, need, schemas, 

mode, action taken and result. It may begin with a 

focus on one patient but must involve other group 

members. This particular format arranges these 

components in a circle.  

It may also be given as an assignment. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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34. Mode monitoring collecting information about 

what situation, thought, feeling, action, etc. a person 

experiences when they are in a particular mode.  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

35. Mode dialogues/role-play for awareness 

Group members are arranged in different positions 

to represent the relationship among the various. 

They play the mode they are assigned. The goal is 

to increase awareness of how and when that mode 

operates, does it get the patients need met and what 

is the cost. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

36. Others:  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

COGNITIVE INTERVENTIONS 
Therapist A Therapist B 

37. Schema Therapy education information about 

the ST model of the etiology of psychological 

problems in terms of unmet childhood needs and 

temperament and how ST works. Especially 

education about people’s needs, emotions, 

children’s rights, learning, the necessity to make 

mistakes to learn, how early experiences form 

schema modes, and lead to repetition of patterns, 

etc.  

Furthermore the kind of education that is woven 

into the therapy process, e.g. during discussion or in 

experiential interventions should be coded here. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

38. Pro and con exercises 

The pros and cons of a particular behavior or choice 

are identified and analyzed with the goal of 

choosing a new more effective behavior For 

example, whether to stop using avoidance to cope 

with fear or anxiety about being around other 

people. 

 

 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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39. Cognitive restructuring and reattribution 

Comments: 

A patient´s core beliefs are examined – e.g. the 

belief that “my needs were not met as a child 

because I am bad” the evidence for and against is 

weighed, other possible explanations for the 

experience are considered – a new belief is formed 

and articulated- e.g. my needs were not met because 

my parents did not know how, I was a good kid”. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

40. Evidence logs  

Patients collect written evidence of feelings or 

behaviors that support or refute their early 

maladaptive schemas. For example, “I tried 

something new, I was not good at it, but nothing 

terrible happened – no one rejected me or laughed at 

my attempt. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

41. Problem solving. For example, a patient brings 

in a dilemma of wanting to cancel a visit to her 

mother because she has been asked on a date by a 

man she really likes. Problem solving would 

identify the problem, examine options, analyze the 

pros and cons and come to a decision. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

42. Flashcards or mode memos to use as cognitive 

antidotes for schemas and modes using a form 

similar to that of Jeff Young: when I feel X and am 

in my Y mode, I want to do Z, which will not get 

my need today met, so instead I will do A to be 

more effective. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

43. Identify cognitive distortions (in looking at 

thoughts that maintain schemas and modes identify 

any faulty logic based on cognitive distortions like 

“all or nothing” thinking, negative forecasting, 

catastrophizing, etc.) 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

44. Others:  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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EXPERIENTAL INTERVENTIONS Therapist A Therapist B 

45. Imagery (Safety Bubble, Good Parent)

The Safety Bubble is an imagery exercise in which 

patients use the image of a large, protective 

“magical” bubble around them to provide safety. 

The Good Parent imagery exercise has the therapist 

read to the group a collection of messages they have 

generated that a good parent would say to a child 

who they loved and that they would like to have 

heard or heard more in childhood.  

Exercises that orient patients to what imagery is 

may also be used here – for example, imaginary 

visit to toy store or ice-cream shop. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

46. Imagery change work (e.g., imagery rescripting)

Imagery rescripting is an exercise in which a 

patient(s) imagines a new ending for a painful 

memory or imagines a future experience (like a 

flash-forward) that better meets the needs of the 

patient(s). 

For a high competence rating the group should be 

included in this process, e.g. the group brainstorms 

a new ending, all are asked to take in the words of 

the rescripting for themselves. 

Two main variations are possible: imagery for the 

group as a whole, imagery rescripting that begins 

with the memory of one patient then moves to 

include the rest in planning and implementing the 

rescripting. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

47. Mode dialogues/role-plays for change

This exercise actively involves more than one group 

member. Various group members take the roles of 

another patient’s modes. They interact as the mode 

they are playing with whichever mode the 

protagonist patient is playing. The purpose is to get 

a fuller picture of the dynamics of the modes: the 

functions they have, the experience of them, the 

effects they have on others and whether they work 

in adult life to get needs met. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

48. Use of transitional objects-

An object that represents the therapist or group 

symbolically, like the soothing blanket of a young 

child) is given to each group member. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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49. Creative representations of group experiences- 

(making a drawing, symbol, choosing a picture from 

a magazine to represent an experience in the group 

or more generally to represent the group “family” to 

be used  for comfort , soothing, support, etc. 

The same can be done to represent a patient’s 

experience of a mode or the mode of the group as a 

whole. 

 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

50. Special group rituals/events (e.g., birthdays, 

holidays, supporting members on special 

occasions). 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

51. Play: any playful activity that can involve the 

therapists and the whole group with the purpose of 

accessing and allowing the HCM to be present. It 

can be as simple as blowing bubbles, playing a 

memory or word game with low demand 

characteristics, singing a childhood song together. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

52. Others:  

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

  

BEHAVIORAL PATTERN BREAKING 

INTERVENTIONS Therapist A Therapist B 

53. Emergency plans 

These are written plans specific to patients that 

identify any safety issues they have related to 

modes, what the underlying need is and how they 

can take safe alternative action to meet it. The 

patient commits to take the new action indicated and 

if they cannot to contact the emergency service that 

has been identified ahead of time for him/her. 

Emergency plans are mode management plans for 

potentially dangerous or life-threatening behaviors. 

 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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54. Mode management plans

(Similar to the emergency plan – these look more 

generally at identifying the problems that a mode 

presents, mode triggers, choice points and alternate 

healthy action a patient can take that will more 

effectively meet their need and have less negative 

consequences. 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

55. Role-play practice, behavioral rehearsal,

practicing new behavior (or example, asking for 

help from a friend in an assertive manner). 

0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 

56. Others: 0 1 0 1 

0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 0 ― 1 ― 2 ― 3 ― 4 ― 5 ― 6 
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GSTRS-R : Guidelines for the Specific Skills Rating Scale (2014-07-10) 

Compiled by : S. Verhagen &  S. Bot .  Pages listed referring to Farrell, J.M. & Shaw, I.A. (2012).  Group 

Schema Therapy for Borderline Personality Disorder. Chichester: Wiley-Blackwell. 

Please look also for further descriptions of interventions at: Farrell, J.M.,  Reiss, N. & Shaw, I.A. (2014). The 

Schema Therapy Clinician´s  Guide. Chichester: Wiley-Blackwell. 

Please look also at the handouts downloadable from www.wiley.com/go/farrell. To be legally 

entitled to do so you have to buy one copy of the book. Please do so! 

Mode awareness & Change work: (p.92) 

‘Mode awareness begins with a focus on emotional awareness. Patients have to be aware of levels of 

emotions beyond the global ‘all or none’ that typically describes BPD patients level of emotional 

awareness. Patients progressively will be helped to express their feelings as part of developing an 

awareness of, and ability to talk about, modes.’ 

01) Experiential focusing exercise:(p. 127, 147) 

This exercise is used to increase overall awareness of sensation, thought and feeling.  

e.g. Level of emotional awareness exercise ( LEA) or the Color Game. 

02) Physical grounding exercise:(p. 158) 

This exercise will help a patient to stay present and not to detach. Physical grounding exercises can 

be done in a lot of different manners and are a part of kinesthetic awareness exercises to increase 

physical sensation. One example of a grounding exercise: “Stand with knees slightly bend. Extend 

your arms up at your sides parallel to the floor. Bend to the side, allowing your right arm to move up 

in the air as you bed. Hold a few seconds and slowly return to standing.” 

03) Circle monitoring:(pp. 130 and 72) 

This exercise is used to monitor awareness in patients or to handle a crisis situation. It helps the 

group to assess and identify underlying needs in a cooperative manner. It also helps to focus the 

problem solving within the group and it can be used as a short cut to get to the hearth of a problem-

the unmet need. A whiteboard is used to make a visual drawing of a circle. Together with the group 

the circle will be filled in.  

04)  Mode monitoring: (p. 147)  

This method is used to become aware of the maladaptive coping modes. It will first be used in a 

retrospective manner and later to recognize the ‘early warning signs’ that the mode is beginning to 

operate. 

This can be done as a specific exercise, or  it may come up at random (“opportunity work”) within a 

group session. It is to become aware of a mode, esp. a coping mode or the pp, the patients  are in. It is 

a meta-cogntive training: Building the ability to observe and label/diagnose your own states of mind.  

http://www.wiley.com/go/farrell
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Modes in the sense of mode monitoring are frequently addressed by the therapists in a group session 

(What mode are you in? What mode is speaking now?). Furthermore there is homework “Whatch out 

for your punitive parent?” or a retrospective event analysis is undertaken: “What modes were present 

in this situation? From what mode did you feel/think/do what?” 

 

05)  Mode chair work: (p. 153)  

With this method different aspects of a mode are played out by the group members, to help identify 

different sides of the mode. Group members play a side of a mode on different chairs to properly 

separate the different aspects in a visual and creative manner. Other group members are watching. 

This approach is good for vicarious learning and will help to get a better understanding and 

awareness of modes. 

Cognitive Interventions:  

‘Cognitive interventions appeal to reasoning and engage the thinking, rational part of patients in 

fighting their maladaptive schemas and recognizing schema modes.’ 

07) Education on BPD, ST, childhood needs: 

Education is given in non-pejorative terms. Education about how the diagnosis is made of BPD, the 

etiology in terms of  ST theory  and the origins of BPD are discussed. Basic information about the 

neurobiology and how temperament interacts with environment to produce impairments is given. 

The information should be conducted in an interactive format, applying it to group members and 

pointing out commonalities and differences. Also empirical evidence is discussed regarding GST.A 

three-ring binder is given to each patient with various handouts with educational material, 

homework and exercises, and is referred back to during sessions. 

08) Pro and Con exercises:(pp. 147, 151)  

This exercise is used to assist in making a decision whether it is better to change an old coping 

style/mode or not. This is done by evaluating its effects and whether or not the needs are met. A pro 

and con list is developed for a mode together with the group. Both sides of a mode are discusses 

thoroughly. Writing it down on a whiteboard helps to focus the group and to see the balance visually. 

It is also possible to record the pros and cons that apply to the patient independently.  

09) Cognitive restructuring and reattribution:(p.16) 

Schema mode change 

Care for the vulnerable child, reassure and replace the detached protector mode, teach the angry 

child appropriate ways to express emotions and needs, overthrow and banish the punitive parent, 

free the happy child mode.  

Specific interventions used to score this: Therapists labels mode and express sympathy and consoling 

for the vc, makes a pro and con list for the dp, validate the unmet need of the ac, but show ways (role 

play) to express  feelings and needs in a more adult, reciprocal manner, labeling the pp, evaluating it 

as harmful, telling the pp to shut up or fighting it in any other way, facilitating the happy/contented  
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child mode: encouraging  laughter, telling a joke, having fun, playing games in the group, but also 

creating a sense of belonging, of security, of integration,  of attachment. Note: Happy child does not 

imply only fun, but is a state which signals that important basic needs are met. So the label of this 

mode could also be happy/contented child. 

 

 

 

10) Flashcards or mode memos: (p. 206) 

Schema mode flashcards or mode memos are a primary cognitive intervention. Flashcards or mode 

memos are developed together with the group and within the group the use of this can be practiced. 

When in a maladaptive mode, flashcards or mode memos can be used to help a patient to stop the 

action and think it through.  

11) Identify cognitive distortions: (p. 26,228-31) 

Identity is formed in partly internalizing early significant others’ view of us. These views can be very 

negative and a distortion of the real identity of a person. It can also lead to negative distortions of 

the meaning of others’ behavior and can have a huge influence in someone’s life. Within the group a 

new and more accurate reflection of a patient can be pointed out. Faulty distortions can be 

identified,  challenged and ultimately corrected within a group.  

12)  Use of cognitive antidotes for schemas or modes:(p. 93) 

Cognitive antidotes are learned to help patients deal with their dysfunctional modes and to become 

more like a healthy adult. E.g.: Short sentence or helpful formulas to memorize. “This is my pp –mode. 

It is no good – I am allowed to free myself from it”, “Avoidance makes things worse in the long run 

and cuts me of from life”. 

 

Experiental interventions:  

‘These interventions operate at the level of emotion and provide corrective emotional experiences.’ 

14) Imagery:  Safety Bubble, Safe place, Good parent. 

15) Imagery change work(Rescripting): (pp. 169, 115, 170-74, 178-95) 

The purpose of this exercise is to change the endings of childhood memories.‘Patients access their 

vulnerable child mode and go in imagery to a childhood scene where a core need was not met. They 

allow the therapist, and later the group also, to enter the image to meet the need. This usually takes 

the form of protecting the child, comforting him/her, telling the punitive parent mode to stop, that 

they were wrong to treat him/her like that, and then taking the child in imagery to a safe place. The 

group is brought into imagery work in a variety of ways and at different depths of involvement. ‘ 

16) Mode role plays:  
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Punitive parent mode effigy, full chair work, mode dialogues.  

 

17) Use of Transitional objects:  (pp. 198-200,179)  

Transitional objects can be given to, made, and used by patients as a reminder of the group therapy, 

the connections with each other in the group, or the comfort they have experienced during, for 

example, imagery sessions within the group. It can be an important component of limited 

reparenting for the vulnerable child mode. Examples for such transitional objects are: Small pieces of 

fleece or silk, smooth stones, a small souvenir from a vacation, the identity bracelet, a treasurebox, 

flashcards, poems and a number of other tangible things that can be available also outside the group.   

18) Creative representations of group experiences:  

Scents, drawings, collages, etc. 

19)  Special group rituals: 

Rituals developed by a group that is specific for the group and represents the progress and all the   

people within the group. Birthdays and other special events can be celebrated by the group family. 

Examples: Starting with a round of positive reports, finishing the group with a take –home-statement, 

rituals for Christmas, birthdays, cheerleading if somebody achieved something good 

20) Play: (pp.15, 133, 144, 159, 201-4, 228, 233) 

Play is an important element of GST and can be easily introduced in the group setting. A humor and 

playful approach can be a welcome exchange from al the negativity involved with BPD and the more 

hard work within a session. Enthusiasm, being genuine and open and sharing the own playful  

vulnerable child mode by the therapist will make it easier for patients to be caught up in the emotion 

during an exercise as well. The happy child mode of the patients is triggered and developed during 

playful activities.In imagery work, images of play, fun and joy are created and have patients practice 

accessing those along with safe place images.The possibilities to use play within the group are 

endless, limited only by the imaginations of the therapists and the group members. 

Some examples: the Face game, A safe house project, the winter Olympics, keepsakes, memories and 

connection boxes. 

Short play activities can be interjected into the group sessions like clapping rhythm games, and all 

joining hands and moving and/or singing together. The group can regularly plan fun activities to 

share like creating a group mandala or a picture representing all as a shared symbol of safety and 

unity.  

 

 

 

Behavioral pattern breaking interventions:  
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Please look at the handouts accompanying the ST-Clinician´s Guide, which give examples for such 

plans. 

Behavioral pattern breaking is an important component of change. New healthier coping strategies 

are used instead of the former maladaptive schema-driven strategies.  

22)  Emergency plans: (pp. 80, 94, 140) 

Patients emergency plans are discussed within the group and there is a brainstorm about the actions 

that can be done to ensure safety. Every patient should have a safety plan by the end of the second 

session. The amount of availability of the other patients or the therapists should be clear.  

To support the vulnerable child mode of patients during difficult times, transitional objects, voice 

recordings, and other tools and methods can be used. It is important that the patients can bring 

something home to help them when the group is not present or is on a break.  

23)  Mode management plans: (pp.(66), (72), 200) 

Plans are made in the group with regard to managing a mode in a collective manner or especially  for 

a specific person  A Mode management plan helps a patient to first identify and then to cope 

with/fight with a specific mode, esp. if self harm or suicidality is involved. 

24) Evidence logs: 

 Like in CBT: “What is the evidence contrary to a distorted belief or a maladaptive schema (“I am 

worthless, I am a failure). 

 What is the evidence for a positive believe, an alternative belief challenging the maladaptive schema: 

E.g.: “I have certain strength, I graduated from high school, I manage my household OK, I can raise 

my kids, I can speak a second language…)  

25) Role play practice, behavioral rehearsal, practicing new behavior 

Like in CBT: Practicing e.g. assertive (instead of aggressive or insecure) behavior. 

26) Problem solving: 

 For any life problems presented by the patients, e.g. asking the boss for a better salary, negotiating 

the holidays with the partner, dealing with the requests of a health insurance company. 
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GSTRS: CODING GUIDELINES FOR COMPETENCE     (final-2014-07-07)) 

Authors: Andra Schikowski, Gerhard Zarbock   © for publication Gerhard Zarbock 

Student co-workers:  Simone Verhagen & Suili Bot 

 

Requirements: Before working with the scale you should become familiar with the subscales and items by 

thoroughly reading the items of the scale and the clarifications in section B. In addition you should have a good 

understanding of the different concepts assessed by the scale (needs, schemas, child/parent and coping modes, 

limited reparenting, safety images, cbt-techniques etc.). 

RATING GUIDELINES FOR THE LEVEL OF COMPETENCE 

 

6 – Excellent: the behavior [described in the item] … 

 is performed in a way that goes beyond the standard of proficient group (schema) therapy 

 is consistently displayed (whenever it is applicable and needed) throughout the session 

 is performed in a highly skillful and well-directed manner 

 is creatively custom-tailored to meet the needs of every participant and situation in the most effective 

and helpful way 

 conveys optimal levels of attunement and intuition, as well as expert-knowledge and experience  

 

4 – Good: the behavior [described in the item] … 

 is performed in an adequate manner 

 is generally present (most of the time, or at least whenever necessary)  

 is performed with sufficient skillfulness and competence 

 did not always appear optimal or could have been better tailored to fit the unique needs of a particular 

situation or participant 

 is only limited in ways that did not significantly reduce the overall helpfulness of the session (for each 

member of the group) 

 

2 – Unsatisfactory: the behavior [described in the item] … 

 is partially observable, but not performed sufficiently consistent or applied in inadequate situations  

 conveys a significant lack of understanding and attunement on the part of the therapist AND/OR 

 is performed with significant difficulties or limited ability 

 is erroneous in ways that affect the overall helpfulness of the session 

 

0 – Very Poor: the behavior [described in the item] … 

 is executed in a very poor way during the session (i.e., the therapist executes it in a clumsy and unclear 

way, or feels extremely unsecure with it) OR  

 is performed in a wrong way OR 

 is used for the wrong issue (e.g., fighting the angry child mode with the empty chair technique) OR 

 is performed in an adverse manner, that may even be detrimental to the session outcome, the 

participant’s well-being, development, or healing-process 
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RATING GUIDELINES FOR COMPETENCE – ITEM SPECIFICATIONS 

 

 

Item 

 

Exemplary descriptions 

 

0 6 

 

 

 

 

GENERAL THERAPIST BEHAVIOR 

 

 

1. 

 

Insecure/anxious: Therapist avoids eye contact, 

does not speak up (hard to understand, mumbles), 

insecure/ intimidated body language (e.g., crossed 

arms, slumped/ducked posture, wringing his/her 

hands) or constantly takes notes or reads off 

his/her notes or lacks distinctly positive mimic 

and gestures (physical expression). 

 

Cold/negative/reserved: Therapist is stern, cool 

and rigid.   

 

 

 

Openness and friendliness seem posed, artificial 

and forced. Therapist is appearing to be 

overconfident about his/her own ability in an 

arrogant manner or is trying too hard to impress. 

 

 

Confident: Therapist seeks eye contact, has a 

clear and easily audible voice and a confident 

body language, does not depend on his/her notes 

(hands are free), is expressive (responds 

physically via mimic and gestures) and 

emphasizes his/her own statements through body 

language. 

 

Warm/positive/open: Therapist seems kind 

(understanding, approving, forgiving) and 

encourages participants through smiling and 

nodding.  

 

Therapist seems authentic. 

 

 

2. 

 

Neglecting non-verbal communication: 

Therapist has a restricted body language and stiff 

demeanor, avoids eye contact, acts distant and 

reserved, does not use his body as a tool of 

communication. 

 

 

 

Utilizing positive non-verbal communication: 

Therapist makes eye contact, utilizes intonation 

and voice modulation, has an expressive mimic, 

emphasizes what he/she is hearing/saying through 

gestures (e.g., open arms) and posture. Therapist 

uses soothing gestures if necessary.  

 

 

3. 

 

Inattentive: Therapists may neglect certain 

participants, overlooks or ignores important 

signals and statements, shows no physical reaction 

(e.g., mimic, gestural) to participant’s utterances 

and fails to understand what participants are 

trying to express, thus consistently missing the 

point. Therapist seems distracted, bored, irritated 

or indifferent.  

 

 

 

Attentive: Therapist is alert and focused, 

carefully observes every participant and 

noticeably directs his attention toward every 

participant. Therapist looks at every participant in 

succession, makes eye-contact, asks questions, 

listens attentively and responds to every 

participant’s statements. Therapist demonstrates a 

heartfelt interest in each participant by asking 

questions (trying to fully understand), utilizes 

active listening (repeating, paraphrasing, 

requesting confirmation), and picks up on and 

responds to important cues (signals) from group 

members (e.g., signs of insecurity or anxiety). 

 

 

4. 

 

Does not act as a role model for healthy adult 

behavior: Therapist does not openly acknowledge 

and accept his/her own imperfections (pretends to 

be impeccable, lies to cover up mistakes, denies 

his obvious responsibility for a mishap or blames 

others), reacts immaturely when criticized or hurt 

 

Acts as a role model for healthy adult 

behavior: Therapist is accepting towards his/her 

own imperfections, acknowledges and apologizes 

for own mistakes, is aware and takes care of 

his/her own needs. 
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(sulking, attacking), seems to avoid unpleasant 

but necessary topics, does not seem to take care of 

his/her own needs (e.g., not taking breaks or 

setting limits). 

 

 

5. 

 

Rational OR emotive: Therapist either remains 

in a rational-cognitive OR (over)emotional mode. 

 

 

 

 

 

 

 

 

 

 

 

Rational and emotive: Therapist is capable of 

switching between being rational and emotive 

according to the needs of the group. Part of the 

session is dedicated to input on a more rational 

level (e.g., psychoeducation) and another part is 

dedicated to more involving (i.e., experience 

oriented and emotionally activating) exercises and 

techniques. 

The feeling tone of the intervention differs from 

cognitive problem solving, guided discovery or 

socratic disputes of irrational ideas. 

For example, integration means that the cognitive 

component can be an introduction or preparation 

for an experiential intervention or cognitive 

reflection and analysis can occur after the use of 

an emotional intervention  A group may begin 

with information about an exercise to work with 

the DemPM followed by an experiential 

intervention or if the group begins with most in 

rigid DemPM the therapist may go right into the 

experiential intervention followed later by guided 

reflection on the experienced cognitive analysis. 

 

 

6. 

 

Inappropriate self-disclosure: Therapist self-

discloses to satisfy his/her own need for 

compassion and/or reveals information about 

himself/herself that is unsettling, confusing, 

overwhelming or hurtful for the participants (e.g., 

“I really don’t want to be here”) or for himself/ 

herself (e.g., conveying of sexual preferences).  

 

No self-disclosure: Therapist acts as a distant 

expert, makes no references to his/ her own 

feelings, experiences, or (maladaptive) behaviors 

and schemas.  

 

 

No sharing of own modes: Therapist does not 

display an awareness and open reflection of own 

modes, behaviors and feelings. 

 

Appropriate self-disclosure: Therapist self-

discloses (i.e., gives a personal example) in a 

way that is helpful for the participants, e.g., by 

showing that nobody is perfect and that it is okay 

to have weaknesses (reducing shame), by 

modeling being aware of and open about own 

schema driven reactions and therefore more in 

control and able to cope, by facilitating a better 

understanding of a specific process/technique, or 

in order to overcome apprehension, or strengthen 

the therapeutic bond by becoming more 

“human”, winning favors and signaling that the 

participants are trustworthy.   

 

Sharing of own modes: Therapist is aware of 

own modes and labels them openly (when 

appropriate) in order to act as a role model.   

 

  

LIMITED REPARENTING 

 

 

7. 

 

Absent or bad “parent”: Therapist does not take 

on the role of a parent for the group OR takes on 

the role of a “punitive parent”. Therapist may 

seem hostile, distant, reserved, critical, 

judgmental, skeptical and unforgiving. 

 

 

 

 

Good “parent”: Therapist treats the group (or 

even openly describes) the group as a kind of 

family in which he/she has the role of a “good” 

mother/father, thereby allowing new learning 

experiences of how it feels to have one’s own 

needs acknowledged and met by one’s 

parents/primary caregivers. Therapist is friendly, 

understanding, accepting, approving, trusting and 
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Unfair: Therapist openly favors some participants 

over others (e.g., by giving them attention/room 

while ignoring/neglecting others) and/or is highly 

demanding, has unrelenting standards and is 

hypercritical.  

 

Indifferent: Therapist shows no concern for 

participants’ well-being (e.g., ignores signs of 

distress). 

 

Not providing safety: Therapist fails to provide 

safety for participants by enforcing or continuing 

with interventions or topics that are clearly 

overwhelming, unsettling or harmful.  

 

forgiving. 

 

Fair: Therapist treats all participants of the group 

in the same way, has no favorites or least favorites 

(or at least not openly), and is able to make each 

participant feel welcome and important.  

 

 

Caring: Therapist shows concern for the 

participants’ well-being and offers compassion, 

support and comfort if needed. 

 

Providing safety: Therapist makes sure that 

every participant feels safe and protected (e.g., via 

mutual consent, safety images, soothing gestures). 

 

 

8. 

 

Not attending to modes: Therapist does not 

address or consider modes in his/ her verbal or 

non-verbal communication. 

 

 

Attending to modes: Therapist is sensitive to 

participants’ modes and responds/interacts 

accordingly. 

 

Vulnerable Child (VC): Therapist validates 

feelings and needs. 

 

Angry Child (AC): Therapist confronts AC 

sympathetically and helps to vent anger in a 

helpful and non-destructive manner. 

 

Impulsive Child (IC): Therapist sets limits to IC. 

 

Demanding/Punitive Parent (DemP/PP): 

Therapist disempowers DemP and PP. 

 

Healthy adult/child (HA/HC): Therapist 

reinforces HA and HC mode (e.g., through 

praise). 

 

Detached protector (DP): Therapist addresses the 

DP mode and provides safety, validation and 

everything else needed to encourage the 

participant to let go of the DP in order to 

experience the VC (and other modes) underneath.  

 

 

9. 

 

No setting of boundaries: Therapist does not 

state ground rules at the beginning OR only 

mentions them casually without emphasizing their 

importance or explaining them sufficiently. 

 

 

 

 

 

 

 

No maintaining of boundaries: Therapist 

displays no adequate enforcement of ground rules 

(e.g., does not interfere if ground rules are 

violated or interferes much too late).  

 

 

Setting boundaries: Therapist makes a point of 

stating and explaining the ground rules for the 

group and each individual at the very beginning 

and makes sure that every group member is “on 

board” (mutual consent) by answering questions 

and discussing objections. The therapist repeats 

this procedure at any time throughout the sessions 

whenever the impression arises that the ground 

rules are not well established or need to be 

altered. 

 

Maintaining boundaries: Therapist reacts 

promptly, straightforward and decidedly to any 

violation of the ground rules and makes sure that 

the violation is discontinued. E.g., by “freezing” 

the situation, explaining what is happening, 
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 naming the rule, showing understanding and 

sympathy for each person involved, and 

demonstrating/establishing an alternative 

behavior. 

 

 

10. 

 

No confrontation of dysfunctional behavior: 

Therapist overlooks, tolerates, or even ignores 

dysfunctional behavior. 

 

Insensitive confrontation: Therapist stops 

dysfunctional behavior in a harsh and punitive 

way, without understanding or validation. 

Therapist punishes, hurts, scares, and/or 

humiliates/shames the participants. 

 

 

Empathetic confrontation of dysfunctional 

behavior: Therapist confronts participants (or the 

group) openly when they show dysfunctional 

behavior and makes sure to limit the 

dysfunctional behavior, while at the same time 

signaling/expressing understanding and sympathy, 

validating underlying needs, and reducing 

feelings of shame and hurt (e.g., via self-

disclosure or universality).  

Example: I’m not saying this to criticize you, but 

I am concerned that you are not getting your need 

met when you do this. I also know that this was 

the only way to protect yourself as a child when 

you felt hurt or scared but now you have more 

effective options. 

 

11. 

 

Neglects schema and mode language: Therapist 

does not make use of schema-therapeutic terms in 

his language. And/or fails to make use of schema-

therapeutic terms… 

 

…to label currently activated modes: The 

therapist is not sensitive to or aware of the current 

modes of the participants. Or the therapist is 

aware of them, but avoids openly labeling 

activated modes.  

 

 

…to identify participants’ experiences and 

behavior: Therapist fails to indicate schema-

therapeutic concepts in participant’s self-report 

and behavior. 

 

 

 

…to comment on participants’ experiences and 

behavior: Therapist fails to link participants’ self-

report and behavior to schema-therapeutic 

concepts and models. 

  

 

 

 

…to regulate participants’ behavior: Therapist 

does not make use of schema-therapeutic concepts 

and terms to modulate participants’ behavior. 

 

 

 

 

…to identify individual and group needs: 

Therapist neither mentions nor considers the 

activated needs of participants or of the group as a 

whole.    

 

 Uses schema and mode language: Therapist 

continually uses schema-therapeutic terms and 

concepts (e.g., needs, schemas, modes) in his 

language… 

 

…to label currently activated modes: Therapist 

is sensitive to the activated modes of the 

participants and openly labels these modes in a 

helpful and understanding manner (without 

exposing, embarrassing, or blaming participants). 

 

 

…to identify participants’ experiences and 

behavior: Therapist identifies (points-out) the 

underlying needs, activated schemas and modes 

that are present in participants’ self-report and 

behavior (e.g., by paraphrasing the participant’s 

narration using schema-therapeutic terms).   

 

…to comment on participants’ experiences and 

behavior: Therapist continually links 

participants’ self-report and behavior to schema-

therapeutic concepts and models (e.g., by 

explaining how the frustration of core needs in 

childhood lead to the development of maladaptive 

schemas et cetera).   

 

…to regulate participants’ behavior: Therapist 

employs schema-therapeutic concepts and terms 

as a tool for regulating (directing and guiding) the 

participants’ behavior in way that allows him/her 

to break with familiar patterns, experience a sense 

of control and develop self-regulation strategies. 

 

…to identify individual and group needs: 

Therapist is sensitive to the activated needs of 

participants and the group as a whole. 
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 In and outside the group: This means discussing 

modes that were triggered during the session, but 

also discussing modes that were triggered outside 

the group (e.g. home context). This does not refer 

to therapist talking to patients outside the group. 

 

 

12. 

 

Discouragement of involvement: Therapist does 

not facilitate, or sometimes even hinders or 

prevents important interactions. Therapist focuses 

only on individual members or problems while the 

rest of the group remains passive (i.e., performing 

individual therapy while the group is watching). 

The therapist does not make an effort to stimulate 

the involvement of the participant’s with each 

other, or even prevents it. 

 

 

 

Encouragement of involvement: Therapist gives 

room for participants’ interactions, points out 

differences and similarities between group 

members, continually encourages participants to 

interconnect and to get involved with each other 

(e.g., to exchange opinions, experiences, feelings 

and thoughts, or to give feedback, sympathize and 

show solidarity with each other) and utilizes 

interactive methods (e.g., role plays, towel-

pulling-exercise). Therapist is able to catalyze and 

augment schema therapy interventions via 

therapeutic factors of the group. 

 

 

13. 

 

Passive (“laissez-faire”) leader: Therapist 

passively watches group interactions, seems to be 

distracted or busy with something else, or retracts 

into unsettling silence. 

 

 

Not allowing room for patient involvement: 

Therapist talks too much, or rigidly controls every 

interaction (i.e., interrupting, commenting). 

 

 

Active leader: Therapist is “in control” (e.g., 

maintaining structure and ground rules), closely 

monitoring, actively guiding and purposefully 

directing the group processes and interactions. 

While also… 

 

…allowing room for patient involvement: 

Therapist is flexible and gives sufficient room for 

participants’ interactions and occurring needs. 

 

14. 

 

Not moving between individual experiences 

and modes common to the group: Therapist 

continually focusses on individual members of the 

group for an unnecessary long period of time 

without monitoring ongoing group processes, or 

tying-in the other group members. 

 

OR therapist fails to deal with important issues 

and needs of individual group members. 

 

 

Moving between individual experiences and 

modes common to group: Therapist alternates 

between focusing on an individual member of the 

group and the group as a whole.  

 

Individual patient focus is time limited: 

Therapist makes sure not to focus on a single 

group member longer than necessary, and 

involves the group if possible, and/or 

intermittently “zooms out” to check up on and 

involve the group as a whole. Naturally there are 

some exercises (e.g., re-scripting, role plays) that 

focus on an individual and require some time. In 

that case it should be done in agreement with the 

group and made comprehensible to the group 

what the purpose of the exercise is and what their 

role during the exercise will be or how they might 

profit from watching. 

 

 

15. 

 

Discourages experience of feelings/ emotions: 

Therapist works on a rational/ cognitive level 

(e.g., psychoeducational), does not express/ 

display feelings and emotions himself.  

 

 

 

 

 

 

Encourages experience of feelings/ emotions: 

Therapist explicitly encourages participants to get 

emotionally involved (e.g., by frequently asking 

participants how they feel about something that 

has come up in the group, by explaining function 

and importance of feelings/ emotions, or by 

explaining and demonstrating how emotional 

activation can boost the learning/ healing 

process), uses exercises and techniques that 
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Discourages expression of feelings/ emotions: 

Therapist ignores/ disregards signs of emotional 

activation in participants (e.g., crying), labels 

some feelings/ emotions as wrong or bad, or 

seems alienated/ unsettled by emotional outbursts 

(e.g., tries to end them, or encourages the 

participant to leave the room). Therapist creates 

an unsafe place for self-disclosure. 

 

activate emotions (e.g., imagery, role play) and 

acts as a role model (e.g., by expressing a wide 

range of feelings and emotions). 

 

Encourages expression of feelings/ emotions: 

Therapist supports self-disclosure by conducting 

exercises that encourage the expression of 

emotions (e.g., color game), by praising 

participants for expressing how they feel 

(especially participants that tend to distant 

themselves), by identifying underlying emotions 

in participants’ reports/ behavior (e.g., by 

mirroring or paraphrasing), and by validating 

feelings and emotions. 

 

 

16. 

 

Non-management of conflicts between 

members: Therapist either does not interfere 

when conflicts arise, or interferes in a non-

constructive manner, e.g., much too late, 

trivializing, silencing, blaming.  

 

 

 

  

 

 

 

 

 

 

 

 

Non-management of conflicts between co-

therapists: Conflicts are downplayed, covered-

up, “get out of hand”, or remain unresolved. 

 

 

 

 

 

 

 

Management of conflicts between members: 

Therapist manages occurring conflicts in a 

manner that grants safety and validation for all 

participants, without assigning blame or taking 

sides. 

 

The therapist may even use the occurring conflict 

as a learning opportunity, e.g., by helping 

participants understand what underlying needs 

have been frustrated, what kind of schemas have 

been activated, and through what kind of modes 

the participants have tried to cope with the 

situation or to protect themselves, but also by 

demonstrating alternative constructive ways to 

cope with conflicts (e.g., making I-statements, 

expressing anger in a non-destructive way). 

 

Management of conflicts between co-

therapists: When conflicts between co-therapists 

arise they are a very good opportunity for a new 

(social) learning experience (especially in terms 

of “reparenting”). Therefore it is preferable that 

conflicts between co-therapists are resolved 

openly (if possible) in order to model constructive 

ways to disagree and to show that conflicts occur 

in the best of relationships without detrimental/ 

irreversible consequences. 

 

According to the stage of the group: Early in the 

group active therapist intervention is required, 

later on patients are more actively involved in 

managing the conflict. 

 

 

GROUP CLIMATE 

 

 

17. 

 

Does not create a warm atmosphere: Therapist 

fails to create a warm atmosphere by being distant 

and reserved or even judgmental, critical and 

hostile (e.g., stiff demeanor, crossed arms, 

frowning). 

 

Does not create a feeling of belonging: Therapist 

fails to create a feeling of belonging, e.g., by 

 

Creates warm atmosphere: Therapist is able to 

generate a warm atmosphere in the group through 

his words, mimic, gestures, posture and behavior 

(e.g., by smiling, nodding, praising, encouraging, 

approving, and laughing). 

 

Creates feeling of belonging: Therapist is able to 

make every person in the room feel like they 
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avoiding (disliking) some members of the group, 

by having “scapegoats”, by forgetting important 

information about participants (e.g., participants’ 

names), or by not noticing when a group member 

is missing. 

 

 

belong, e.g., by welcoming everybody, by 

frequently using everybody’s names, by 

expressing that “each and every one is 

important” to him/ her and to the group. 

Therapist emphasizes the importance of every 

participant by expressing what they bring to the 

group and by naming their unique qualities. 

 

 

18. 

 

Spontaneity and play are discouraged: 

Therapist creates an overly serious “work” 

atmosphere. Therapist remains composed, stern 

and rigid. Therapist does not play games, create 

fun imagery or conduct fun exercises.  

 

Preventing playful child mode: Therapist 

“punishes” participants for being silly or laughing, 

e.g., by frowning or calling them to order. 

 

 

 

 

OR when conducting playful exercises the 

therapist overlooks the fact that some participants 

have disengaged. 

 

 

 

 

Spontaneity and play are encouraged: Therapist 

includes games and activities that bring about 

smiles and laughter (e.g., ice cream imagery, 

balloon, snowball), models spontaneity and 

“silliness” and invites participants to go along. 

 

Engaging playful child mode: Therapist 

encourages participants to be in a playful child 

mode and acknowledges and praises participants 

when they allow themselves to be silly and have 

fun, e.g., by expressing how good it feels to hear 

their giggles and their laughter.  

 

Therapist makes sure to include and welcome 

each member and the group to participate in 

such games and activities, and is open to adjusting 

the activities to meet the needs of every 

participant (e.g., altering imagery so that 

everybody feels comfortable and safe). 

 

 

19. 

 

Does not foster group cohesion: Therapist fails 

to point out similarities in experiences, feelings, 

symptoms and problems among group members, 

does not allow enough room for participants’ 

involvement with each other, and sometimes even 

hinders or prevents important interactions. 

Therapist shows no active effort to weave the 

group together, or create a group-identity.  

 

Does not foster acceptance: Therapist forces 

participants together by overemphasizing 

similarities (without pointing out differences as 

well) and imposing an artificial group identity at 

the cost of individual differences (e.g., 

“everybody is the same”). Or Therapist fails to 

create an atmosphere in which differences are 

accepted and valued. 

 

 

Fosters group cohesion: Therapist fosters group 

cohesion by continually pointing out similarities 

in experiences, feelings, symptoms and problems 

among group members, and by encouraging 

participants’ involvement with each other.  

 

 

 

 

Fosters acceptance: Therapist fosters acceptance 

by repeatedly pointing out differences in 

experiences, feelings, needs, symptoms and 

problems among group members, while 

emphasizing (through words and behavior) that it 

is normal  and valuable to have differences (i.e., 

adopting an open, tolerant, and accepting 

attitude). 

 

STRUCTURE 

 

 

20. 

 

No structure: Therapist does not structure the 

session and does not appear to follow an agenda. 

E.g., the participants and the therapist are engaged 

in a conversation that does not seem to follow any 

specific path, or the therapist simply watches 

while participants engage in a conversation that 

does not seem to be going anywhere. The 

therapist does not formulate a goal for the session. 

He/she seems to be going with the flow of the 

 

Balances structure and flexibility: Therapist 

always appears to follow an agenda and structures 

the session in a meaningful way, but he/she does 

not rigidly stick to the original plan. Therapist is 

able to take situations and topics that come up 

during the session (e.g., conflicts, strong 

emotions, critical questions) and work with them. 

Therapist comes up with a new approach/agenda 

for the session, if participants don’t seem to profit 
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moment.  

 

No flexibility: OR strict and rigid execution of a 

fixed agenda. 

 

 

 

from the original plan (e.g., because the group 

feels vulnerable or irritated). 

Flexibility: Having a plan, but being ready to 

change it. 

 

21. 

 

Not acknowledging group stage: The therapist 

does not acknowledge the stage of the group. GST 

components are employed too early, too late or 

not at all. 

 

[When coding this item it is necessary to be aware 

of the stage of the group and the stages of schema 

therapy (starting with safety and psychoeducation, 

followed by awareness and experiential work, 

leading to behavior pattern breaking, and ending 

with an implementation of change in everyday 

life). During the session experiential work should 

always be followed by a cognitive backup of the 

experiential process (reflection and cognitively 

“harvesting the crops” and securing the outcome.] 

 

 

 

 

 

Acknowledging group stage: Therapist is aware 

and acknowledges the stage of the group by 

employing the adequate components of GST. 

 

First, the assessment phase: safety and 

psychoeducation (identification of schemas). 

 

Second, the emotional awareness and 

experiential phase: participants learn to become 

aware of and identify schema activation in their 

day-to-day life (cognitive stage) via empathetic 

confrontation and experiential work.  

 

Behavioral change stage (pattern breaking and 

implementation): participants are actively 

involved in replacing negative, habitual thoughts 

and behaviors with new, healthy cognitive and 

behavioral options. 

 

 

22. 

 

The order of activities is not correctly followed: 

The therapist does not use a clear structure within 

the group. The right order is not being followed. 

There is no clear beginning or ending of the 

group, no adequate closing  procedure, no cooling 

down of heated emotions and the therapist does 

not pay attention to loose ends before releasing 

patients into the real world again.  

 

 

 

The order of activity is correctly followed: 

A clear structure of activities in the group is being 

used. The therapist pays attention to the order of 

activities within the session. 

E.g. Simple safety images at the start and end of 

the group, etc. 

 

Therapist does not end the group with overtly 

distressed clients leaving the setting. Therapist 

begins the group with addressing safety and ends 

the group in the same way either by using an 

exercise or doing a wrap-up. Groups have an 

explicit and marked beginning and ending taking 

into account the needs of the group to arrive, be 

welcomed and to end with attention to their need 

to be prepared for returning to the outside world. 

This can be as short as one minute – could be the 

instruction to take a few slow deep breaths. 

 

23. 

 

No explanation of rationale behind techniques 

and approaches: No explanations of therapist 

behavior are offered, patients are expected to 

blindly follow instructions. If explanations are 

given they don’t refer to the schema-model. 

 

 

 

Explanations of rationale behind techniques 

and approaches: Therapist correctly explains the 

rationale behind his or her technique or approach. 

Schema or mode terms are being used. The 

therapist makes sure every patient in the group 

understands, ensuring transparency.  

 

 

24. 

 

Failing to give homework: No homework 

assignments are given or there is no following up 

on given homework. The homework is not 

discussed in the group. The reason for doing 

homework is not explained and there is no 

 

Giving homework: Homework is given to the 

participants at the end of each session. The 

purpose and the assignments are clearly 

explained. The previous homework is being 

discussed or referred to in the group. Participants 
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encouraging and reinforcement to do the 

homework. 

are encouraged to do their homework and 

reinforced for their work. 

 

Comment: If one therapist takes the lead in giving 

homework, the other therapist should cheerlead, 

support, comment positively on the homework 

given. If one therapist is rated “0” please give 

reasons.  

 

 

 

 

 

CO-THERAPIST TEAM 

 

 

 25. 

 

Co-therapists do not show a connection: 

Therapists do not pay attention to each other  , do 

not seek eye-contact and do not show verbal/ 

non-verbal responses to each other or they display 

signs of irritation (e.g., by frowning, shaking their 

heads, raising eyebrows).  

 

 

Not following the same plan: Therapists seem to 

be unaware of each other’s approach/goal and do 

not support each other in their interventions and 

course-of-action, remain skeptical and passive, or 

even ignores the attempt of the other therapist by 

steering in a completely different direction. 

 

 

Co-therapists show a connection: Therapists 

continually connect with each other by paying 

attention when the other person talks, by seeking 

eye contact, by verbally or non-verbally 

approving words/actions (e.g. nodding, smiling, 

agreeing, praising) and by openly expressing 

sympathies, affection and/or admiration. 

 

 Following the same plan: Therapists seem aware 

of each other’s approach/goal and support each 

other in their interventions and signal accordance 

with overall course-of-action in a verbal and/or 

non-verbal manner. 

 

 

26. 

 

Unhealthy interactions: Therapists do not 

communicate in a friendly way and/or are not 

open for each other’s suggestions. The 

communication appears rigid, forced or artificial. 

E.g., interfering, interrupting, disapproving of one 

another, fighting. A disagreement remains 

unresolved or is resolved in an unhealthy way.  

 

 

Healthy interactions: Therapists communicate in 

a friendly way and are open to suggestions made 

by the other therapist. The communication is 

fluently and appears to be authentic and genuine.  

A disagreement is resolved in a friendly, positive 

way. 

 

 

27. 

 

Not supporting interventions: By not noticing 

each other’s intervention, being unsupportive in a 

verbal or nonverbal way. Intervening when it is 

not necessary, interrupting. Not intervening when 

it is clearly needed. 

 

 

Supporting interventions: By being aware of 

each other’s interventions, giving space for the 

intervention, acknowledging the intervention of 

the other therapist. When a maladaptive schema is 

triggered of one therapist, the other therapist 

intervenes in a positive way (e.g., by kindly 

helping the other therapist to become aware of 

his/her triggered mode or gently taking over). 

 

 

28. 

 

Wrong or no back up: Ignoring or not noticing a 

situation in which one therapist needs help or 

backing up. Correcting the therapist in a critical or 

disapproving manner.   

 

 

 

Good back up: When needed the other therapist 

helps in a verbal or non-verbal manner. E.g., 

correcting misunderstandings, restating in 

different words, take over when the therapist is 

struggling. This is done in a non-critical way. 
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