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Abstract: The Young Schema Questionnaire (YSQ) has been dem-
onstrated to tap into core beliefs, or maladaptive schemas, of clinical
populations. This study used the YSQ to investigate maladaptive
schemas of 137 chronically traumatized patients seeking outpatient
psychiatric treatment and to assess whether specific schemas might
be associated with suicide risk in this population. Participants
completed a modified version of the YSQ-S (short form), post-
traumatic diagnostic scale, dissociative experiences scale and self-
harm and risk behaviors questionnaire-revised at treatment intake.
Significant correlations were found between most YSQ scales and
the post-traumatic diagnostic scale, and between all YSQ scales and
the dissociative experiences scale. Suicide risk variables were most
highly correlated with the social isolation/alienation, defectiveness/
shame and failure YSQ scales, suggesting that these schemas may
mark individuals at particularly high risk for suicidal ideation and
suicide attempts. These results offer important implications for the
assessment and treatment of high-risk traumatized patients.
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Childhood abuse and chronic interpersonal trauma have
frequently been associated with a risk of developing a

wide range of psychiatric disorders and complex constella-
tions of symptoms. These include not only the more com-
monly studied post-traumatic and mood disorders, but also
dissociative, addictive, eating, and personality disorders. Sur-
vivors of prolonged and repeated trauma also frequently
suffer from interpersonal difficulties, sexual dysfunction, a
sense of being fundamentally damaged, a greater propensity
for revictimization, and, most ominously, suicidal ideation
and behaviors (Beitchman et al., 1992; Briere and Elliott,
1994; Davis and Petretic-Jackson, 1999; Heim and Nemeroff,

2001; Irwin, 1999; Messman-Moore and Long, 2000; Molnar
et al., 2001; Nash et al., 1993; Widom, 1999). This has led
many clinicians and researchers to look for underlying mental
constructs that could further our understanding of trauma-
related sequelae and help guide treatment (Briere and Elliott,
1994; Ford, 2005; Herman, 1997; van der Kolk et al., 2005).

Schema therapy (Young et al., 2003), a modified and
integrative version of cognitive therapy, postulates that indi-
viduals with pervasive childhood experiences of neglect
and/or abuse develop early maladaptive schemas. These sche-
mas are defined as “extremely stable and enduring themes,
comprised of memories, emotions, cognitions, and bodily
sensations, regarding oneself and one’s relationship with
others, that develop during childhood and are elaborated upon
throughout the individual’s lifetime, and that are dysfunc-
tional to a significant degree” (Young et al., 2003, p 7).

Young et al. developed the Young Schema Question-
naire (YSQ) (Young, 1994) to identify and study the relevant
early maladaptive schemas experienced by individuals with
complicated or treatment-refractory psychopathology. Al-
though the link between experiences of childhood maltreat-
ment and salient early maladaptive schemas is central to
Schema Theory’s understanding of such complex psychopa-
thology, however, few studies have investigated this link in
clinical populations outside of the eating disorders literature.
In fact, only 1 study could be located that investigated the
relationship between early maladaptive schemas and trauma,
but in a nonclinical, undergraduate population (Cecero et al.,
2004). These authors found that experiences of emotional
abuse or neglect were related to schemas of defectiveness and
shame. Because their study was carried out in a nonclinical
population, however, no attempt was made to relate maladap-
tive schemas to clinical symptoms. In addition, although the
YSQ has been found to be highly sensitive in predicting the
presence of psychopathology in clinical versus nonclinical
samples (Rijkeboer et al., 2005), the utility of the YSQ in
predicting high-risk status within the context of psychopa-
thology has not yet been examined.

The aim of the present exploratory study was to examine
the presence of early maladaptive schemas in a chronically
traumatized population and to investigate the relationship be-
tween these schemas and other measures of trauma-related
sequelae. In particular, the study sought to investigate whether
specific schemas might be related to suicidal ideation, suicide
planning, and/or history of suicide attempts, with the goal of
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identifying schemas significantly associated with a high suicide
risk.

METHODS

Participants
Participants were 137 patients seeking individual or

group therapy at a treatment program for trauma survivors
located in the outpatient psychiatry clinic of a community
hospital in a large Northeastern metropolitan area. Eighty-
four percent of participants were females, with a mean age of
38.3 (standard deviation (SD) � 11.2), ranging from 20 to
62-year-old. Seventy-seven percent of participants self-iden-
tified as white, 7% African/African American, 3% as Asian/
Asian American/Pacific Islander, and 4% as “Other,” with
7% of the participants identifying as more than 1 race/
ethnicity. Twenty-four percent of the participants were em-
ployed full-time, 30% engaged in part-time or occasional
work, 25% received disability benefits, and 21% reported no
income. With respect to marital status, 52% of the partici-
pants were single, 20% married or living with a partner, 13%
divorced, and 2% widowed.

Measures and Methods
Participants called a central outpatient office requesting

treatment or were scheduled for intake appointments by their
case workers. Clinicians invited patients to complete a packet
of self-report measures early in treatment, usually after an
intake session of approximately 60 minutes. Clinicians were
licensed staff psychologists or social workers, or trainees in
these fields being supervised by licensed staff members.
Patients had the right to refuse to complete the self-report
measures, and the right to refuse permission to include their
responses in this study. The study was approved by the
Institutional Review Board of the hospital.

The Young Schema Questionnaire–short form (YSQ-S)
(Young, 1998) was used to assess early maladaptive cogni-
tive schemas. Welburn et al. (2002) carried out a factor
analytic study which demonstrated the YSQ-S to have excel-
lent construct validity and good internal consistency. To meet
feasibility requirements of this study, the YSQ-S was modi-
fied to consist of the 50 highest loading items on the first 12
factors of Welburn et al.’s (2002) study, which represents 12
of the YSQ-S’s 15 original maladaptive schemas: emotional
deprivation, abandonment, mistrust/abuse, social isolation/
alienation, defectiveness/shame, failure, dependence/incom-
petence, enmeshment, subjugation of needs, self-sacrifice,
emotional inhibition, and unrelenting standards. Participants
rate how well each item describes them on a 6-point scale,
with higher scores indicating a greater presence of that
maladaptive schema item.

The post-traumatic stress diagnostic scale (PDS) (Foa
et al., 1997) is a 49-item self-report instrument designed to
aid in the diagnosis of post-traumatic stress disorder (PTSD),
with its structure and content mirroring the DSM-IV PTSD
diagnostic criteria. The PDS’s symptom severity scale was
used in these analyses to assess severity levels of the partic-
ipants’ PTSD symptoms. A cutoff score of 28 on this scale is
reflective of symptom severity at a level that is consistent

with a diagnosis of PTSD (Coffey et al., 1998; Foa et al.,
1997). The PDS has demonstrated good sensitivity and spec-
ificity, internal consistency and test-retest reliability, and
concurrent and convergent validity (Foa et al., 1997).

The Dissociative Experiences Scale (DES) (Bernstein
and Putnam, 1986) is a commonly used 28-item self-report
questionnaire, developed to assess dissociation in normal and
clinical populations. Respondents indicate the percentage of
the time they experience particular dissociative phenomena
on a scale of 0% to 100% of the time. The overall DES score
is based on the mean of all individual item scores, such that
the DES total score can range from 0 to 100. van Ijzendoorn
and Schuengel (1996) conducted a meta-analytic investiga-
tion of 85 studies that used the DES and reported the mean
DES score of PTSD patients to be in the low 20s and the
mean DES score of dissociative disordered patients to be in
the low-to-mid 40s. Ross et al. (1990) reported that nonclini-
cal samples’ modal DES scores tend to hover between 5 and
10. van Ijzendoorn and Schuengel’s (1996) meta-analysis
demonstrated the DES to have excellent convergent validity
with other measures of dissociation (effect size, d � 1.82 across
5916 subjects) and predictive validity with dissociative identity
disorder (effect size, d � 1.05 across 1705 subjects), and
test-retest reliability (��� � 0.93 across 16 studies). The DES has
also been shown to demonstrate excellent internal reliability,
with Cronbach’s alphas in the 0.90s (Carlson and Putnam, 1993;
Frischholtz et al., 1991; Gleaves et al., 2000).

The self-harm and risk behaviors questionnaire-revised
(SRBQ-R) is an 8-item measure that includes items regarding
suicidal and self-harming behaviors, modified from Linehan
and Comtoi’s (Linehan MM, Comtois KA (1996) Lifetime
Parasuicide Count. Unpublished manuscript. University of
Washington, Seattle.) suicidal behaviors questionnaire. The
following SRBQ-R variables were used for this study: (a)
suicidal ideation frequency: asks respondent how often s/he
has thought about killing herself in the past 3 months and is rated
on 5-point Likert-type scale, ranging from never to very often;
(b) suicide attempt: asks respondent whether s/he has attempted
suicide in the past 3 months with “yes” or “no” as response
options; (c) suicide plan: asks respondent whether s/he currently
has a plan if s/he decided to commit suicide and is rated on
3-point Likert-type scale with 0 � no, 1 � yes: a vague plan,
and 2 � yes: a definite plan; (d) self-harm: asks respondent
whether s/he has intentionally self-harmed without suicidal in-
tent in the past 3 months with “yes” or “no” as response options;
and (e) number of times self-harmed: if respondent endorses
self-harming in past 3 months, this item asks how many times
s/he has done so during this time period.

Data Analysis
Descriptive statistics were calculated for each measure.

To investigate the association between YSQ schemas and
each variable of interest, Pearson r correlations between YSQ
scale scores and the PDS, the DES and each item of the
SRBQ-R were assessed. Dichotomous variables (e.g. suicide
attempts) were dummy coded “0/1” for data analysis.
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RESULTS
The sample’s mean PDS score was 28.2 (SD � 11.6),

which was consistent with reported cut-off scores for indi-
viduals diagnosed with PTSD (Coffey et al., 1998; Foa et al.,
1997). The most frequent form of trauma was childhood
sexual abuse, endorsed by 63% of the sample. In addition,
22% endorsed adulthood sexual abuse, and 47% endorsed
childhood and/or adulthood physical abuse. Participants’
mean DES score was 23.1 (SD � 17.2), reflecting expected
scores of individuals diagnosed with PTSD. With respect to
suicidality, 5% of the sample (N � 7) endorsed having
attempted suicide over the past 3 months, 23% endorsed
currently having a suicide plan (15% endorsed having a
“vague” plan and 8% endorsed having a “definite” plan), and
53% endorsed experiencing suicidal ideation. Fourteen per-
cent of the sample endorsed having engaged in self-harming
behavior in the past 3 months.

Table 1 displays the results of the correlational analy-
ses. As can be seen, significant positive correlations were
found between the PDS symptom severity scale and almost
all YSQ core belief scales. Significant positive correlations
were also found between the DES and all YSQ core belief
scales, the strongest of which were found for the social
isolation/alienation and defectiveness/shame scales (p �
0.001). Suicidal risk variables (suicidal ideation and plan-
ning) were most strongly correlated with the social isolation/
alienation, defectiveness/shame, failure and dependence/in-
competence YSQ scales (p � 0.01). Suicide attempts,
however, were significantly correlated with only 2 YSQ
scales: defectiveness/shame and failure (p � 0.05). Self harm
variables (not shown in Table 1) were not significantly
correlated with any YSQ scales (r � �0.17 to 0.14).

DISCUSSION
This study demonstrated associations between PTSD

symptoms and most of the maladaptive schemas assessed by
the YSQ. Dissociation was also found to be correlated with a
number of maladaptive core beliefs; in particular, the stron-
gest correlations were found between dissociation and sche-

mas of social isolation, alienation, defectiveness, and shame.
With respect to suicidal risk, the present study found several
maladaptive schemas to be significantly correlated with both
suicidal ideation and the presence of a suicide plan. Once
again the strongest correlations were with schemas of social
isolation, alienation, failure, defectiveness, and shame. Im-
portantly, these findings discriminated between suicidality
and self-harming behaviors, which were not correlated with any
of the YSQ scales. A small number of patients in the present
study reported having recently attempted suicide; 2 schemas in
particular, those of shame and failure, differentiated this group
of high-risk patients from the remainder of the sample. These
data suggest that clinicians should be particularly alert to themes
of defectiveness, shame, and failure when assessing suicide risk
in chronically traumatized patients.

The detection of suicide risk in clinical populations is a
dilemma that clinicians continuously struggle with, particu-
larly when working with patients who are unwilling or unable
to report their risk explicitly. Measures frequently employed
to assess suicidality tend to ask respondents to report directly
on their own suicide risk. Beyond measures that require
self-report of risk status, it would be important to identify
additional clinical tools that might be employed to help
screen for suicide risk. Moreover, although specific diagnoses
may alert clinicians to patients’ vulnerability to suicidality, as
in depression (Brown et al., 2000) and schizophrenia (Palmer
et al., 2005), clinicians may not be as mindful of such risk in
patients with histories of childhood abuse or chronic inter-
personal trauma. The present study demonstrates the potential
applicability of the YSQ as a supplementary screening tool
for suicide risk in traumatized populations. Furthermore, the
current findings suggest that clinicians should be particu-
larly attentive to themes of defectiveness, shame, and
failure when assessing for suicide risk in traumatized
patients. Some patients may be more willing or better able
to endorse such schemas, if and when they are present,
than to endorse suicidality directly. Future research with
nontraumatized clinical populations should be conducted
to assess whether the association between suicide risk and

TABLE 1. Association of YSQ Maladaptive Schema Scales With Posttraumatic Stress
Symptoms (PDS), Dissociation (DES), and Suicidality (SBRQ-R); (N � 107–130)

PDS DES Suicidal Ideation Suicide Plan Suicide Attempt

Emotional deprivation 0.37** 0.19* 0.16 0.07 0.04

Abandonment 0.19** 0.29** 0.07 0.18 0.05

Mistrust/abuse 0.40** 0.42** 0.15 0.12 0.06

Social isolation/alienation 0.33** 0.56** 0.35** 0.34** 0.16

Defectiveness/shame 0.34** 0.56** 0.44** 0.31** 0.19*

Failure 0.27** 0.45** 0.38** 0.35** 0.20*

Dependence/incompetence 0.09 0.40** 0.25* 0.26** 0.02

Enmeshment 0.06 0.22** 0.06 0.24* 0.16

Subjugation of needs 0.31** 0.45** 0.22* 0.16 0.04

Self-sacrifice 0.31** 0.21** 0.13 0.03 0.08

Emotional inhibition 0.42** 0.36** 0.20* 0.07 0.18

Unrelenting standards 0.42** 0.25** 0.20* 0.11 0.06

*p � 0.05, **p � 0.01.
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these specific maladaptive schemas is generalizable to
other clinical populations.

Potential limitations of this study included its use of a
modified version of the YSQ-S due to study feasibility
limitations, and over-representation of female participants,
limiting generalizability of study results. Future research
should employ the full YSQ or YSQ-S, and assess potential
sex differences in traumatized population’s maladaptive sche-
mas, particularly as they relate to suicide risk.
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