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Community Mental Health (CMH)

 Suite of services available to patients including: 
individual & group therapy, psychiatry, access to acute 
care, rehab clinicians, WWF, GCC, DMP, Depot clinic, 
KBIM, Clozapine clinic. 

 Short to medium length treatment from a 
multidisciplinary team (2-3 years).

 All clients are allocated a primary clinician (key 
worker/care co ordinator & can be a therapist).

 Models of care: Strengths & recovery focused, outcome 
oriented & trauma informed. 



 Apply for & enforce CTOs. 

 Facilitate in/voluntary admissions.

 Free service. 

 Clientele suffer from: personality disorders, 
chronic mood & anxiety disorders, psychotic 
disorders, complex trauma, comorbidity (DOA, 
physical health problems, developmental 
problems).



Why use ST in CMH?

 ST was originally designed to treat chronic Axis I conditions & 
personality disorders. These patients regularly present to 
CMH. 

 CBT can have limitations in treating depressive disorders. 
Depression can be a chronic and/or recurrent disorder often 
existing with co morbid axis I and II problems (Carter et al., 
2013). CMH often has clients re presenting with recurrent 
illness episodes. 

 Most of clients in CMH have already received an episode of 
care (either in public or private settings) which has involved 
brief therapies.



 The evidence base for ST and different conditions is growing and has 
promising outcomes.

 Experiential techniques in schema therapy are powerful and help shift severe 
pathology in a timely manner. For example, bypassing strong coping modes. 

 Patients have traumatic histories & ST provides a framework & techniques to 
treat past traumas. 

 Cost effective
 ST can be applied to a variety of PDs & Axis I conditions. 
 ST groups for PDs other then BPD have been developed.
 Research has found ST can achieve outcomes quicker compared to TAU & 

other therapies (Bamelis et al., 2014).

 Both individual & group ST appear to have low drop out rates (Nenadić et 
al., 2017; Giesen-Bloo et al., 2006).



Evidence Base for 
Individual Schema therapy in outpatient 

settings

 Giesen-Bloo et al (2006)
 Multisite RCT in the Netherlands comparing ST vs. Transference 

Focused Psychotherapy (TFP) in CMH for BPD.  Both therapies aim 
for full recovery. 

 50 therapy sessions twice a week over a 3 years period. 

 Both therapies were effective in reducing BPD dysfunction & general 
psychopathological dysfunction (that is, changes in personality) with 
ST being more superior. 

 Drop out rate for ST was significantly lower than TFP. 



 Nadort et al (2009)
 Randomized trial evaluating the implementation of ST for BPD & 

comparing TAU with patients in a clinical trial in an academic setting

 Also investigated the effects of therapist crisis support outside of therapy 
sessions. 

 Twice weekly sessions in the first year. 

 Once a week sessions in the second year of treatment. 

 On average 69 sessions received. 

 After 1.5 years of ST, 42% of the patients had recovered from BPD.

 Even though Nadort et al (2009) study involved less intensive ST for 
BPD compared to Giesen-Bloo et al (2006), the study continued to have 
comparable effectiveness. Suggesting less intensive ST programs can be 
effective. 



 Carter et al (2013)
 Preliminary research - RCT conducted in an outpatient clinical 

research unit.
 ST was compared against CBT for treating depression. 
 6 mths of weekly sessions followed by 6 months of monthly sessions. 
 Findings - ST was not significantly better or worse than CBT for 

depression. 
 Further replication studies need to be undertaken.  



 Bamelis et al (2014)
 Multicenter RCT investigating clinical effectiveness of ST for PD 

(cluster C, paranoid, histrionic or NPD) compared to clarification-
oriented psychotherapy and TAU.

 Conducted in Dutch mental health services.
 50 sessions of individual therapy.
 Greater recovery in patients  compared with TAU and 

clarification-oriented psychotherapy. 
 Findings did not vary based on PD. ST is effective for a variety of 

PDs.
 Number of patients in therapy after 3 years was the lowest in ST 

compared to TAU and clarification oriented therapy. This  
suggests quicker outcomes can be achieved in ST compared to 
other therapies. 



Challenges delivering ST in CMH & How to 
Overcome Them

 Working in a multidisciplinary team 
 Need treatment team to be on board

 Working inline with the current workplace philosophy 
(strengths & recovery focused model of care)
 Shared features include: a healthy/functional self exists, 

acknowledgement of clients strengths, person centred, focus on the 
clients goals and working towards this. 

 In CMH we may not be able to adhere to the frequency of 
sessions & length of treatment outlined in ST study 
designs. For e.g. Giesen-Bloo et al. (2006) & Nadort et al. 
(2009) provided 2 sessions per week at least for the 1st

year of therapy. 



 Frequency and length of treatment 
continued…
 CMH is unable to have wait lists
 Services a large catchment area
 Services people in crisis and those with severe 

psychopathology. 
 CMH are government funded therefore resources are 

limited. 
 Clinicians have heavy work loads they need to manage. 
 In order to do ST in CMH clinicians may need to balance 

their work load with the cases they choose. 
 They may need to commission a few clients specifically for 

schema work (and be mindful of additional work this 
includes such as: time for formulation, supervision, limited 
reparenting interventions, handovers, extra phone calls and 
sessions as required). 

 Be mindful of therapists own self care. 



 Outlay of care for ST may be more resource heavy 
compared to case management approaches or shorter 
term therapies however the gains may be greater in the 
long run. 

 For example, Giesen-Bloo et al’s (2006) clinical trial 
indicated after 3 yrs of therapy 45.5% of ST compared to 
23.8% of Transference Focused Psychotherapy (TFP) 
patients showed clinical recovery. All these patients were 
still in treatment. 



 Staff training. 
 Expensive for individuals 
 Clinicians may need to be creative in the way they find funding for 

this. For example, HETI grant for 2 day ST workshop.  
 Access ST resources through the hospital library. 
 Form peer supervision groups.
 Staff training allows for cohesive delivery of care to clients.  Using 

ST language with clients, working on similar goals , be mindful of 
ways clinicians may reinforce client schemas. 

 Dual role – primary clinician (key worker/care co 
ordinator) & therapist
 Advantages & disadvantages

 Encouraging patients with avoidant personalities to 
remain in the service.

 Explore the clients engagement with other providers and 
treatment received. For example, high doses of 
medication may maintain clients in a protector mode 
(Kieboom & Jonker, 2012). 



 Ongoing ST supervision to ensure:
 Provision of quality services.
 Monitor therapists own schemas (Kieboom & Jonker, 2012 cited in 

van Vreeswijk et al., 2012). 
 Accessibility of ST supervisors is on the rise given increased 

accessibility to ST training. 
 Issues of limited reparenting & accessing the therapist by 

mobile phone outside of work hours 
 Impacts the clinician’s self care 
 Alternative: clients can use Acute Care Services however this can 

be challenging for clients with avoidant PD or feelings of 
burdensomeness. 

 Application of the ‘re-familying’ concept (Farrell & Shaw, 2012) to 
the MH setting. In groups – facilitators are parents, patients are 
supportive siblings. In CMH – therapist is parent, colleagues are 
supportive siblings. 

 However Nadort et al (2009) did not find additional benefits 
providing crisis phone support by a schema therapist outside office 
hours. 



 Course of treatment
 Skewes et al (2015) study on group therapy for mixed personality 

disorders noted scores on child modes (that is, when emotions are 
active) tended to increase at the beginning of therapy as clients 
become aware of and reduced the need for protective modes. This  
allowed them to experience emotions. This may result in the service 
receiving increased contact from the client. 

 Therefore it would be important to notify the clinical team and 
management team on how the course of therapy may unfold and have 
their support on this. 



 When working in a system it is helpful to be aware how the mental health 
system may reinforce clients’ schemas:
 When limit setting is taken too far and becomes punitive this may resemble 

a critical parent. Client may need empathic confrontation or limited 
reparenting instead.  

 There may be a mismatch between what clinicians expect the client can do 
and what skill set the client possesses or what they perceive they can 
achieve. Placing high expectations on clients with an unrelenting standard 
schema or demanding parent mode would perpetuate their problems. 

 When referring a client elsewhere or when there is a change of therapist 
abandonment schemas may be activated. 

 Providing too much reparenting when the patient needs to be encouraged to 
move to the next phase of independence would create dependence on the 
system (Kieboom & Jonker, 2012 cited in van Vreeswijk et al., 2012). 



 There can be challenges working with families in community 
mental health and the impact on the clients wellbeing. 

 Time limited therapy
 A symposium by Farrell and colleagues (2016) explored  the possibility of 

shorter schema therapy sessions given both public mental health and 
private settings are restricting funding and resources dedicated to mental 
health. 

 In our CMH a shorter and less resource heavy DBT program to treat BPD 
and/or people with emotion regulation difficulties has commenced. It is 
possible that ST may also be an alternative to lengthy DBT based 
programs .



 Possibility of generalizing results from clinical trials to health 
settings.

 Clinical trial participants have more ‘pure’ disorders which is 
difficult to generalize findings to ‘real’ life settings where co 
morbidity exists. 

 Nadort et al (2009) reported ST could be implemented in 
normal mental health care settings however their findings can 
only be generalized to the Netherlands or countries with 
similar health care settings (Sempertegui et al., 2013). 
 Therefore conduct more ST studies in the Australian mental health 

system. 



Future ideas

 There has been a shift in CMH that part of our core 
business is to treat people with eating disorders. 
Research into schema therapy and eating disorders is 
emerging (Calvert et al., 2018; Simpson, 2012; Simpson 
et al., 2010; Talbot et al., 2015) which is timely because 
there is scope to have ST interventions in CMH to treat 
eating disorders. 

 There is a gap in CMH in treating PDs other then BPD 
with evidence based interventions. 
 Research has been conducted on short term group ST in MHUs & 

CMH settings. 
 For CMH consider programs which focus on schema modes and 

mixed personality disorders. 



 For services providing schema therapy it would be ideal to 
set up ST supervision which has an element of therapist 
self reflection on their own schemas to ensure quality 
services are provided. 

 It would be helpful for services to have a local list of 
schema therapists in private practice when stepping down 
CMH patients to primary care for ongoing therapy. 
Supervision could occur across private and public domains 
in order to maximise ST resources. 

 Group interventions are a cost effective solution to 
managing demand. Develop group ST interventions for 
mixed personality disorders or disorders other then BPD. 



Summary

 Promising results have been achieved with outpatient 
schema therapy programs (Simpson et al., 2015; Skewes et 
al., 2014; van Vresswijk et al., 2014). 

 Research investigating the efficacy of ST with personality 
disorders other than BPD has been promising (Bamelis et 
al., 2014; Skewes et al., 2014; van Vreeswijk et al., 2012). 

 Further research supporting the implementation of 
individual schema therapy in Australian CMH setting is 
warranted. 



 There are different strategies that can be used to 
overcome challenges in delivering ST in a CMH 
setting. 
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