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This issue- Working With  Strong Coping Modes in Schema Therapy 
We asked and you delivered!  In 
the  last  issue  of  the  Schema 
Therapy  Bulletin  we  invited 
readers  to submit  articles  about 
techniques  you’ve  been  trying, 
ideas you’ve been thinking about, 
and  clinical  issues  you’ve  been 
dealing with. In response to your 
submissions, this issue will focus 
on  Working  With  Dif ficu l t 
Modes.

In this issue Kerry Beckley writes 
about  her  work  with  the  the 
Angr y  Protector  Mode  in  a 
forensic  setting,  noting  that  in 
this  setting,  any  sort  of  anger 
arouse  the  concern  and  anxiety 
of the staff. To the staff in these 
settings anger can be a warning, 
signalling  a  risk  of  the  violent 
beha v ior  that  l ed  to  the i r 
confinement in a forensic setting. 
For  the  schema  therapist  the 

challenge  is  to  navigate  through the  Angry  Protector,  while  being  conscious  of  avoiding 
triggering compensatory modes, or personal danger to reach the Vulnerable Child.

In “Behind the Pleasure: Working with the Self-Soother Mode” Sergio Hernandez focuses on 
treating addiction with Schema therapy. Addictions are seen as evasive coping styles in which 
the Self-Soother or Self-Stimulating Modes are activated, to avoid discomfort. Patients are 
helped to identify their “start up” modes, understand the origins of these modes and how 
these modes are like to current problems or symptoms, access the vulnerable child mode 
through imagery, and strengthen the healthy adult to parent the vulnerable child and get 
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needs  met  in  healthy  ways.  Hernandez 
describes  the  way  schemas  herapy  is  used  to 
work with the self-soother mode and ultimately 
other  modes  to  empower  addicts  to  self 
regulate  their  consumption,  and  seek  new 
healthier and pleasurable activities and coping 
strategies. He also describes the role of group 
therapy  in  the  treatment  of  the  Self-Soother 
Mode.   Susan  Simpson  describes  her  work 
using  Schema  Therapy  mode  work  with  the 
Over  controller  Mode,  an  overcompensating 
mode  that  creates  distance  from  vulnerable 
feelings  through the cultivation of  a  sense of 
“being  on  top  of ”,  or  “in  control”.  Susan 
specifically  writes  about  the  Perfectionist 
Overcontroller,  the  Scolding  Overcontroller, 
the  Suspicious  Over  controller  and  the 
Invincible  overcontroller,  acknowledging  that 
this  mode  presents  significant  challenges 
because it feels syntonic with the “self ”, and so 
has  difficulty  recognizing  or  acknowledging 
other  modes.  Odette  Brand-de  Wilde  and 
Maria  Rocher  also  wrote  about  “Handling 
Overcompensating Modes”. They describe how 
clients experience a sense of control, power and 
accomplishment  when  in  overcompensating 
modes  which  creates  a  therapeutic  challenge 
when the therapist needs to help the patient to 
surrender  these  modes  and  the  feelings  of 
strength  they  elicit,  to  find  other,  healthier 
ways  to  cope  with  underlying  schemas.  The 
authors  offer  guidelines  for  therapists  to 
promote  the  therapeutic  alliance  and provide 
safety to clients so that they can risk stepping 
out  of  these  powerful-feeling  modes  to  allow 
for healing of the vulnerable child.

Lissa Parsonnet, PhD, LCSW (USA) & 

Chris Hayes Clinical Psychologist (Australia) 
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Schema Mode Therapy: Working with the 
Overcontroller mode
Dr Susan Simpson
Clinical Psychologist
Director- Schema Therapy Scotland
 
Introducing the Overcontroller Mode

The Overcontroller  (OC)  is an overcompensatory coping mode designed to create as much 
distance as possible from feelings of vulnerability, through cultivating a sense of being ‘on top’ 
or  ‘in  control’.  This  ‘distancing’  process  takes  place  through  a  number  of  mechanisms, 
including perfectionism, obsessional rituals, rumination/overanalyzing, superstitious thinking 
and  a  focus  on  rules  and  regulations  at  the  expense  of  health,  happiness  and  human 
connection. This mode functions as a ‘tight rein’ or self-generated ‘overprotective parent’, 
designed to keep oneself in check, whilst eliminating emotions and needs that may evoke 
criticism or shame. The OC acts as a ‘Scrooge’, denying basic needs, pleasure or fun in order 
to reduce the risk of evoking the wrath of the Introject [Critical] mode. It advocates for a 
minimalist lifestyle of self-discipline, ascetism, self-inflicted austerity and stoic tolerance of 
adversity. Basic human needs such as sleep, eating, rest, are dismissed as ‘dead-time’ or a sign 
of self-indulgence, with relaxation strictly only allowable after all duties have been completed.

The most commonly identified ‘face’ of this 
mode  is  the  Perfectionistic  Overcontroller. 
Generally, the child has learned to submit to 
the  expectations  of  others  through  striving 
for perfection and working hard, in the hope 
that  this  will  lead  to  approval/acceptance. 
The OC is  never  satisfied  –  the  striving 
nature of the OC means that the goal posts 
keep  chang ing ,  and  noth ing  the 
person achieves  is  ever  quite  enough.   It 
ach ie ves  i t s  goa l s  through  se vera l 
interchangeable  targets,  such  as  school 
grades/work,  exercise/athleticism,  restrictive 
eating/weight/shape. Other ‘faces’ of the OC 
mode  include  the  Flagellating  [or  Scolding]  Overcontroller,  Suspicious  Over  controller  and 
Invincible Overcontroller.

The OC mode tends to be highly ego-syntonic, rigid, and split-off  from the other modes. 
Many clients view this mode as their ‘healthiest self ’, whilst striving toward what ostensibly 
appear to be ‘healthy’ goals (e.g. to be productive, fit, athletic, orderly, rational, successful). In 
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therapy,  the  OC mode generally  resists  experiential 
work and insists on quick-fix [intellectually focused) 
solutions.

Therapeutic Interventions 

1. Use  psychoeducation  to  identify  core  needs 
(emotional and physical) and counteract the depriving 
nature  of  the  OC mode.   Where  possible,  provide 
scientific evidence or suggest reading materials to 

2. Identify specific functions of OC mode within the 
context  of  clients’  individualised  mode  maps.  Use 
Pros/Cons exercise to first uncover the significant 
secondary  gains  provided  by  this  mode,  and  then 
explore  possible  disadvantages  (including  lack  of 
connection  and  authenticity  in  relationships; 
damaging  effects  of  risky  behaviour  on  physical 

health;  loneliness;  depression;  blocking  capacity  to  get  emotional  needs  met).  Explore 
whether other family members have an OC mode and its effect on relationships.

3. Self-monitoring serves the dual purpose of giving the OC mode a job (i.e. exploiting 
the functional aspects of the mode), whilst facilitating awareness of the presence of this mode 
in daily life. Tracking the modes facilitates de-fusion by promoting awareness of the whole 
range of modes that make up their identity. Use monitoring forms to identify triggers and 
signs of the mode, including habitual cognitive patterns and specific language or words used 
by this mode, physical posture, facial expression felt-sense, and behavioural compulsions. 

4. Bring OC mode to the client’s awareness when it appears in sessions. Don’t be drawn 
in by intellectually stimulating or overanalyzing stories that leave you feeling bamboozled and 
distract you from ‘seeing’ and labelling the OC mode. 

5. Interview the OC mode on a separate chair, asking when it first came into the 
client’s  life  and  what  role  it  played.   This  can  help  to  uncover  early  functions  such  as 
providing  a  sense  of  achievement,  approval,  control,  self-worth  or  safety  within  an 
unpredictable family environment, and the seductively tangible promise of happiness which 
will appear once all rules have been followed and goals (which are continually re-set) have 
been reached.  

6. Use empathic confrontation: use self-disclosure to gently explain the effect of the 
OC mode on the therapeutic relationship, whilst acknowledging the past survival value of 
this behaviour, and exploring its effect on other important relationships. Explore how the OC 
mode impedes getting needs met in current relationships.

7. Building a Healthy Adult (HA) mode: 
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o E x p l o re  d i f fe re n c e s 
between HA and OC mode: 
e.g.  adaptive  vs.  maladaptive 
perfectionistic  striving,  flexible 
vs.  al l-or-nothing  thinking, 
compassionate  vs.  duty-bound 
etc. 

o Use  modelling  and  self-
disclosure  –  whereby  the 
therapist describes instances in 
their own life where they have 
chosen  HA rather  than  OC 
mode  responses  (e.g.  at  work, 
parenting etc.). 

o Replac ing  OC  wi th  HA 
mode  can  be  viewed  by  some 
c l i ents  a s  se t t l ing  for 
‘mediocrity’, thereby posing the 
risk  of  feeling  invisible  and 
powerless once again. Finding a 
label for the HA such as ‘Wise’ 
or ‘Compassionate’ self can feel 
more  acceptable,  especially  if 
th i s  i s  l inked  to  concrete 

examples of people whom they perceive to be both successful and wise. 

o Ask clients to draw pictures of the OC and the HA modes that depict their differing 
core messages, purpose, ‘tone’ and felt-sense. 

o Persistently  validate  instances  of  even  the  tiniest  expression  of  emotion,  thereby 
counteracting internalized messages that needs and emotions are shameful  and should be 
avoided. 

o Find a strong, compassionate symbol (e.g. cultural or spiritual symbols, animals), 
to be used as a reminder to connect with their HA rather than the strict OC side. 

8. Specific exercises to bring the Vulnerable Child mode into clients’ awareness:

o Use photographs of client as a young child to use in sessions as a reminder that 
this mode exists (especially when the OC mode insists that there is no Vulnerable mode). 

o Through limited reparenting imagery, the Vulnerable Child can be encouraged to 
trust  in  the  HA and relinquish their  strong attachment  to  the  OC mode.  The therapist 
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repeatedly gives the Vulnerable Child the message that she 
is no longer invisible, but that she is seen and valued for 
who she is rather than for what she has achieved. 

9)  Use  chair  work  and  imagery  rescripting  to 
reduce the strength of the OC and to allow the therapist 
access to the Vulnerable Child for reparenting work.  Early 
in therapy the OC mode can be so strong that the client 
refuses  to  participate  in  chair  work.  In  this  case,  the 
therapist can play the role of all of the different modes, 
moving between chairs and drawing the client in by asking 
for help with the messages from each of the modes.

o Therapist plays Vulnerable Child (VC) speaking to 
OC mode  e.g.: 

VC: ”I don’t want to be ignored anymore. You don’t listen 
to  me.  I’m sad,  but  you  don’t  hear  me.  You  put  work/
others’  needs/cleaning  /exercise  before  me.  I’m tired  of 
being invisible and feeling tired all the time. I’m tired of 
my life not belonging to me. I’m scared of that you are 
hurting my health.”

The VC’s fear of letting go can also be acknowledged e.g. 
VC: “I’m scared to let you go, but I don’t want to keep 
feeling this way. You don’t realise it, but when you deny me 
what I need, it makes me desperate and then I want to 
binge/drink/etc. even more….I need you to relax a bit and 
let me lean on [therapist] so I can get what I really need. I 
need to be heard. I need someone to care. I feel so alone 
like this…”.

10)  If the VC ‘clings’ to the OC mode and expresses 
distress  at  the  prospect  of  letting  go,  the  therapist 
validates  this,  and  explains  that  this  is  normal  (even  a 
strict/stingy foster parent is better than none at all), but 

also invites the child mode to learn to trust their own HA, explaining that although in the 
past being controlled felt safe, she can never thrive until she gets the nourishment she really 
needs.
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ISST News  

Schema Therapy 
Summer School 

Barcelona June 2017  
Over 250 attendees from 
around the world met in 
stunning Casa de 
Convalescència conference 
centre in Barcelona. The 
event featured workshops a 
number of advanced and 
specialist workshops. 

The summer school was a 
chance for schema therapists 
to deepen their skills in 
specialist areas within a 
workshop environment. In 
addition the event was a was 
also a boost to schema 
therapy in Spanish speaking 
countries.

Special thanks to the local 
organiser Jordi Cid as well 
Travis Atkinson (ISST Public 
Affairs Co- ordinator), Joan 
Farrell and Pail Kasyanik and 
Keeton Alder for their efforts 
in organising such a great 
event. 
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 Dialogue between OC mode and HA (bypassing the OC mode) E.g. 

  OC:” I have everything sorted out, all she needs to do is follow the rules. Just follow 
the exercise routines and the strict diet and everything will be good. You have nothing to 
worry about, your health is fine. Please butt-out and 
let me get on with my job”   

 HA: “I know you’re trying to help, but look 
at  where  it’s  got  you.  These  strategies  make  her 
unwell, unhappy, and stressed. Why do you need to 
hold  onto  control  so  tightly…what  are  you  afraid 
will happen if you let go?” 

OC:  “Without  me  she’ll  be  mediocre,  nothing 
special. No-one will like her. And she will spiral out 
of control.”  

 HA:  What  makes  [Carol]  special  is  her 
lovely  nature ,  her  natura l  c leverness ,  her 
caring, gentle  nature,  her  kindness....not  proving 
that she is good at starving herself. There are lots of 
people  who  starve  themselves...[Carol]  is  special 
because of her own unique personality.  

OC: “If she is so caring, why is she worrying everyone around her with her Anorexia?”

 HA: Little [Carol] needs connection, love, presence - not starvation. You are the one 
who is  driving the AN, because you want to show how good you are at  overriding basic 
human needs - but that is not what little [Carol] really needs. She has nothing to prove, she 
is beautiful already, just the way she is. I know you have her best intentions at heart, but you 
were only ever meant to be a stop-gap. Keeping her in a cage is harmful to her health. Can 
you practice letting go of a tiny bit of one aspect of her life, so that her HA side can have a 
turn? I believe you have the courage to do this, even though it’s scary, because I know you 
want the best for her. 

Be aware that waiting ‘in the wings’  behind the OC is the Introject [Critical]  mode. The 
Critic often becomes vocal once the OC mode has been bypassed. The focus of chair work 
then shifts directly toward identifying, challenging and sending it away. Bring in a new chair 
for each new mode that appears during chair work.

10. Mindfulness  is the opposite of the OC mode –  as it is focused on ‘being’ in the 
moment, in the body, rather than ‘doing’. In OC mode, the body only exists as transport for 
the head.  Therefore, the OC will find many distractions in order to avoid being in touch with 
the body. Mindfulness practice can bypass the OC mode by cultivating awareness. Moreover, 
it  anchors  the  person  to  the  experience  of  being  in  the  body,  which  in  turn  facilitates 
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recognition  and  eventually  acceptance,  of  vulnerability  and  needs  (both  physical  and 
emotional).  Due to the OC’s inability to tolerate non-productivity, alongside a general lack of 
tolerance  for  ‘feeling’,  it  is  suggested  that  a  very  short  daily  practice  of  2-5  minutes  is 
introduced.  Clients are encouraged to specifically  focus on noticing and jotting down (or 
voice recording) all of the ‘ploys’ used by the OC mode to try to escape the task. This gives 
the OC a productive ‘job’ to do alongside the mindfulness….by allowing it to engage in its 
favourite activity…making lists!  One word of caution…in some cases mindfulness can be used 
as  a  mechanism for  further  avoidance,  so  it  is  important  to  ensure  that  mindfulness  of 
difficult or ‘messy’ emotions is on the agenda. 

11. To strengthen the compassionate focus of HA mode (the antithesis of the strict OC 
mode), set specific mindfulness-based self-compassion exercises. 

12. Over time, future-oriented imagery work can focus on dealing with stressful daily 
triggers. This involves visualizing typical situations and relationships where the OC arises, 
and practicing making the switch from the OC to the HA mode, whilst noticing concomitant 
changes in breath, posture, voice tone, and self-talk. Clients can be helped to stay anchored 
to their bodies by reminding them to notice their breath, and to notice sensations in their 
body/hands/feet.

13. Introduce  fun  exercises  which  are  the  antithesis  of  the  OC mode,  to  bring  the 
Spontaneous Playful Child mode to life.

Conclusions 

The OC mode presents significant challenges, not least because it quite stubbornly refuses to 
acknowledge the existence of any other modes. It provides a socially acceptable mechanism 
which  provides  protection  from  frightening  or  ‘shameful’  emotions,  whilst  generating 
multiple forms of secondary gain, such as achievement, productivity, success, power, control -  
all highly valued within our culture. The task of the therapist is to help clients to become 
aware of their vulnerability, and through experiential and cognitive work, to de-shame the 
emotions  and  needs  that  have  been  banished  during  childhood.   Through  gradually 
internalizing a Healthy-Self, and the practice of self-compassion, the OC can be transformed, 
and self-acceptance becomes possible. 

Final note: Apologies for the length of this article…the OC mode kept interfering!! (Susan)
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Should I stay or Should I go? –  Navigating 
the  Angry  Protector  Mode  with  Forensic 
Clients 
Kerry Beckley 
Consultant Clinical Forensic Psychologist
Carholme Court (Clinical Forensic Psychology Service), UK
We think  of  the  Angry  Protector  mode  as  a  wall  of  anger  the  person  uses  to  protect 
themselves  from others  who are seen as  a  threat.  The person keeps others  at  a  distance 
through varying forms of anger or hostility.  The function of the anger is quite different to 
that of the angry child or bully attack mode.  Ultimately, the mode just wants you to go away.

The expression of any type of anger in forensic settings creates understandable anxiety.  All 
forms of anger are often associated (often wrongly) with an escalation in risk or is seen as 
offence paralleling behaviour (Jones 2004),  in that it tells us something about the persons 
triggers for violence.  For this reason, the angry protector mode can present challenges to the 
therapist, both in its management in therapy, or in an attempt to convey a different function 
to other clinical or custodial staff.  There is often an assumption that such behaviours are to 

be punished or ignored, which only 
serves  to  reinforce  the  person’s 
early  experiences  of  emotional 
abuse and neglect.   For the schema 
therapist,  it  can  be  difficult  to 
navigating ones way through to the 
Vulnerable  Child  without  either 
tr ig gering  the  patient  into  a 
compensatory mode, such as Bully 
Attack,  or  by  attracting  criticism 
from ones colleagues about placing 
oneself  in  a  dangerous  situation.  
The  following  two  cases  illustrate 
some of the challenges of working 
with the Angry Protector, but also 
the benefits of overcoming them.  

Ray is a 45-year-old male with a life 
sentence for a violent offence, who 
had  spent  his  entire  adult  life  in 
custodial  settings  and  maintained 
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isolation  from  others.   He  had  been  subjected  to 
physical, sexual and emotional abuse and neglect, both 
in  the  home  and  subsequent  care  settings.   He 
presented with an inherent mistrust of everyone, and 
had no experience of being able to rely on others for 
care and protection.  He was a large man, who had 
developed a  very  effective  intimidating  persona  and 
had a history of using violence in situations where he 
felt threatened. I met Ray in a secure hospital setting.  
He had been transferred to hospital from prison for 
treatment  of  Schizophrenia.    This  had  been  well 
maintained for  many years  but  features  of  Avoidant 
and Antisocial  Personality Disorder remained. I was 
‘warned’  that  he was likely  a  psychopath and would 
not be amenable to psychological therapy. Ray made it 
very  clear  that  he  saw  no  value  in  psychological 
therapy. The staf f were frightened of him and spoke 
about him in derogatory terms, suggesting that he’d be 
better  placed  back  in  prison.   He  was  generally 
compliant with ward rules although engaged very little 
with staff, and was surly and uncommunicative when 
spoken to.  

Ray agreed to meet with me, although maintained his lack of needs, and would either leave or 

ask me to leave within the first 15 minutes.  I continually referred to his valid reasons to not 

trust keep and keep me at a distance, which he viewed as confirmation of why he should not 

see me.  We remained curious about why he agreed to see me and I would refer to this in 

terms of ‘unmet need’ for attachment to another. Ray wanted to progress but did not feel 

supported by staff,  but also did not want to return to prison.  I extended the concept of 

limited re-parenting in terms of actively supportive of him in achieving his goal in order to 

build up some trust and credibility with him.  This involved advocating for Ray on a regular 

basis and working with the team to ‘hold’ a different view of Ray.  After a few months, Ray 

started to acknowledge my support of him, accepting that I wasn’t doing anything to harm 

him,  which  was  contrary  to  how he  saw  my  initial  attempts  to  engage  him in  therapy.  

However, he was still quick to become critical and abusive towards me if he felt that he had 

been misunderstood or  something  didn’t  go  his  way.   It  was  important  at  such times  to 

empathically confront Ray’s treatment of me at the same time as validating his fear of being 
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harmed. Ray was not used to experiencing this type of interaction, as he had mainly been 

ignored or avoided.  In short, I was both providing an experience of him being cared about 

but also inviting him to care about me.     Our relationship strengthened, and the healthy side 

of Ray started to appear in sessions, where he could be warm and humorous.   It became 

possible to address Ray’s trauma history through the use of imagery in particular and there 

were some special moments in therapy where Ray was really able to connect with his needs 

and allow me care for him.    Once we had overcome Ray’s Angry Protector, it never returned 

to the same degree. I was able to support him in giving others the opportunity to connect 

with  him in  a  way  he  would  never  have  allowed  previously.     He  was  able  to  hold  an 

understanding that people’s intentions towards him were not always malevolent and was less 

attacking and abusive in his response to perceived misdemeanours.   Discharge was eventually 

achieved and although Ray had no interest in developing friendships, he acquired a puppy, 

whom he named Angel, and to whom he was able to attach to completely without fear of 

being harmed.  Therapy ended a few years ago, but Ray will  still  call  me when he needs 

something and we meet up for his birthday every year.  He manages to live his version of a 

happy life, and no longer needs to use intimidation or violence to protect himself.

The second person who comes to mind is Simon.  Like Ray, Simon grew up in a very abusive 

family environment where his father was particularly sadistic and violent towards him.  He 

witnessed significant domestic violence, was physically and sexually abused within the family 

and led almost feral existence from his early teens.  Unlike Ray, Simon spent most of his time 

in the community, apart from an eight-year sentence for kidnap. Simon was referred to the 

community forensic mental health team after attempting suicide.  A few weeks prior, he had 

taken a chainsaw to his neighbour’s house and threatened to cut him up. He was not charged 

with this offence, but had informed his general practitioner who made the referral.  He had 

been living as a virtual  prisoner in his  flat,  considering this the only way to prevent him 

harming others due to the levels of anger and violent ideation he was experiencing.

The  experience  of  being  in  the  room with  Simon  was  powerful.   He  presented  in  Self 

Aggrandiser  mode,  talking at  length about  his  ‘occupation’  as  a  hitman and alluded to  a 

number of  people he had killed or  seriously  injured.   He described his  internal  world as 

‘psychotic’, and described seeing people, hearing voices frequently. He saw himself as broken 
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beyond  repair  and  an  ‘animal’.   Engaging 

him  in  therapy  was  a  challenge.  Simon 

desperately  wanted  help  but  also  held  the 

idea  that  he  was  ‘unhelpable’  and that  his 

only  form  of  defence  was  v io lence .  

Attempts  to  have  more  emotional ly 

meaningful  connection  were  met  with  an 

increase  in  his  reported  violent  ideation.  

We  tried  connection  exercises  to  explore 

our  relational  boundaries,  for  example, 

moving  chairs  to  create  proximity  and 

distance.  Simon was triggered by even the 

smallest  increase  in  proximity,  reporting 

visions  of  biting  my  nose  of f and  was 

concerned that he would assault me. To me 

this was clearly the Angry Protector mode, 

not Bully Attack, as I experienced no sense 

of fear when he expressed such thoughts.

Simon was  very  resistant  to  the  use  of  imagery  and  chairwork.   His  level  of  emotional 

detachment when imagery was attempted remained high, and it was important to safeguard 

against  an  intellectual  battle  when  attempting  in  increase  his  motivation  to  engage  in 

experiential  work,  or  to  become  focused  on  his  derision  towards  these  techniques.  

Persistence  with  imagery  in  particular  was  helpful,  as  although  Simon  would  often 

emotionally detach during exercises, he was increasingly able to talk about his unmet needs.  

The  biggest  barrier  to  experiential  work  was  Simon’s  fear  that  my  proximity  to  him, 

physically  and  emotionally,  placed  me  in  danger,  reaffirming  his  experience  of  self  as  a 

monster.  This led to him being able to explore the power of the Punitive Parent mode in 

maintaining his sense of self, and limiting his opportunity to gain connection with and care 

from others.  Simon made progress in his self-awareness, but his fear of hurting me remained 

a block to his full engagement. After eighteen months, there was something of a therapeutic 
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impasse, and we decided to take a three-month therapy break.  We remained in contact by 

text message.  

During this time, Simon split from his long-term partner, and requested to come back to 

therapy.  At the start of the first session Simon hugged me. This took me by surprise, given 

the level of emotional detachment and physical space he had insisted upon in sessions.  The 

therapy break, coupled with the separation from his partner was significant in shifting Simon 

from a  position of  therapeutic  ambivalence.  For  the  first  time,  Simon was  really  able  to 

acknowledge his vulnerability and strong feelings of defectiveness.  Simon still had a tendency 

to use emotional avoidance and remained fearful of me being close to him, but was far more 

able to tolerate re-parenting.  The wall had lowered to the point where we could work with 

the Vulnerable Child mode, leading to observable changes.  By the end of therapy Simon had 

joined a snooker club, was regularly meeting up with friends and had applied to obtain his 

long  distance  lorry  licence, 

a f te r  not  work ing 

( leg it imate ly )  for  many 

years.   

Both clients were viewed by 

other  professionals  as  ‘too 

risky’  to  engage  in  therapy, 

and  I  was  challenged  for 

continuing  to  do  so  on 

several occasions.  This was 

pr imar i l y  due  to  the 

perceived  function  of  the 

Angry Protector mode.  The 

histories  of  the  two  clients 

were  strikingly  similar  in 

terms  of  the  complexity  of 

the  trauma  that  they  had 

experienced.   Both  were 
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hostile  and  threatening  directly  towards  me  although  I 

never experienced it as such.  I place great value in ‘feeling’ 

the modes in the room when making judgements about risk 

and  function.   In  my  experience,  perseverance  with  the 

Angry Protector mode is usually very effective and leads to 

maintained changes in the person’s presentation. Extending 

ones  limits  in  terms  of  working  with  clinical  teams, 

increasing numbers of sessions, or tolerating the length of 

time which someone is primarily in Angry Protector mode 

can  be  helpful.  One  cannot  emphasis  enough  the 

importance of supervision when working with clients who 

have proven histories of serious violence or sexual violence.  

I  may have been viewed as cavalier in the work by some 

(non-therapist) colleagues, but I feel I can trust my clinical 

judgement in regard to personal  safety having worked for 

many years as a schema therapist in forensic settings.

With no other coping mode do you have to ‘come alongside’ 

quite so much as you do with the Angry Protector. It is the 

mode I have had the most success with when working with 

forensic  clients,  where  long-term  trauma  underpins  the 

levels of hostility, withdrawal and isolation they experience. 

I  try  to  help  clients  hold  in  mind  the  Vulnerable  Child 

behind, and to understand that this mode is doing it’s very 

best  to  protect  that  child  from  any  further  harm.   By 

making the mode your friend,  as  opposed to engaging in 

battle  with it,  we can hep the person take steps  towards 

receiving  the  care  and  understanding  they  so  desperately 

need.   
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Schema Special 
Interest 
Groups- get 
involved! 
There are a number of 
Schema

Therapy Special interest 
groups

that meet regularly to 
discuss

specific aspects of schema

therapy. These include

- couples work

-  forensic work

-  eating disorders

- child and adolescent

To be a part of these group 
visit the ISST website.

Research Blog  
For recent developments in 
Schema Therapy research 
see the new ISST research 
blog- 
www.schematherapysociety.
org/Research-Blog
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Handling Overcompensating Modes 
Dr Odette Brand-de Wilde 
Supervisor and Trainer Group Schema Therapy (ISST) University of Amsterdam,
Maria Rocher
Supervisor and Trainer group schematherapy (ISST) 
 Viersprong

Clients  who  have  developed  overcompensating  modes  require  a  different  approach  from 
therapists in treatment. It’s very important that clients can trust a therapist not to judge 
them for having these modes and for a therapist to interact with these modes as part of 
limited reparenting. In this article we provide you with tools to handle overcompensating 
modes and hope to inspire to work with these challenging clients.

The  most common overcompensating modes are the Self- aggrandizer,  Angry protector, 
bully and attack, perfectionistic over controller, paranoid over controller, attention seeker, 
predator and deceiving manipulator.

Overcompensating  as  a  coping  strategy  can  feel  like  a  very  reliable  and  very  successful 
strategy  for  clients.  Most  clients  experience  a  very  definite  sense  of  control,  power  or 
accomplishment when they are in these modes. When they come to therapy it is usually not 
with the intention to change these modes but to find a way to feel less vulnerable.

The downside is  that  these coping modes are  in  the way of  dealing with the underlying 
schemas. Clients who seek help have a very understandable logical assumption that therapy is 
supposed to make them feel better. It’s therefore is a difficult job for a therapist to build trust 
while working on the client giving up coping that seems to make them feel strong and in 
control  in order to help them deal  with feeling more vulnerable and in touch with their 
feelings.

The next problem a therapist faces is that these modes will come up within the interpersonal 
relationship  you  and  your  client  engage  in  or  within  interpersonal  relationships  among 
different  clients  within  a  group  setting.  Most  therapists  want  to  keep  a  good  working 
relationship with their clients and setting limits and empathic confrontation can make you 
feel like you’re putting the relationship at risk. We have found that certain guidelines can help 
therapists  keep  the therapeutic alliance and provide clients with overcompensating modes 
the safety they need to give up these modes and to deal with their underlying schema’s.
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Different  therapeutic  strategies  are 
e s sent ia l  fo r  hand l ing 
overcompensating modes. Good pre-
therapy work including a sound case-
conceptualisation, setting the stage, a 
focus on needs, connection and limit 
settting.

Pre-t h e r a p y  a n d  c a s e-
conceptualisation 

A case-conceptualization is essential for performing schema therapy in general. In patients 
with over-compensating modes it is even more essential to be one step ahead of trouble.

Overcompensating modes are innate,  learned or a  combination of  the two.  To recreate a 
sound  learning  history  and  case-conceptualization  it  is  essential  to  figure  out  what  was 
learned coping and what was predisposed character. One will find out this is closely related to 
schema's and underlying needs. 

An innate impulsive child with a scheme lack of self-control and discipline has a need for 
realistic boundaries and guidance, while a child that developed the same schema upon an 
abandonment and instability scheme has a need for predictability and stability. Even though 
in  therapy  at  first  the  strategy  might  be  the  same,  focusing  on  safety  and  connection, 
depending on the primary underlying need the approach for handling the overcompensating 
mode is different and your expectation of when the schema will get triggered will also differ.
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Chances are patients with an innate tendency for impulsivity will  respond to any kind of 
stress with impulsive behavior and will surrender to the schema either in an impulsive child 
mode or when in danger in a Bully and attack mode. The primary unfulfilled need are realistic 
boundaries and safety.

Patients where undisciplined behavior is primarily a way of coping with stressful situations 
will have clear triggers to when they fall into such behavior. The triggers then are related to 
the primairy schema's and the underlying unfulfilled needs.

One  wants  to  make  a  sound  case-conceptualization  to  predict  the  appearances  of 
overcompensating modes and also to make a stern mode-management plan. In a group setting 
the group rules should indicate which behavior will be stopped by the therapist and why. The 
mode-management  plan  should  have  a  time-out  strategy  for  openly  aggressive  behavior, 
which is not the same as expressing anger. It is a vital part of psychoeducation to explain the 
difference between feeling anger, expressing anger and what is aggressive behavior. 

It is essential especially in patients with overcompensating modes,  with risk-seeking and live-
threatening  behavior  to  have  a  clear  understanding  of  this  behavior  and  how you  as  a 
therapist will  handle this behavior when it occurs and how you and tour client can work 
together on this. Of course this plan might need adjustments after the first, or maybe the first 
couple  of  incidents.  This  is  what  we  call  setting  the  stage.  If  the  therapist  provides 
psychoeducation about limit setting as being a core need for children then setting limits later 
on is understandable for clients. It is key that the client understands that the therapist will 
set limits on these modes, without judgement, as part of limited Reparenting.  The therapist 
takes responsibility to stop the behavior. The therapist gives support and guidance until the 
client can do it on his own. 

Need focused 

A focus on needs is at the core of schema therapy. However many therapist have trouble 
seeing the needs of aggressive, bullying clients. Overcompensating modes have the same goal 
as avoiding or surrendering modes, to protect the vulnerable child. Their needs where not 
met, therefor they respond with overcompensation. It is key not to judge a client for his 
modes and stop them respectfully but firm.

 
It  is  also  very  important  not  to  move  towards  the  vulnerable  child  too  quickly.  Some 
therapists see the vulnerable child behind any coping mode. It of course is there, but when 
moving over to soothing or support while in fact an overcompensating mode is active, will 
reward the client for this behavior and block change. Only move to the vulnerable child when 
the client is actually in the vulnerable child mode, not when you feel it must be there.

Overcompensating modes,  as all other protector modes have to be valued for all the work 
they have done to protect the vulnerable child. However, be clear their work is done and it is 
not helpful at this time. Pro's and con's list can be used to sort out what need is necessary to 
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be met  and if  the  mode is  helping  in  the  present 
time. The client has to understand he can always put 
his  protector  jacket  back  on  when  it  is  really 
necessary but now it is not.

Especially  when handling  overcompensating  modes 
it is key to get to the need as soon as possible. For 
this  reason  one  has  to  have  the  learning  history 
memorized. Naming the underlying need, helps the 
client  with mistrust  issues  when the therapist  sets 
limits. 

Limit setting 

In  order  for  clients  to  recognise  the  underlying 
vulnerability behind this coping mechanism they first 
need  be  s topped  when  they  a re  in  the i r 
overcompensating  modes.  It  is  our  cl inical 
observation that this limit setting works best if it’s done early in the therapeutic process, but 
to do so without losing your therapeutic alliance with your client can be quite a challenge.

In patients with overcompensating behavior one wants to be ahead of the problem. However 
of course this is not always possible. In general it is essential to be aware of triggers and 
behaviors that lead up to, or indicate upcoming overcompensating behavior. In a group, but 
also individually, one can stop the behavior with small non-verbal gestures like a knot or a 
hand wave. Also small words like ‘girls…’ can help to calm things down before it gets out of 
hand. 

 
When starting an verbal intervention it is essential to be transparent about what you are 
doing; ‘I am stopping you for a moment because I can see you  are heating up’. It at first can help to 
suggest what bodily or other posterior signs you see to help the patient become aware of 
physical signals preceding or coinciding with overcompensating behavior. Ask questions like: 
can you feel this too? When did you feel it starting? Do you know what set it off? Does this feeling belong 
to a certain mode?

 
When limit setting overcompensating behavior it is essential to be clear and firm: stop! This 
behavior  is  not  excepted  here.   Connect  the  limit  to  group and/or  therapy rules  and to  the 
learning history;

Remember we agreed you can be angry, but it is not allowed to throw things. I know from 
your history you got triggered by something I said or did. I cannot help you or listen to you 
when you show aggressive behavior. Follow your mode management plan and step out into 
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the hall way, count to ten and step back in when you 
feel we can proceed without the aggressive outburst.

 
Use  behavioral  suggestions  to  guide  new  behavior. 
Things like can you sit down? You are allowed to walk 
through my room if it helps you focus and calm down 
and I can sit in my chair calmly and safely (of course 
check you feel safe).Or you can leave the room if you 
can not control your aggression, and then we will talk 
about it afterwards when you are calm. 

Use  cogn i t i ve  in ter vent ions  when  the 
overcompensating mode popped-up expectantly after 
you  stopped  the  action;  ‘You  surprise  me  with  this 
mode just now, do you understand why it popped-up? 
Let’s look in to that using a mode diary’. 

When consequences are installed for  crossing limits, 
make sure the limits are realistic and held on to. When 
the  consequence  is  in  place,  do  not  l i ft  the 
consequence  when  good  behavior  is  shown.  Reward 
the good behavior differently, with words or tokens. 

When  limit  setting,   keep  the  connection  with  the 
patient  by  focusing  on  the  learning  history  and  the 
needs: I know you were often not heard and set aside 
and you probably expect me to do the same. I however 
really want to hear your point of view. Please tell me 
what you feel. It helps me if you can lower your voice a 
little so I can really listen carefully.

When  people  really  crossed  boundaries,  make  sure 
they apologize and/or take responsibility for it before 
moving  on.  It  is  key  patients  take  responsibility  for 
their behaviors and the effect they have on others. 

 Summary

Schema  therapy  in  patients  with  overcompensating 
modes in fact is schema therapy. A therapist has to be 
aware of his own schema’s and trigger points and has 
to be aware of his own feelings of safety. Then when 
following the above written guidelines, the vulnerable 
child can be reached and healed and the healthy adult 
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will grow. 

"Behind the Pleasure"
Working with Self-Soother Mode

Sergio Alejandro Morales Hernández
Master in Multidisciplinary Prevention and Treatment of Addictions
Mexico 
Addiction, Schemes and Modes. 

An  addict ion  i s  conceived  as  a 
repetitive usage of any substance or a 
compulsive  consequence  behavior 
which  modifies  the  internal  system 
(neurochemical  changes  and neuronal 
act iv i ty )  so  that  an  immediate 
reinforcement takes place,  but whose 
negative long-term effects are harmful 
or cause a significant deterioration in 
social development. From the Scheme 
Therapy  approach,  these  addictive 
patterns  are  formed  departing  from 
the  avoidance  of  early  maladaptive 
schemes ;  the  ind iv idua l  a vo ids 

cognitions, affections or behaviors, so that the scheme is not activated.

The fundamental goal of the Addiction Scheme Therapy treatment is, according to Jeffrey 
Young, to help patients to modify dysfunctional vital patterns and adaptively satisfy, outside 
the therapy environment, his essential needs by modifying schemas and modes. (Farrel p.45)

Schema Therapy applied in Substance Use Disorders.  
The precursor to the application of  schematic therapy in addictions in comorbidity with 
personality disorders was Samuel A. Ball in 1998 in his program to which "Dual-Focus Scheme 
Therapy".  This psychotherapy is guided by a 24-week manual working on 16 core topics and 
12 individualized for each patient based on the evaluation of personality disorders and the 
conceptualization of early maladaptive schemes and coping strategies.
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Strategies  of  the relapse prevention model  were used by Marlatt  and Gordon (1985),  this 
training  in  coping  skills  (self-monitoring,  conflict  resolution  and  social  skills)  and  classic 
techniques of schema therapy. (Ball, Cobb-Richardson, Connolly, Bujosa and O'Neil, 2005; 
Ball 2007).

Ball focused himself on schemas and not on the schema 
modes.  The  models  of  “schema  modes”  in  Young’s 
addictions (substance abuse and gambling)  are defined 
as evasive coping styles, the Self-Soother Mode and the 
Self-Stimulating Mode.  

 
The Self-Soother Mode is activated when the individual 
avoids the discomfort that appears with the activation 
of  the  scheme  through  addictive  behaviors  and 
compulsions such as substance use (mainly depressants 
like  alcohol  and  opiates),  gambling  and  compulsive 
shopping, binge eating, Internet overuse; and the Self-
Stimulating Mode with high risk behaviors (parachuting, 
extreme  sports,  driving  at  high  speed),  abuse  of 
stimulants (cocaine, amphetamines (Ball, 1998). 

Truus Kersten mentions that  drug abuse is  associated 
with  the  activation  of  other  modes  of  schemas; 
stimulant  drugs  work  to  intensify  over-compensating 
modes,  
depressive drugs to intensify avoidant modes or the combination of drugs to intensify infant 
and parenting modes with substances such as alcohol and cocaine.

Working with Modes. 

This  model  arises  before  the  complexity  of  the  personality  disorders  and  patients  with 
multifactorial problems is necessary the integration of this model. The objectives of working 
with modes are the following ones:

1. Identifying and tagging patients’ modes.

2. Exanimating the origin and (where relevant)  the adaptive value of the mode during 
childhood or adolescence.

3. Linking maladaptive modes to current problems and symptoms.

4. Demonstrating the upsides of modifying or abandoning a mode if it is interfering with 
access to another mode.
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5. Accessing the vulnerable child through the 
imagination.

6. Developing  dialogues  between  modes. 
Initially,  the therapist  will  model  a  healthy adult 
mode; subsequently, the patient will perform that 
mode.

7. Helping the patient to generalize the work 
of  ways  to  the  vital  situations  external  to  the 
therapeutic sessions.

For working with patients with addictions, work is 
initially  done  to  identify  early  maladaptive 
regimens and modes associated with drug use, as 
well  as  associated  modes.For  example,  working 
with the Vulnerable Child is important to help you 
feel  protected and understood to meet  your  real 
needs and not to meet them through consumption.  
With the Angry/Impulsive Child it is necessary to 
teach him how to express his needs and emotions 
in  a  functional  and  healthy  way,  that  does  not 
endanger  his  health,  freedom  and  support 

networks.

Under the pressure of the Parental modes, the patient seeks to escape from the discomfort 
through consumption, so it  is  important to establish limits and to get rid of internalized 
demands and self-punishment. 

Working with Self-Soother Mode. 

 This working mode manifests itself throughout consumption behaviors, which is why 
it is important, initially, that the patient identifies his Start-Up mode in order to strengthen 
his decision to avoid consumption behaviors and substitute them with healthier behaviors so 
as to avoid Start-Up schemes.

Working with this mode is complex since for the user the drug is the only way to avoid 
the discomfort that the schemes produce.

Initial  intervention  work  focuses  on  identifying  the  associated  elements  to  the  Start-Up 
mode; for example, the tools he uses to consume (pipes, syringes, droppers, rolling paper, 
ashtrays,  etc.),  associated places (specific streets,  pubs,  nightclubs),  consumer friends,  and 
such.  Once  we  have  identified  these  elements,  it  is  important  to  give  them a  “voice”,  a 
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content to Self-Reassuring mode: they are usually permissive messages, such as “you deserve 
it”, “just once”, “nothing bad will happen”.

Once  the  consumer  has  identified  the  Self-Soother  Mode  and  the  triggers  to  the 
consumption, we start working with Dialogues with Chairs mode. The Self-Soother Mode 
defends itself based on the low perception of consumption damages, for example, talking 
about marijuana it will contend “it is just a plant”, “it is a natural thing”, “it comes from the 
ground”; about tobacco it will contend “everybody smokes”, “it does not cause damage that 
fast”; about cocaine it will say that he (the consumer)  is not really consuming that much, 
etcetera. That is why it is important to work departing from empathic confrontation: on the 
one hand the therapist “understands” that the consumption has helped the patient to avoid 
meaningful  issues  in  addition  to  generating  pleasure,  however,  showing  the  patient  the 
consequences of consumption helps to strengthen the Healthy Adult. It also helps to identify 
risks if we confront consumption using a child as an example:

Therapist:  -  “L. ‘The Cheater’  (Self-Soother mode)  you are telling me marijuana does not 
really causes health damages, if so, why wouldn’t you consider giving marijuana to “M”, your 
daughter (6 year old)?”

Patient: - “Because even though I consume, ‘The Cheater’ (Self-Soother Mode) knows that it 
is not healthy, doctor”.

 Once  the  patient  has  identified  that  the  Self-Soother  Mode   brings  bigger 
consequences than advantages, it is easier to confront him with role-playing exercises with 
chairs.

Self-Soother  Mode  strength  consists  in  being  a  “faster”  solution  to  drug  consumption 
problems, which is why teaching the patient to confront this mode is very important so that 
the patient develops self-control and also to strengthen the Healthy Adult in him.

Patients,  throughout  developing  role-playing  with  the  Self-Soother  mode  and  the  other 
modes, empower themselves as well as they learn how to self-regulate their consumption until 
contending that: “I do not want to consume because it will bring many negative consequences 
to me, it is the Self-Soother mode who wants to avoid my schemes”. Consumers gradually 
develop self-control and seek for new pleasurable and healthy activities than consumption.

Group Therapy in Addictions. 

 A Therapeutic Community requires the presence and the intervention of a multidisciplinary 
and interdisciplinary technical team, whit a strong predominance of medical,  psychosocial 
and educational components. We can consider that life in a Therapeutic Community is an 
attempt to reproduce a  real  daily  life;  the patients  in a  Therapeutic  Community become 
active  participants  and  are  also  responsible  for  their  own  therapeutic  process,  which, 
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undoubted l y,  f a vors  the 
strengthening of self-confidence, 
their concept of themselves and 
their  autonomy  to  achieve 
change.

 There are different therapeutic 
activities  that  are  used  in  this 
kind of treatment to manage the 
Self-Soother mode:

“New  networks”  therapy:  we 
work it by role-playing in front 
of the group; first, the therapist 
takes the role of the patient and 

the patient takes the role of the Self-Soother Mode, all the group members take turns to 
identify the different “shapes” and arguments this dysfunctional mode has.

¬ Play  Therapy:  different  games  and  activities  are  used  to  encourage  new  coping 
strategies,  which in the wake of Self-Reassuring mode, make the patient choose healthier 
activities.  This  therapy  also  integrates  rules,  realistic  limits,  connection  and  acceptance, 
autonomy during the different games and group activities.

¬ Relapse  prevention:  we  work  with  Marlatt  and  Gordon’s  model  (1985)  but  adding 
experiential and cognitive exercises to confront the Self-Soother Mode.

¬ Modes and drawings workshop: during this workshop, patients are taught about the 
origins and functions of the Self-Soother Mode, as well as the identification of “their voice” 
by drawing and writing letters.

o Patients are requested to draw the Self-Soother Mode. Choosing the characteristics it 
would  have,  for  example  a  person,  an  animal,  an  object,  etcetera,  as  well  as  name  it. 
Identifying upsides and downsides of this mode and also identifying the need to turn to it. To 
describe it as a “partner”. To practice experiential exercises rejecting the Self-Soother Mode  
with the image they drew.

¬ Writing and creativity workshop: letters of farewell and grief from the Self-Soother 
Mode are worked. “Trip to the past” letters, where they give their child selves (Infant mode) 
an advice not to “talk” to it, not to accept it as a “friend”, not to allow the Self-Soother Mode 
into their lives. As well as letters to their parents asking for help to confront the Self-Soother 
Mode

¬ Crafts and healthy personality workshop: masks, puppets,  dolls,  Self-Soother Mode 
image cards, as well as the Parental and Infant mode in order to produce dialogues between 
modes and experiential exercises are made during this workshop.
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Announcement- 2018 International Society of Schema Therapy 
Conference, Amsterdam, The Netherlands 

The ISST board is very pleased to announce the 2018 conference to be held in 
Amsterdam, The Netherlands on May 24, 25 , 26 at the Beurs van Berlage conference 
centre in central Amsterdam. 

The conference will be the focal point of  of schema therapy practice and research and 
will host a number of key note speakers from around the world.  

Details and registration details will be available soon at  
www.schematherapysociety.org  

Schema Therapy Bulletin- Upcoming Edition October 2017  

In the next issue we will be bringing you a series of case studies in schema therapy. 
The Schema Therapy Bulletin relies on members contributing articles. to do so email 
us at  Chris at chrishayesperth@gmail.com or Lissa - drlissap@gmail.com
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