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Summary. Complex dissociative disorders (CDD) include dissociative identity disorder (DID) and the most
common other specified dissociative disorder (OSDD,
type 1). While consensus-based treatments for CDD are
lacking in several international guidelines, patients suffering from CDD show high levels of impairment, treatment utilization and costs. Migrants and refugees often
present risk factors for trauma-related and dissociative
disorders and need effective and culturally adapted
treatments. Schema Therapy (ST) is an integrative psychotherapy that has been recently proposed as a treatment for CDD. This case study examined the process of
individual ST, in a three phases-based approach, with a
38-year-old male Yemeni refugee with OSDD, type 1,
posttraumatic stress disorder and borderline personality disorder. The treatment was provided in a Western
country and the setting included two Western therapists (co-therapy) and an Arabic interpreter/cultural mediator. We assessed the patient’s change by using selfreport assessments of dissociative and PTSD symptoms,
cognitive schemas over 2-year and 4-months treatment
periods and a 6-months follow-up. Posttreatment and
follow-up reliable change analyses showed significant
improvements in dissociative and PTSD symptoms as
well as in some cognitive schemas. Despite any firm
conclusion cannot be drawn due to the limitations of
this study (i.e., single case study), the findings suggest
that ST integrated in a phase-oriented approach may be
an effective treatment for CDD. Additionally, our study
provides some preliminary elements about cross-cultural validity of the schema modes construct as well as
cross-cultural effectiveness of ST. More research based
on larger samples and specific cross-cultural focused design is needed to confirm these assumptions.

Un approccio di Schema Therapy al disturbo dissociativo
complesso in un contesto interculturale: lo studio di un
caso clinico.
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co-therapy, cross-cultural psychotherapy, schema therapy.
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Introduction

includes confusion about one’s identity as well as
experiencing discrete and discordant senses of self,
referred to as “identities”, “personality states” or
“dissociated self-states”.
Complex dissociative disorders (CDD) include
dissociative identity disorder (DID) and the most
common dissociative disorder not otherwise specified (DDNOS, type 1), now known in the DSM-5 as

According to the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5)1, dissociative disorders are characterized by a disruption of the usually integrated functions of memory,
identity, emotion, perception, body, representation,
motor control, and behavior. Disruption of identity

Riassunto. I disturbi dissociativi complessi (CDD) includono il disturbo dissociativo dell’identità (DID) e il disturbo
dissociativo con altra specificazione (OSDD, tipo 1). Mentre le terapie basate sul consenso per i CDD sono ancora
assenti in diverse linee guida internazionali, i pazienti con
CDD presentano oggi severi livelli di compromissione funzionale a fronte di trattamenti prolungati e costosi. Dal
momento che le persone migranti e rifugiate presentano
spesso fattori di rischio per i disturbi dissociativi e correlati
a traumi, sono oggi necessari trattamenti efficaci e culturalmente adattati per questo gruppo di popolazione. La
Schema Therapy (ST) è una psicoterapia integrata che è
stata recentemente proposta come trattamento per i CDD.
Questo studio presenta il caso clinico di una ST individuale, integrata in un approccio basato su tre fasi, di un rifugiato yemenita di 38 anni con OSDD, tipo 1, in comorbilità
con un disturbo da stress post-traumatico e un disturbo
borderline di personalità. Il trattamento ha avuto luogo in
un paese occidentale con un setting comprendente due
terapisti occidentali (co-terapia) e un interprete/mediatore
culturale arabo. Gli esiti della terapia sono stati periodicamente valutati attraverso misure self-report sia dei sintomi
dissociativi e post-traumatici, sia degli schemi cognitivi nel
corso di un trattamento di 2 anni e 4 mesi e di un followup di 6 mesi. Il reliable change index al post-trattamento
e al follow-up ha mostrato miglioramenti significativi dei
sintomi dissociativi e post-traumatici come anche di alcuni
schemi cognitivi. Sebbene i limiti di questo studio (singolo
caso clinico) non consentano di trarre conclusioni definitive, tuttavia i risultati suggeriscono che la ST possa essere
un trattamento efficace per i CDD. Inoltre, questo studio
fornisce alcuni elementi preliminari in favore della validità
cross-culturale del costrutto degli schema modes e dell’efficacia interculturale della ST.
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other specified dissociative disorder (OSDD, type
1)2. The latter includes the subjects whose identity
alteration is less marked to fully meet the diagnostic criterion of DID or who have identity alteration
without dissociative amnesia. Patients suffering
from CDD show high levels of impairment, high
treatment utilization, and high treatment costs3. Numerous authors have demonstrated that pathological dissociation, dissociative disorders and possession phenomena occur at comparable rates in many
different cultures or countries4. CDD in particular
have been found in prevalence studies around the
world using systematic assessments and validated
interviews5, including countries of the Arabian Peninsula where the patient of this case study comes
from6. One of the strongest predictors of dissociation is antecedent trauma, particularly early childhood trauma, as well as difficulties with attachment
and parental emotional neglect7-10. The relationship
between dissociation and many types of trauma is
robust and has been validated across cultures in
clinical and nonclinical samples by several studies7.
Emotion dysregulation is a core feature of CDD,
as it is for borderline personality disorder (BPD).
Indeed, there are many similarities between BPD
and CDD, and dissociative disorders and BPD have
often been reported to occur comorbidly11-13. Childhood traumatic events (e.g., sexual abuse, physical
and/or psychological abuse) and attachment difficulties which contribute to affect dysregulation are
relevant risk factors for both borderline and dissociative symptoms9,14-17 along with biological diatheses or vulnerabilities. Posttraumatic stress disorder
(PTSD) is also a common co-morbidity of patients
with CDD18.
Currently, consensus-based treatments for CDD
are lacking in several international guidelines (e.g.,
National Institute for Health and Care Excellence
guidelines). Trauma and dissociation experts generally recommend an individual, phase-oriented
psychotherapy using eclectically integrated interventions (e.g., psychodynamic, analytic, ego psychology, cognitive, behavioral, attachment, and
neurodevelopmental approaches). As initially
proposed by Pierre Janet in his pioneering work19,
in the first phase, safety and symptom stabilization is established, in the second phase traumatic
memories are confronted and processed, and in
the third phase identity integration and rehabilitation is addressed (see practice-based guidelines by
International Society for the Study of Trauma and
Dissociation20). Recently, some authors presented
schema therapy (ST) as an alternative for phaseoriented trauma treatment models (in short ‘POTTmodels’) for DID, considering POTT lengthy and
with rather high reported dropout rates21. Although
POTT length statistics are scarcely found, in their
review Brand et al.18 reported a mean length of 8.4

(SD=4.8) years of treatment for CDD patients who
were still in the last phase of treatment. ST22,23 is an
integrative therapy for personality disorders that
combines, in a systematic and structured model,
elements of cognitive, behavioral, psychodynamic,
and humanistic/experiential forms of psychotherapy. ST targets chronic emotional and cognitive
maladaptive patterns, called “early maladaptive
schemas” (EMS), which originate in adverse childhood experiences and early temperament. EMS are
repeating themes about oneself and one’s relationships that affect emotional processing, influence interpersonal style, and guide behavior. The primary
objective of ST is to ameliorate EMS, replacing maladaptive coping responses with adaptive ones, and
modify the transient, state-related manifestations
of EMS, called “schema modes” which we refer to
here as “modes”. The latter are those EMS, coping responses or behaviors that are active at a given time
for an individual23 and are activated when specific
EMS are triggered by specific situations, leading to
overwhelming emotions and maladaptive coping
responses that account for rapid changes in mood
and behaviour often observed in personality disordered patients24.
ST seems a viable option for the treatment of
CDD given its emphasis on the consequences of
early childhood neglect and abuse, and the explanation within the therapeutic model of the patient’s
experience of drastic shifts between personality
states (i.e., mode switching or “flipping”). While a
person is characterised by several schema modes,
at a given moment in time, only one mode is predominant and determines the current behavior of
patients with severe pathology, as this dominant
mode shuts off the other modes25. In this perspective, a dysfunctional mode can be considered as one
of the aspects of the self that has not completely integrated with others in a cohesive personality structure and thus operates in a dissociated manner26.
Therefore, the various identities of a patient with
CDD are regarded as extreme expressions of dissociated dysfunctional modes – especially in DID
(in which a mode operate at a given moment without even being aware of the existence of the other
modes) and in a milder way in OSDD, type 1. They
differ from the modes of patients with personality
disorders in how the patient experiences the mode,
that is in the degree of experienced dissociation from
the other modes23,25,26. It has been proposed that the
dissociation between different modes as described
by Young et al.23 is consistent with dissociation as
conceptualized by the theory of structural dissociation of the personality (i.e., the trauma-related division of personality into different prototypical parts
does not occur at random, but likely follows rather
well-defined evolutionary prepared metaphorical
“fault lines” in the structure of the personality)27 and
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concerns the concept of désagrégation (i.e., dis-integration) of the personality as originally advocated
by Janet in his dissociation theory28.
This study aims to contribute to the current literature by exploring the use of ST in the understanding and treatment of CDD in a cross-cultural setting
consisting of a Yemeni refugee patient, an Arabicspeaking interpreter/cultural mediator and two
Italian therapists. To the best of our knowledge there
are no studies to date which investigated either the
cross-cultural validity of schema modes or ST effectiveness in non-Western patients. We consider this
case particularly relevant as the growing migratory
flows in contemporary Europe increasingly pose
the challenge of cross-cultural therapy settings and
there is an urgent need to adopt integrated and culturally adapted psychotherapeutic approaches for
migrants and refugees who often present traumarelated and dissociative disorders29,30. We describe
the 2-year and 4-months outpatient ST treatment
and 6-months follow-up of a 38-year-old male Arabic-speaking refugee with CDD, PTSD and BPD.
First, we will describe the treatment process. We
will then present scores of the process measures
ratings and the progress of the patient as repeatedly measured during treatment by the Dissociative
Experiences Scale - II (DES-II)31, a self-report measure of EMS, and the Posttraumatic Stress Disorder
Checklist (PCL-5)32. The rationale for applying ST to
this specific case was that this is an evidence-based
therapy33 covering a wide array of consequences following adulthood and childhood trauma, including
BPD34,35 and PTSD36.
We adopted a therapeutic approach based on
a transdiagnostic model, emphasizing common
pathways of partly overlapping clinical syndromes
such as CDD, PTSD and borderline phenomena21,37.
Methods

Patient

Alì is a Yemeni 38-year-old painter and art teacher,
married and childless. At the time of his first clinical
interview, he was living in a reception center in Italy (a
country of second resettlement for him after staying
a few months in another European country following
his escape from Yemen), waiting for the results of his
asylum application. Alì reported that he had to flee his
country due to persecution, while his wife remained
in the country. In Yemen, the patient was a teacher
at the Institute of Art in his city. As he used to portray
naked men and women, he was threatened by some
of the parents of his students who complained that
his teaching methods were contrary to morality. Alì
was detained for three days by the police following allegations of immoral behavior. During his detention,
the patient was tortured and sexually abused by the
police officers. After some years, he was attacked by
another man on a motorcycle who shot him while he
was driving his car.
As a child Alì was neglected and suffered from
physical and psychological abuse by his mother who
was totally dedicated to her daughter (Alì’s stepsister), who suffered from psychosis. When Alì was 10
years old, his mother left the rest of the family to go
abroad with her daughter where she remained for
13 years before returning. Alì reported that he was
generally protected by his father, even though he
was often violent with his children and also with
him. The patient also suffered episodes of sexual
abuse by other adults during his childhood. Alì was
assessed using the Structured Clinical Interview for
DSM-5 (SCID-5)38 and the SCID-5 for Personality
Disorders (SCID-5-PD)39. The diagnosis of dissociative disorders was verified with the Dissociative Disorders Interview Schedule (DDIS)40. The patient fulfilled DSM-5 criteria for OSDD, type 1 (i.e., chronic
dissociative disorder with mixed symptoms), PTSD,
BPD with narcissistic and histrionic traits.

Procedure

Setting and psychotherapists

Informed consent and psychotherapy process

The case study took place at the Psyché Clinical Center for Transcultural Mental Health run by
the medical humanitarian NGO Medici per i Diritti
Umani (MEDU) in Rome (Italy). Dr. A.B., the case
manager, and Dr. F.V.C., both certified cognitive-behavioral therapists, conducted the psychotherapy.
Psychotherapy was given once a week in 60-minute
sessions. All the first 17-months sessions were held
in Arabic with the translation of an interpreter/certified cultural mediator native in Arabic which from
now on we will refer to as the “interpreter”. In the
last stage, the sessions were held half in Italian and
half in Arabic. The therapy sessions occurred with
the two therapists present at the same time (i.e.,
co-therapy) and the interpreter. Indeed, psychotherapies supported by trained and experienced in-

The patient participated in the case study after
giving written informed consent. He understood
and agreed that we could make use of the therapists’ notes, psychotherapy process, and measures
for the purpose of the single case study. Additional
informed consent was obtained for the audiotaped
therapy sessions and for the publication of the drawings and paintings he donated to the therapists.
We used a fictitious name for the patient (i.e.,
Alì) and omitted all information that was not strictly
necessary for understanding the case. The ST treatment process was documented on the basis of the
therapists’ case notes and extensive discussions between them.

143

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 34.239.167.149 Thu, 07 Jul 2022, 09:01:42

144

Rivista di psichiatria, 57 (3), maggio/giugno 2022

Measures

terpreters are an effective option with traumatized
refugees41. Some therapy sessions were audiotaped
and examined during supervision with a certified
ST supervisor and a certified cognitive-behavioral
therapy (CBT) trainer with extensive ST experience
(Dr. A.M.S.) providing feedback. Usually, trauma-focused treatments for PTSD in patients who have experienced multiple and/or prolonged interpersonal
traumatic events (i.e., complex trauma) are made
at the Psyché Clinical Center by two therapists. Cotherapy aims to prevent vicarious traumatization42
and compassion fatigue43 through both mutual support and a diluted emotional drain for therapists
who are faced with complex trauma cases that may
be difficult to deal with alone44. Both the therapists
and the interpreter had a minimum of three years of
experience in mental health work in cross-cultural
settings.

The measures used in the study are displayed in
the Supplemental table 1. A description of how using
these standardized measures of process and outcome
meets the American Psychological Association’s criteria for evidence-based practice45 is provided in the online supplemental materials. In line with the patient’s
symptoms and history as well as treatment adopted
(i.e., ST approach), we used the translated Arabic versions of the Young Schema Questionnaire Short Form
(YSQ-SF)46, the PTSD Checklist for DSM-5 (PCL-5)47,
the Dissociative Experiences Scale-II (DES-II)48. For
any conceptual uncertainty on the items and/or on
the Arabic terminology, the patient was supported by
an independent interpreter (i.e., an interpreter different from the one who was part of the treatment team).
For the therapy adherence ratings, we used the English
version of the Schema Therapy Rating Scale (STRS)49.

Table 1. Scores on the YSQ-SF Schema Domains, PCL-5 and DES-II Scores, Reliable Change Indices, and Effect Sizes for Pretreatment to Posttreatment and Follow-Up.
Scales

Pretreatment

Midtreatment

Posttreatment

RCI

ES

Follow-up

RCI

ES

Disconnection/
rejection

3.6

2.0

0.2

3.79*

2.68

3.4

0.22

0.16

Impaired autonomy/
performance

2.0

0.2

0.2

2.68*

2.34

1.2

1.19

1.04

Impaired limits

3.5

1.5

1.5

1.98*

1.68

3.0

0.50

0.42

Other-directedness

4.5

1.5

2.0

3.64*

3.00

2.0

3.64*

3.00

Over-vigilance/inhibition

3.5

2.5

2.0

1.97*

1.74

1.5

2.63*

2.32

PCL-5 total

42

23

22

3.62*

1.92

28

2.53*

1.34

8

1

2

2.79*

1.94

3

2.33*

1.61

YSQ-SF Schema Domains

Intrusion symptoms
Avoidance

5

1

1

3.52*

1.72

4

0.88

0.43

Negative alterations in
cognition and moods

11

12

9

0.52

0.38

10

0.26

0.19

Alterations in Arousal

18

9

10

2.28*

1.74

11

1.99*

1.52

DES-II total

63.0

32.5

26.8

5.56*

2.84

18.2

6.82*

3.51

Taxon

70.0

35.0

12.5

3.14*

2.03

10.0

3.27*

2.12

Depersonalization/
Derealization

53.3

18.3

10.0

1.99*

1.71

3.3

2.30*

1.98

Amnestic dissociation

65.0

20.0

28.7

2.25*

1.71

5.0

3.71*

2.83

Absorption & Imaginative Involvement

66.7

43.3

20.0

2.80*

2.69

36.7

1.80

1.73

Legend: RCI= Reliable Change Index; ES= Effect size; PCL-5= PTSD Checklist for DSM-5; DES-II= Dissociative Experiences Scale-II.
*p<0.05.
Note: RCI scores for the schema domains, PCL-5 and DES-II have been reversed to correspond with positive treatment progress;
higher scores on the PCL-5 and DES-II mean respectively more PTSD and dissociative symptoms, and higher scores on schema
domains mean more maladaptive schemas.
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Process measure ratings
To measure therapeutic alliance, we used the
Helping Alliance Questionnaire (HAQ-II)50. Since
the Arabic version of this self-report questionnaire
was not available, the independent interpreter
translated each item out loud. The patient listened
to each item and all the responses in Arabic and he
then noted down his response. The interpreters attended a theoretical and practical training course
on the use of all the study measures.
Results
Patient’s Pretreatment Scores on the
Measures

Alì obtained a pretreatment DES-II total score of
63.0. The DES-Taxon score (an eight-item measure
drawn from the DES-II that determines whether
the individual score is related to pathological dissociation) was 70.0. Table 1 provides the pretreatment
scores for the YSQ-SF, PCL-5 total and sub-scales
scores and the DES-II total and sub-scales scores.
Psychotherapy process

Alì began psychotherapy six months after arriving in Italy and continued for two years and four
months for a total of 85 sessions.
First phase of psychotherapy (stabilization;
first five months approximately)

Initial assessment
The stabilization phase lasted from session one
to 17. During the first assessment sessions, Alì introduced himself as a very anxious person manifesting an apprehensive attitude evident from mimicry,
gestures and language. Alì referred to “the loss of
memory, getting lost, the boredom, the emptiness”
as his main problems. He complained of frequent
memory problems, difficulty in concentration and
orientation, and rumination. In his opinion, “the
loss of memory” started gradually since he was a
child. The patient reported several recent episodes
of amnesia concerning daily life events, especially
in stressful situations, as well as impairment of episodic autobiographical memory (e.g., “I do not remember my marriage”). Moreover, the patient said
that he often experienced an alteration in his sense
of self (e.g., “During the day and during conversations I lose myself”) and episodes of depersonalization (e.g., “I gave myself such strong slaps! It was as
if another person had been slapped”). Alì also reported other three main problems. First, conversion
symptoms, (i.e., temporary blindness episodes lasting about three minutes with concomitant strong

chest pains) and somatic symptoms including tingling, recurrent headaches and widespread pain,
especially in the back, chest, legs and right side of
his body. Second, he reported difficulties in interpersonal relationships. Alì was unable to establish
or maintain significant bonds in the affective, social
and work environment. In this regard, the patient
reported having felt pervasive shame in social situations since his childhood as well as deep anger towards people who made him feel worthless. Third,
he showed posttraumatic symptoms linked to the
complex trauma experienced in adulthood, including intrusions, avoidances, arousal alterations. Alì
declared to often think about suicide: “I hold back
only because it is a sin for my Islamic religion”.
After some months of therapy, Alì began to report
frequent episodes in which internal dialogues between what he called “personalities” suddenly started
in his mind. An example of how the patient described
these internal dialogues is illustrated by the following: “A part of me says that I am a genius, another says
that I am sick and that I am worthless. I have too many
things inside, if I speak, I will explode. I am fighting,
contradicting myself, I get so tired. Those who are inside me have been enemies for so long (ed., This last
statement was accompanied by an emotional crisis
with crying). These personalities of mine have been
around for a long time. There is a conflict within me.
There is a good person who loudly says: they believe in
you! Then there is a deeper voice that says: they are humiliating you, they are exploiting you! Sometimes I enjoy watching these internal dialogues, sometimes they
force me to confront myself as if I was in a meeting. I
am like a father who has to hold off to my child personality, if I cannot hold off to that bad child, the child
would say disgusting things. I have to prevail over him,
I have to control him, but sometimes I listen to him”. Alì
mentioned sometimes the “bad child” as “the Devil”.
The therapeutic alliance and the role of ancillary
techniques
The stabilization phase sessions were mainly focused on improving patient’s affect regulation and
forming the therapeutic alliance as well as on ensuring that Psyché Center was perceived by Alì as
a safe place. The therapists approached the patient
with a welcoming, non-judgmental attitude, expressing empathy and supportive communication
starting the limited reparenting process (see the following paragraph “The limited reparenting process”
for details). Cognitive work and skills training were
integrated in order to improve affect regulation and
distress tolerance. The patient was trained to recognize the cognitive basis of his dysfunctional behavior and painful emotions, in particular through
the execution of numerous exercises employing the
ABC technique (i.e., a CBT technique to investigate
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antecedents, cognitions, emotions and behaviors,
of an event in the patient’s life). The patient’s emotions and beliefs were also investigated through the
descriptions of the artistic works produced by the
patient and presented by him during the sessions.
The therapists instructed the patient to use some
simple strategies for managing the most debilitating
emotions such as anger and shame (e.g., relaxation
techniques, memos on emotion awareness). The
patient was trained in short daily grounding exercises to help him stay focused in the present reality.
Additionally, the therapists wrote a clinical report
recognizing the patient as a survivor of torture. This
report was important for the asylum application approval and helped to strengthen the patient’s trust in
the therapists. At the end of the stabilization phase,
the therapeutic alliance was considerably strengthened (e.g., in session 12 Alì said: “At first I thought
you were the secret service. Now I understand that
you are serious”). The last sessions of this phase were
focused on trauma and ST psychoeducation. The
therapists trained the patient on the “language” of
EMS and modes, and they worked in collaboration
with him to develop a shared understanding of the
patient’s problems using these concepts.
Second phase of psychotherapy (Elaboration
of traumatic memories; 12 months
approximately)

Retrieving childhood traumatic material
This phase lasted from session 18 to session 59.
In session 18 the lifeline exercise was performed.
The lifeline exercise is a tool developed by the Narrative Exposure Therapy (NET)51 as an effective
first step towards discussing the traumatic material. The purpose of the lifeline is the reconstruction
of subjectively significant life events in their
chronological order. Notably, the patient showed
a relative difficulty in retrieving specific events of
his childhood as the lifeline appeared almost completely “empty” of positive or negative autobiographical events until his late adolescence.
The following sessions were dedicated to investigating Alì’s childhood asking the patient to remember his relationship with both parents as well as
events from his childhood biography. At this point
of the therapy the patient started to say that he was
subjected to frequent episodes of abuse and neglect
by his mother: “My mother didn’t touch me, didn’t
educate me, didn’t show me any affection. She gave
all the love and attention to my stepsister suffering
from psychosis. My mother threatened me and beat
me very hard. I was very afraid of her reactions”. On
the other hand, Alì tended to depict his father in a
positive way, although he was sometimes described
by the patient as a violent person. Alì began to use

writing and drawings as a homework to recall episodes of his childhood (e.g., sexual abuse episodes),
bypassing the barrier of shame present in verbal
communication. In subsequent sessions, the patient began to tell of a first sexual abuse that he suffered by an acquaintance of his father when he was
nine (Supplemental figure 1-A1; in the drawing the
patient re-enacts the events). The patient reported a
following episode of sexual abuse by an adult when
he was 15. Alì reported also consenting homosexual
relationships during his adolescence, although he
said he did not like that kind of relationship.
Case conceptualization according to ST
The case was conceptualized in terms of ST since
the patient’s “personalities” and their dissociative
aspects could be framed in EMS and, subsequently, in poorly integrated modes. After some psychoeducation sessions on experiential techniques, Alì
accepted to do imagery exercises which the therapists felt were essential for the change of EMS and
to facilitate the integration of dissociated modes. Indeed, ST makes extensive use of experiential techniques, such as chair dialogues, guided imagery and
imagery rescripting (IR)23 in order to reprocess the
patient’s emotional distress originating from painful
childhood experiences. In session 23, the therapists
performed the imagery exercise of the safe place. In
this exercise, the patient identified the Psyché Center room as his safe place. During session 24, a diagnostic imagery exercise was performed to identify
specific relevant episodes of the past and present
which could lead to the identification of the EMS. In
the following session, the therapists examined with
the patient his most relevant EMS (e.g., Abandonment, Defectiveness/Shame and Entitlement/Grandiosity) and coping strategies. Some sessions were
focused on psychoeducation about coping modes
(i.e., surrender, avoidant, overcompensator). The
patient identified avoidance as his prevailing coping strategy. The patient was also trained to compile
flash cards, that is, cards containing a small amount
of information on EMS, as an aid to remember in
daily life the most convincing arguments against
EMS and the most adaptive behavioral strategies.
At this moment of the treatment, Alì donated to
the therapists the painting named “Alì Child” (Supplemental figure 1-A2) where the patient represented himself as a little child (< three years old) clinging to the legs of the two therapists as if in search of
care and protection from them. Then, the sessions
were focused on talking about the modes of the
Abandoned/Abused Child that Alì named “The Bud
without Water” and the Detached Protector (i.e.,
avoidant coping mode that patient named “Alì the
Solitary”). In session 35, the first IR was made on the
episode of Alì rejected by his mother when he was
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eight years old. In this memory, Alì sought the comfort of his mother but she abruptly pushed him away
telling him that he should not cry and that she did
not have time for him. During this exercise, Alì was
able to introduce the Healthy Adult (formerly called
the Counsellor and now named “Alì Kebir” which
means adult in Arabic). In the following sessions,
experiential exercises focused on the different Alì
modes that gradually emerged (i.e., the Angry Child,
the Abandoned/Abused Child, the Punitive Parent,
the Detached Protector and the Overcompensator) were performed. The patient brought two more
paintings. The first one depicted Alì Abandoned
Child (Supplemental figure 1-A3; Alì represented
himself as a 9 years old sad child waiting outside the
closed door of the Psyché Center during the summer break). The second painting depicted “Alì the
Solitary” (Supplemental figure 1-A4) represented
as an adult in his room, isolated from the rest of
the world. The painting also depicted aspects of the
Overcompensator mode (“Alì the Genius”) showing a wall on which the patient painted the different
ways he intended to commit suicide. In this case,
suicide was seen by Alì as an extreme act to claim
his own greatness against those who in Italy humiliated him by treating him badly.
After 10 months, the case conceptualization was
complete. As Alì found the concept of modes easier to
understand than EMS, the therapists shared with the
patient a simplified version of the case conceptualization (figure 1) using only schema modes. Modes were
grouped by their function, constantly focusing on the
underlying needs. The right part of figure 1 shows the
child and the punitive parent modes. Alì defined the
Punitive Parent as “The Tough Mother”. The Abandoned/Abused Child often felt fear of abandonment
and terror of abuse while at other times he rather felt
shame, experiencing humiliation and unworthiness
related to childhood experiences with his mother. The
Angry Child was defined by Alì in the first sessions as
“The Devil who says lousy things” and then as “The
Volcano”. On the left side, the dysfunctional coping
modes (i.e., the Detached Protector and the Overcompensator) are represented. At the beginning of phase
1, these modes were strong and rigid (particularly the
Detached Protector) blocking access to the child and
parent modes. In the upper left, a small circle represents the Healthy Adult at the beginning of ST. The
therapists shared with the patient the therapeutic goal
deriving from the modes’ conceptualization (i.e., a
progressive integration of the dissociated modes towards a more cohesive sense of self) and the integration process of achieving it, that is, strengthening the
Healthy Adult that in this way is able to give protection
and love to the Abandoned/Abused Child, regulate
the Angry Child, counter the Punitive Parent, and contain the dysfunctional coping modes.

Figure 1. Schema Mode Model used in Alì’s therapy.
Note. The size of the circles describing Alì’s modes are proportional to
the relevance of each mode at the beginning of the therapy.

IR of the childhood abuse episode
In session 54, an IR was focused on the sexual
abuse that Alì suffered from an acquaintance of his
father when he was nine years old. During the exercise, Alì introduced the Angry Child who violently
attacked the abuser with a series of punches against
a pillow held by the interpreter. The Tough Mother
then scolded the child. At this point, Alì was able to
introduce the Healthy Adult (Alì Kebir) who partially consoled him. Afterwards, the therapist came into
the room and fully consoled the Abused Child. The
following is the central dialogue of the IR:
Dr. A.B.: What are you feeling at the moment Alì?
Alì: I am disgusted by this man. I am afraid, I am terrified. I am afraid he will kill me. I try to escape but he is
strong and he’s holding me tight. I feel his lousy breath,
his beard, his genitals. (Abused Child)
Dr. A.B.: What do you want right now?
Alì: I want help! May an adult help me, but there is no one
around in this basement. I am afraid to scream because
he will kill me! (Abused Child)
Dr. A.B.: At this moment the adult Alì enters the scene;
Alì Kebir, what do you see?
Alì: I see a man abusing a child. I feel great anger. Even
today when I see a strange adult approaching a child I
remain alert. (Healthy Adult)
Dr. A.B.: What do you do and what do you say now?
Alì: I tell the child to run away and be safe at home
(Healthy Adult). I do not tell that man anything, I cannot say anything. I beat him. I have so much anger that
grows; I do not control it. I need to hit something around
here for hours! (Angry Child) (The interpreter took a pillow and the patient repeatedly hit the pillow with a flurry
of raging fists). (Angry Child)
Dr. A.B.: Now what are you saying to that man?
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Alì: I want to insult him! (Alì begins to sob). That man is
now on the ground, I still want to beat him; I want to destroy him. (Angry Child)
Dr. A.B.: Where is the child now? What do you do for the
child?
Alì: He went away… I go to the father of the child and tell
him to take care of him because he is a beautiful child
and must be protected. (Healthy Adult)
Dr. A.B.: What else do you do?
Alì: I tell the child, “Why did you go with that man to the
basement? Nobody will believe you! We do not behave
like that; you have to pay attention!”. (Punitive Parent)
Dr. A.B.: Do you want to say or do something else as an
adult?
Alì: No
Dr. A.B.: How is Alì as a child now?
Alì: I feel safer, the fear is gone. But I feel lonely, I need an
older brother, an adult who will not abandon me. (Abandoned Child)
Dr. A.B.: Can you do this as an adult for Alì as a child?
Alì: Yes, I caress the baby; I tell him “Do not be ashamed
to tell your father things, but I will not always be there
to help you. You have to trust other people too”. (Healthy
Adult)
Dr. A.B.: How does Alì child feel now?
Alì: A little better; but could you help me not to feel alone
too? (Abandoned Child)
Dr. A.B.: Okay, I will enter the scene and I am close to you
along with Alì Kebir. We are here to protect you and we
will not leave you alone!
Alì: I feel good; I feel safer. I feel like I’m hugging both of
you! (Happy Child)

In the following session, the patient stated that
he had always felt a deep hatred for the abuser
which diminished with the exercise. Afterwards,
Alì reported of having been involved in numerous
brawls from the ages of 20 to 28 because of his impulsiveness. Because of these fights he was detained
by the police for some days for about seven times.
Alì realized that thanks to therapy he had acquired
greater self-control skills. Throughout the second
year of therapy, Alì showed a progressive improvement in his relationships. The patient began to report daily life episodes in which he could better
manage anger and shame by means of assertive
strategies. Overall, Alì’s social integration was proceeding positively. His knowledge of Italian was
also improving. The patient reported a remarkable
improvement in his dissociative and posttraumatic
symptoms. In this phase, the IR on the sexual abuse
episode was repeated; the patient introduced the
Healthy Adult who was able to give protection and
feel compassion and love towards the Abused Child
without the need for the therapist to enter the scene.
The limited reparenting process
According to ST, the therapeutic relationship – conceptualized as limited reparenting – is a fundamental
vehicle to bring about corrective emotional experiences23,52. Through limited reparenting, the therapist
creates an active, caring, parent-like relationship with
the patient, while respecting the boundaries of the

therapeutic relationship. Although developing a limited reparenting relationship with a patient with CDD
can be challenging, it is an essential component of the
therapeutic process. Co-therapy with a male and female therapist increased the complexity of the therapeutic relationship. Following a situation in which Alì
experienced unfairness that triggered his mistrust and
abandonment schemas, an example of limited reparenting in co-therapy is provided here:
Alì: A few days ago, the director of my center went to my
room when I was not there and found dirt because my
roommates were never cleaning. I went to her to try to
explain. I knocked on the door and she looked at me,
she lowered her eyes and did not consider me. She told
me: “Later, later, later!”. I thought she did not want to talk
to me. There was also a lawyer in her office. This lawyer
never wanted to talk to me; I feel she does not want me.
At that moment I was destroyed. I felt that there was no
more space for me in that center. I felt that I was finished
because before that moment I had given the director a
little faith. I felt anger, anger! The heart was beating fast.
Breathing became faster. My hands were shaking.
Dr. A.B.: I can imagine that you felt angry and mistreated,
because you have been dismissed without the possibility
of explaining. Did this episode remind you of similar moments in your childhood?
Alì: [He thinks for a short moment] Yes! I felt the same
feelings when my mother first and my stepmother later
did not want me and threw me out. My stepmother
sometimes convinced my father that I had to stay away
from him. This was unfair, it was terrible!
Dr. A.B.: I understand that these have been very painful
moments for you as every child has the right to be welcomed and treated fairly by their parents. That is what
you missed in your childhood.
Alì: Yes, you are right! The lawyer was happy that the director had kicked me out like when my father scolded me
and my stepmother was happy for it.
Dr. A.B.: I understand how you must have felt. Isn’t it
possible, however, that the director was just very busy at
the time, perhaps even under stress, and she just wanted
to tell you to come back later?
Alì: Yes, but she could at least have greeted me and made
me say a few words instead of throwing me in that disdainful way. I felt like human trash!
Dr. F.V.C.: I understand that at that moment you were
asking for attention and to be welcomed. We want you
to know that we are close to you and we want to help you
to overcome these difficult situations and these painful
emotions. We are by your side and genuinely interested
in you as a person.

Since therapy required a long-term relationship
with a patient who experienced very intense emotions and aroused equally strong ones in the people
who were close to him, co-therapy was important in
supporting therapists to manage their own EMS and
modes, which were activated by the patient during
the sessions. Further, co-therapy was helpful to acquire greater awareness of therapists’ EMS and modes
in peer-to-peer briefings between the sessions. The
therapeutic relationship developed with different
characteristics depending on the mode presented by
the patient. Alì appeared initially distrustful, mainly
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showing the avoidant coping mode (i.e., the Detached
Protector). After the first months of treatment, Alì
seemed fragile and in need of care. The Abandoned/
Abused Child and the Punitive Parent were the most
frequently present modes during the sessions. As the
therapy progressed, Alì showed a growing trust in the
therapists, and he also showed a tendency to idealise
them. In the second phase, the patient progressively
developed the ability to open up with the therapists,
overcoming the avoidance of traumatic memories.
The therapy gradually brought out new painful episodes of childhood that the patient urgently needed
to communicate. In this phase, the Angry Child mode
tended to emerge more easily, but also the Healthy
Adult was progressively present with greater stability.
Third phase of psychotherapy (integration
and resocialization; eleven months
approximately)

This phase of the therapy was focused on consolidating therapeutic gains and in supporting
Alì’s progressive autonomy in his daily life. In order to encourage the autonomy of the patient towards the therapists, one of the two therapists (Dr.
F.V.C.) began to progressively decrease her presence
in the sessions. Over a period of about 10 months
the sessions were reduced to one every two weeks.
Throughout the third phase, Alì expanded progressively his social and professional network. Alì began to attend a carpentry internship and a cultural
mediation course. He also did some job interviews.
Relationship problems were less frequent in this
phase. Most of the episodes concerned apparently
minor situations (e.g., the queue at the dentist, the
menu in the canteen, a reproach from the carpentry teacher) in which Alì felt unloved, alone and rejected. Such situations triggered the Angry Child’s
mode and emotions of helpless anger. Interventions
such as role-playing and social skills training were
used with the aim of promoting healthier relationships. Two-chair exercises focused on the dialogue
between the Angry Child and the Healthy Adult
were performed. The cognitive work was aimed at
strengthening the Healthy Adult’s perspective, always asking the following questions to the patient:
“What would Alì Kebir say?” and “What would he
do?”. IR were performed on episodes of childhood
domestic violence that emerged at this stage (e.g.,
the episode of Alì’s brother beating his sister and
their father wanting to kill them). At this stage, Alì
reported a marked reduction of amnesia episodes in
his daily life.
Termination of psychotherapy

Psychotherapy was interrupted in the third phase
since Alì decided to move to northern Italy where he

had contacts with compatriots who could guarantee
him a stable job. He wrote a long thank you message
to greet the whole MEDU team. He also gave the
therapists a painting that depicted him as a 10-yearold boy who, wearing a MEDU t-shirt, coming out
happy from a pond where he played with other children: “I felt as if, thanks to therapy, I was happy as
a child” (Supplemental figure 1-A5). Thus, the psychotherapy stopped when the process of traumatic
memories retrieving as well as the change and the
integration of the modes were still occurring.
Follow-up interviews (six months after the
end of therapy)

Six months after ending ST, the therapists invited
Alì for some follow-up interviews. Alì immediately
agreed saying that he was happy to be able to speak
again with the therapists who had helped him so
much. After spending a few months in northern Italy, unhappy with the working conditions, he moved
to another European country where he sought asylum. There, he lived in a refugee reception center.
During the online interviews, he talked about his
difficulties after ending therapy. When he was in
this country, his mother died and he tested positive for covid-19. The patient described that difficult
moment as follows: “I was desperate and jumped
under a car. I did not get hurt but they took me to
a psychiatric ward. I wanted to hurt myself a little
and then come back alive. After this period of crisis,
things are better now”.
As requested by the therapists, Alì wrote the following evaluation in response to this question: how
is it with your different sides (modes) at the moment? “Before answering this question, I would
like to say something. Knowing how my personalities work gave me the motivation to understand
the torment in which I lived and for which I had no
explanation. This awareness has helped me a lot.
To answer the question, I have noticed an overall
improvement. Alì Kebir is now stronger and more
present even if in the most difficult moments Alì the
Abandoned Child still suffers. The positive changes
due to therapy have been many and I’m not the only
one to notice them, but also the people close to me.
For example, I isolate myself much less from others”.
Quantitative Assessment of Psychotherapy
Outcome

In order to examine Alì’s change from pre- to
posttreatment and follow-up, we used the reliable
change index (RCI)52. The RCI provides a z-score,
where higher scores correspond with improvement
and the threshold for significant improvement (at
p<.05) lies at a z-score ≥1.96. Table 1 provides the
mid- and/or posttreatment and follow-up scores
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on the YSQ-SF schema domains, PCL-5 total and
subscale scores, DES-II total and subscale scores,
the reliable change indices, and effect sizes. The description of the RCI calculation as well as the outcomes of each scale are provided in the supplemental materials.
Process measures ratings

The Helping Alliance (HAQ-II)
HAQ-II collects data from both the therapist
and the patient to measure the strength of the
bond between them 49. All the patient and therapists HAQ-II scores are displayed in table 2. The
suggested cut-off point for good versus poor alliance was 4.57 mean score49. While at the beginning
of psychotherapy only one score out of four was
above the cut-off (Therapist II versus Patient), in the
second and third year all four scores were above the
cut-off point indicating good therapeutic alliance
between the patient and the therapists.
Discussion
This single case study is the first to describe a ST
treatment for a CDD patient, with comorbid BPD
and PTSD, in a cross-cultural setting. ST was used
within a phase-oriented approach integrating CBT
and NET techniques, skills training (e.g., grounding) as well as expressive modalities (i.e., artwork).
Although it was interrupted in the third phase when
the improvements were still ongoing, the therapy
showed a partial effectiveness. The time to reach the
last phase of treatment (2.4 years versus a mean of
8.4 years for other POTT-models)17 suggests a potentially shorter treatment duration compared to
other phase-oriented approaches.
This case study is consistent with ST conceptualization of dissociation, in which CDD’s different
self-states can be conceptualized as extreme forms

of non-integrated dysfunctional modes. A schema
mode can be defined according to the position it
occupies along a dissociation spectrum from an
extreme in which an individual is able to activate/
express more than one mode at the same time (i.e.,
normal mood changes) to the opposite extreme in
which an individual uses a mode, without having, at
that moment, the awareness of the others (i.e., DID).
Accordingly, the substantial difference between CDD
identities and BPD modes would be the intensity and
severity of the modes’ dissociation. Taking into consideration this spectrum, Alì’s complex dissociative
disorder (i.e., OSDD, type 1) can be placed between
BPD and DID, the severity and intensity of its modes’
dissociation being higher than the former and lower
than the latter. Recent studies have also shown that
some typical modes of BPD present in Alì (e.g., the
Angry Child, the Abandoned Child, the Detached
Protector), would be able to significantly predict dissociative experiences53,25. Furthermore, Johnston25
showed how in the cases of BPD they studied it was
not the childhood trauma per se that lead to the dissociative symptoms, but rather the dysfunctional
modes originating from the childhood trauma. From
a clinical and therapeutic point of view, the work of
Johnston et al.25 confirmed the importance of identifying and integrating the modes originating from the
EMS (in particular the modes Angry Child and Abandoned Child) as well as strengthening the Healthy
Adult in these patients. Accordingly, Alì’s pervasive
dissociative experiences would stem in dysfunctional modes (i.e., the different “personalities” recognized by Alì) originated in turn from neglect and
childhood trauma. Moreover, the complex traumatic
events occurred in Alì’s adulthood would have acted
as decompensation factors exacerbating the division
of the parts of the personality (i.e., not-integrated
dysfunctional schema modes) and consequently the
dissociative symptoms.
In accordance with Brand et al.54, we believe that
ST for CDD should be integrated in a phase-oriented

Table 2. Helping Alliance Questionnaire Mean Scores (and SD) during the course of psychotherapy.
Time during psychotherapy
HAQ-II scores

First year

Second year

Third year

Patient versus Therapist A.B.

2.73 (1.24)

5.18 (0.78)

5.31 (0.82)

Patient versus Therapist F.V.C.

3.00 (1.33)

5.15 (0.67)

5.26 (0.73)

Therapist A.B. versus Patient

4.05 (0.52)

5.15 (0.61)

5.21 (0.54)

Therapist F.V.C. versus Patient

4.68 (0.89)

5.22 (0.63)

5.31 (0.67)

Patient

Therapists
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approach (i.e., POTT model), and even more when,
as it often occurs, BPD and PTSD occur comorbidly.
In the case of Alì, creating a solid therapeutic alliance with both therapists (i.e., limited reparenting
process) and improving patient affect regulation
and coping skills were essential stabilization phase
steps in order to apply the ST’s mode approach as
well as to face the elaboration of traumatic memories. Using a stabilization phase does not necessarily
mean adopting an excessively long therapy or never
reaching the stage of traumatic memories’ elaboration as feared by Huntjens and colleagues55. In the
case of Alì, the stabilization phase lasted 17 sessions, just one more than the 16 sessions of preliminary education phase proposed in the Huntjens et
al.’s 55 ST protocol for DID. Furthermore, the findings
of this study highlight the importance of completing
the third treatment phase (i.e., integration) when
CDD, BPD and PTSD occur comorbidly. In the case
of Alì, the significant improvements in all the EMS
domains as well as in the prominent dissociative
and posttraumatic symptoms reached at the termination of therapy were not fully maintained at the
six-months follow-up. While the patient maintained
significant improvements in two EMS domains, and
in dissociative and posttraumatic symptoms, the
improvements of some of the EMS domains were
not. In particular, the Disconnection/Rejection domain score returned almost to pretreatment level.
We assumed that not having completed the integration phase may subsequently have favored the
re-emergence of the more rooted EMS (i.e., Disconnection/Rejection). Moreover, this case study confirms that the treatment of complex posttraumatic
and dissociative disorders is often marked by recurrent relapses for which it is necessary to return from
an advanced phase to a previous therapeutic stage
(e.g., from integration phase to elaboration of traumatic memories) so that the therapy, rather than a
linear progression, resembles a spiral path56.
Another relevant element of the current case
study refers to co-therapy which presents noteworthy aspects regarding the limited reparenting.
Indeed, in the course of Ali’s therapy, a double limited reparenting developed in which the two therapists (a woman and a man) took the role of the patient’s parental figures (Supplemental figure 1-A2
“Alì Child”). This clinical case suggests that in a ST
co-therapy, the two reparenting dyad (i.e., patient –
male therapist and patient – female therapist) may
act in a complementary and synergistic way allowing a solid therapeutic relationship, which is essential for all the three treatment phases of a CDD
patient. In our case, the progressive and balanced
growth of Alì’s therapeutic alliance with both therapists is statistically highlighted by the HAQ-II administered in the first and third year of therapy: i.e.
the scale scores of the patient versus the therapists

and vice versa were similar to each other presenting
a specular evolution.
Dealing with the emotions related to traumatic experiences and countering the adult abuser
through experiential work (i.e., IR) was a fundamental step of the therapy. In consideration of the patient’s vulnerability and to prevent dissociative reactions, the technique IR was introduced gradually
and with particular caution. The safe place and the
imagery for assessment exercises were performed
in the sixth month of therapy after the stabilization
phase. The first IR was made after one year of therapy, while the episode of child abuse was dealt with
much later during the second year of therapy, after
having previously addressed it at a cognitive level.
To our knowledge, this is the first case study where
ST was applied to the treatment of a CDD in a nonWestern patient. The therapy was applied in a Western country (i.e., Italy) and the setting consisted of
a Yemeni refugee patient, an Arabic-speaking interpreter/cultural mediator and two Italian therapists.
Indeed, one of the most interesting aspects of our
case study was related to the possible cross-cultural
effectiveness of ST. In this regard, it is relevant to note
that the patient had explicitly and spontaneously remarked several times, both during the therapy and the
follow-up interviews, how well he recognized himself
in the conceptualization of the case and in the approach of the modes, which he called “personalities”.
Although the role of the interpreter was essential in
assigning the closest words to describe the emotions
felt by the patient, we believe that the understanding
of the characteristics and functions of the different
modes were the result of a genuine elaboration of the
patient. Of note, through his paintings and drawings,
the patient was also able to visually represent some of
his modes. Indeed, artwork was an important tool integrated to the treatment that facilitated the non-verbal communication of the modes, emotional states
and traumatic experiences. The cultural adaptation
of the therapy essentially consisted of language translation and considerations of cultural values and contextual stressors which can be considered more like
cultural attunements57. In this regard, a distinction
must be made between adaptations in multicultural
Western societies and non-Western societies. On the
basis of the limited data of comparative experimental
studies, adaptation/attunements efforts in communities that are in close contact with Western societies
can be presumed more efficient58. Therefore, even if
a certain culturally adapted/attuned psychotherapy
model is proved to be effective for a certain ethnic
minority group in a Western country, this does not
imply that this model is as effective in another country with populations of the same ethnic origin. Moreover, Pan, Huey, and Hernandez59 notably showed
that the difference between the effectiveness of culturally adapted psychotherapy and standard psycho-
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therapy is less in more acculturated clients (as in the
case of Alì), and vice versa. Therefore, the preliminary
findings of this study on the cross-cultural effectiveness of ST should be considered with caution as their
generalizability is limited by the features of this study
(i.e., single case study), the characteristics of the setting (i.e., cross-cultural setting in a Western country)
and the characteristics of the patient (i.e., Ali’s specific educational and socio-cultural background).
The findings of our study have several limitations. First, it should be noted that the results of
the measures administered to patients with CDD
are often inconsistent, because these depend on
which self-state participated in the assessment
and on the fact that self-states may inhibit truthful responses60. Future studies could use measures
such as the integration measure (IM)61 to evaluate the state of personality integration during the
course of therapy and at its termination. Second,
very few studies with small samples investigated the
validity and reliability of the Arabic versions of the
DES-II and YSQ-SF measures. The scores on these
questionnaires must therefore be interpreted with
caution. Indeed, the cross-cultural adaptation of a
psychological self-administered questionnaire is a
complex task requiring that, the items must not only
be translated appropriately linguistically, but also
adapted culturally to maintain the content validity
of the instrument at a conceptual level across different cultures62. Third, as there were no measures
for the therapeutic alliance available in Arabic, we
used the Italian version of the HAQ-II whose items
were translated into Arabic by the interpreter for the
patient when filling in the questionnaire. This process could have resulted in some minor differences
in meaning and/or understanding during the translation as the full translation and back translation
procedures to determine the quality of the scale for
use in Arabic was not implemented. Furthermore,
in our study, follow-up interviews took place six
months after the termination of therapy. A longerterm follow-up would be necessary to confirm the
stability of the changes achieved with the therapy.
Conclusions
Although any firm conclusion cannot be drawn
as a consequence of various limitations which
straiten our ability to generalize from these findings to other contexts, this case study suggests that
ST integrated in a phase-oriented approach may
be an effective treatment for CDD. Our study also
provides some preliminary elements about crosscultural validity of the schema modes construct as
well as cross-cultural effectiveness of ST. This study
therefore serves as a prime investigation of the effectiveness of ST approach to CDD in a cross-cul-

tural setting in a Western country. More research
based on larger samples in different countries and/
or specific design (e.g., studies designed to address
cultural meanings of illness as well as cultural conceptualizations of treatment) is needed to confirm
these assumptions. Of note, a case-series study to
test the hypothesis that ST is an effective treatment
for DID is currently in progress55.
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Supplemental materials
Introduction
Cross-cultural issues related with Alì’s
therapy

Mental health in Yemen has developed within
a context of wars, internal struggles, poverty, high
birth rates and illiteracy. Mental health disorders
are often connected to myth, superstition and religious beliefs1. Nevertheless, mental health in Yemen
has benefited from government support, even if
modest, and human resource development projects
allowing the development of several mental health
public services and private clinics mainly used by
urban population. According to a survey study,
paranoia with schizophrenia was the most common
diagnosis, followed by emotional disturbances (e.g.,
depression and anxiety)2. Suicide is still a highly
sensitive issue in Yemen, and stigma and shame are
connected to it1. As per WHO estimates from 2018,
suicide mortality rate is 8.5 per 100,000 people3.
To date, few evidence-based psychological treatments have been tested for this culture, although
some institutional and individual initiatives have developed intervention models that demonstrate the
effectiveness of mental health services in the Yemeni
context1. The literacy rate among the population aged
15 years and older (54.1%)4 reflects a socio-culturally

heterogeneous society with a marked difference between large urban centers and rural areas. The patient in our study had a high level of education and,
although he had always lived in his country until his
escape to Europe, he had a good knowledge of the
Western culture as he taught Western Renaissance
art in his city’s art school. In this regard, the patient
himself spontaneously requested a professional psychological support once he arrived in Italy without
this being a stigmatizing factor for him.
Method
Measures

With the aim to meet the American Psychological
Association’s criteria for Evidence-Based Practice5 as
well as the Clinical Utility dimension in the Criteria
for Evaluating Treatment Guidelines6, we integrated
verbatim clinical case material with standardized
measures of process and outcome evaluated at different times across treatment. Consequently, this case
study includes the assessment of three standardized
outcome measures (YSQ-SF for changes in EMS) and
target symptom (DES-II for dissociative symptoms
and PCL-5 for PTSD symptoms), as well as one process measure (HAQ-II for therapeutic alliance) evaluated on at least three separate occasions. Specific
outcome data were presented using standardized
mean difference (i.e., effect size) and clinical significance methodology (i.e., reliable change index)7.

Supplemental Table 1. List of measures used in the case study, when administered, and by whom.
Topic

Description

Time in treatment

Dissociative symptoms Dissociative
Experiences Scale-II
(DES-II)9

Measures

The DES-II is a 28-item selfreport measure that assesses
dissociative symptoms

Pre-, mid-, posttreatment Self-report administered
and follow-up
with an independent
interpreter support

Early maladaptive
schemas

Young Schema
Questionnaire Short
Form (YSQ-SF)8

The YSQ-SF is a self-report
assessment instrument of 75
items, to assess the 15 EMS

Pre-, mid-, posttreatment, Self-report administered
and follow-up
with an independent
interpreter support

Post-traumatic
Stress Disorder

PTSD Checklist for
DSM-5 (PCL-5)9

The PCL-5 is a 20-item
self-report measure that
assesses the 20 DSM-5
symptoms of PTSD

Pre-, mid-, posttreatment, Self-report administered
and follow-up
with an independent
interpreter support

Therapeutic alliance

Helping Alliance
The HAQ-II is a 19 item selfQuestionnaire (HAQ-II)12 report questionnaire that
measures the strength of
the client therapist alliance

Pre-, mid-, and
posttreatment

Self-report administered
with an independent
interpreter support

Therapy adherence

Schema Therapy
Rating Scale (STRS)13

Two audiotaped
sessions during
the second year of
psychotherapy

An independent
rater, a certified ST
therapist

The STRS measures
the psychotherapist
competency in using ST

Rated by

Note. Pretreatment= at the start of treatment (first phase); midtreatment =beginning of second year of treatment (second phase);
posttreatment= beginning of third year of treatment, except for the YSQ-SF, which was completed after 2-year and 4-months of
treatment (third phase); follow-up= 6 months after ending treatment.
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Supplemental Figure 1. Drawings and paintings made by Alì relating to therapy: A1) Re-enactment of the sexual abuse at the age of 9; A2) Alì
Child with the therapists; A3) Alì Abandoned Child; A4) Alì the Solitary; A5) Alì Happy Child.

Results
Quantitative Assessment of Psychotherapy
Outcome

To calculate the RCI, we used reliability coefficients and standard deviations from validation
studies for YSQ-SF8 and PCL-59. For the DES-II, we
used the reliability coefficients and the standard deviations obtained in a sample of 10 Arabic-speaking
asylum seekers who sought treatment at the Psyché
Clinical Center for trauma-related psychological
distress. A small study of reliability of the scale was
carried out on the 10 asylum seekers. Cronbach’s α
coefficients calculated for the DES-II scale showed
high alpha value (α=.87). Cronbach’s α values for
DES-II sub-scales (Taxon, Amnestic Dissociation,
Depersonalization/Derealization, Absorption &
Imaginative Involvement) were α=.79, α=.71, α=.63,
and α=.54, respectively. Effect sizes (Cohen’s d) were
calculated as the difference between pretreatment
and posttreatment or follow-up means divided by the
standard deviations for the YSQ-SF, PCL-5, and DESII from normative samples (as mentioned above).
Early maladaptive schemas (YSQ-SF). The scores
on the YSQ-SF decreased significantly from pre- to
posttreatment for all the EMS domains. From pretreatment to follow-up, the decrease in the score re-

mained significant for two of the five EMS domains:
Over-vigilance/Inhibition and Other-directedness.
Post-traumatic Stress Disorder (PCL-5). PCL5 total score decreased significantly from pre- to
posttreatment and follow-up to the point that at
posttreatment and follow-up, Alì no longer met the
DSM-5 criteria for the diagnosis of PTSD and the
total scores (respectively 22 and 28) were below the
PCL-5 indicative cut-off (33) for PTSD10.
Dissociative symptoms (DES-II). The total score
of the DES-II and each of its subscales decreased
significantly from pre- to posttreatment. At posttreatment, the total score (26.8) was below the indicative cut-off (30) for a dissociative disorder11. The
decrease in score also remained significant at follow-up. Notably, the total and each subscale scores
recorded a further decrease at follow-up with the
exception of the Absorption & Imaginative Involvement subscale.
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