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Abstract 

The pilot study presented here is part of an internal project at the Medical University of Plovdiv, Bulgaria, 
with ethics committee number 2/06.2025. In this article, we explore the relationship between active early 
maladaptive schemas (EMS) and the manifestations of actual capabilities, aiming to develop an integrative 
therapeutic approach. The goal is to examine additional possibilities for their therapeutic modification in 
structured therapeutic sessions and a time-limited psychotherapeutic process. The following instruments 
and interventions were used: the Wiesbaden Questionnaire on Positive Psychotherapy (WIPPF 2), a 
revised version of the Dysfunctional Schemas Questionnaire (YSQ-R 116), and an integrative therapeutic 
paradigm developed specifically for this project, based on schema therapy and Positive Psychotherapy, in 
12 consecutive sessions. Fifteen individuals participated in the pilot study: 5 healthy controls and 10 
patients with panic disorder. In this exploratory pilot sample, symptomatic improvement following 
pharmacotherapy was not accompanied by substantial changes in early maladaptive schemas or actual 
capabilities. In contrast, the subsequent integrative psychotherapeutic intervention was associated with 
preliminary evidence of changes in the relationship between early maladaptive schemas and actual 
capabilities. Given the small sample size and the non-randomized design, these findings should be 
interpreted with caution and require confirmation in larger, controlled studies. 
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Introduction 

In recent decades, psychotherapy has 
undergone a significant transformation, shifting 
from a model dominated almost entirely by the 
study of pathology to a bio-psycho-sociocultural, 
salutogenic approach – a holistic view of the 

client (Held, 2004). Following this shift, Positive 
Psychotherapy (PPT) has also established its 
place, using psychotherapeutic tools to reveal 
the resource hidden behind the 
deficit/symptom. This process encompasses four 
related psychological traditions: humanistic, 
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cognitive-behavioral, transcultural, and 
psychodynamic, which are embedded in the 
theoretical framework of Positive Psychotherapy 
(Peseschkian, 2016) and, more broadly, the 
academic movement of Positive Psychology 
associated with Martin Seligman (Seligman, 
2011). Despite their different origins, both 
schools share a fundamental therapeutic focus – 
a shift toward what is “right” with people, rather 
than solely on what is 
“wrong/defective/symptomatic.” This approach 
is not merely philosophical or descriptive but is 
also deeply rooted in empirical evidence across 
various modalities. Numerous meta-analyses 
confirm the effectiveness of positive 
psychological interventions (PPIs) in increasing 
resilience, well-being, life satisfaction, and 
reducing depressive symptoms (Sin & 
Lyubomirsky, 2009; Carr et al., 2021). Naturally, 
the positive approach is neither chaotic nor 
aimless; it always occurs within a specific 
context, identifies the function of the 
dysfunction, and has psychotherapeutic 
meaning. It is also grounded in the connection 
between theory and the client’s narrative, 
ensuring a professional approach and 
individualized conceptualization for each client. 
Previous studies have also explored the 
relationship between Positive Psychotherapy 
and resilience enhancement (Serdiuk & 
Lytvynenko, 2025). 

The strength of PPT lies in its focus on 
understanding the individual (the positum), its 
emphasis on resources, and its cross-cultural 
applicability, allowing the individual to draw on 
existing experiences. For a psychotherapeutic 
approach to be evidence-based, it must 
continually evolve in response to new empirical 
data (Rashid, 2015). This article contributes to 
this tradition by presenting data from a pilot 
study that aids in a deeper understanding of the 
interaction between deficits and resources. It 
focuses on finding the “plus” behind the “minus,” 
on the individual’s ability to be the creator of 
their own life, to take responsibility for adaptive 
decisions, and to bring about the change they 
need. The proposed model strives to provide a 
time-limited integrative structure for 
psychotherapeutic sessions, ensuring continuity 
between individual sessions, a coherent 
conceptualization of the overall process, and 
continuity between the therapist and the 

implementation of supervision. Additionally, it 
serves as a “map” for the psychotherapeutic 
process within the paradigm described.  

The concept of early maladaptive schemas 
(EMS) was introduced by Jeffrey Young (Young, 
1990; Young et al., 2003) and offers a robust and 
accessible model for understanding various 
chronic emotional and personality difficulties. 
Contemporary schema therapy approaches 
emphasize the role of EMS in chronic emotional 
difficulties and personality vulnerability (Arntz & 
Jacob, 2012). EMS represent stable cognitive, 
affective, behavioral patterns, and bodily 
sensations that are formed in childhood and 
shape the experience of oneself and others 
(Young et al., 2003). They function as filters of 
reality and often lead to maladaptive patterns of 
behavior and experience.  

Positive Psychotherapy introduces the 
concept of actual capabilities (AC), which 
represent dynamic coping resources. These are 
categorized into primary and secondary 
capabilities (Peseschkian, 1987, 1988, 2016). 
Primary capabilities (e.g., “trust,” 
“love&capacities for relationships,” “hope,” 
“sexuality,” “belief/faith/worldview”) are related 
to affective-relational functioning, while 
secondary capabilities (e.g., “orderliness/order,” 
“accuracy/precision,” “justice/fairness,” 
“diligence & achievement,” “obedience”) are 
related to socio-culturally conditioned norms. 
Peseschkian also describes actual capabilities as 
dynamic resources through which the individual 
processes conflicts and stress (Peseschkian, 
1988). 

Panic disorder represents a particularly 
relevant clinical condition for examining the 
relationship between EMS and actual 
capabilities. Previous research has demonstrated 
that panic disorder is associated not only with 
heightened anxiety sensitivity and catastrophic 
misinterpretation of bodily sensations, but also 
with deeper cognitive vulnerabilities related to 
safety, trust, emotional security, and self-
regulation (Barlow, 2002; Beck, 1995). These 
characteristics make panic disorder a suitable 
context for exploring whether schema-related 
vulnerability can be conceptualized through the 
framework of actual capabilities proposed in 
Positive Psychotherapy (Peseschkian, 2016), see 
Fig. 1. 
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Figure 1. Integrative Psychotherapeutic Model 

 
From an integrative perspective, 

strengthening adaptive resources may help 
modify EMS by providing alternative emotional, 
cognitive, and interpersonal experiences. 
Contemporary Schema Therapy emphasizes that 
corrective emotional experiences and the 
development of adaptive functioning may 
gradually weaken the activation of maladaptive 
schemas (Arntz & Jacob, 2012; Rafaeli et al., 
2011). Within Positive Psychotherapy, actual 
capabilities may represent one such pathway 
through which adaptive functioning is 
strengthened, and schema-related vulnerability 
becomes less dominant. 

The rationale focusing on actual capabilities 
assumes that they represent operational 
manifestations of psychological adaptation. 
While EMS describes enduring maladaptive 
patterns, actual capabilities reflect the resources 

individuals use to manage conflicts, 
relationships, achievement demands, and 
existential meaning. Therefore, therapeutic work 
targeting actual capabilities may provide a 
practical pathway for influencing schema-related 
functioning without directly confronting 
schemas at every stage of treatment 
(Peseschkian, 1987, 2016). 

Within this model, it is assumed that EMS can 
be understood as arising from an imbalance or 
rigidity in the development and use of actual 
capabilities (Peseschkian, 1988; Young et al., 
2003). Despite the rich theoretical foundation, 
there is insufficient empirical research 
integrating these two approaches. The novelty of 
the present study lies in its attempt to 
conceptualize EMS not only as maladaptive 
cognitive-emotional structures but also as 
patterns that may be understood in terms of 
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imbalances in actual capabilities, as defined in 
Positive Psychotherapy. In this sense, the study 
offers an exploratory integrative framework that 
connects the language of Schema Therapy with 
the conflict and resource-oriented model of 
Positive Psychotherapy. 

Figure 1 presents the proposed integrative 
framework, which links EMS, actual capabilities, 
symptom formation, and the process of 
psychotherapeutic change. Within this 
framework, EMS and associated symptoms are 
mediated by an imbalance in actual capabilities. 
This imbalance manifests as a deficit in primary 
capabilities (e.g., trust,” love and capacities for 
relationships,” “belief/faith/worldview”, etc.) 
and, simultaneously, the overactivation of 
secondary capabilities: “orderliness”, “accuracy,” 
etc. This may contribute to EMS-related 
vulnerability and maladaptive coping, which is 
Inner conflict between affective-relational and 
normative-regulatory functioning (Peseschkian, 
1986; 1987).  

The psychotherapeutic process, based on the 
integration of Positive Psychotherapy and 

schema therapy, may lead to a two-component 
change: (1) reduction of EMS activation through 
(2) the development and balancing of actual 
capabilities, as potential mechanisms to develop 
adaptive functioning. In the initial state, EMS has 
a direct effect on symptoms – they have the 
potential to generate symptoms (path c) – as well 
as an indirect effect on symptom generation 
through an impaired profile of actual capabilities 
manifestations (paths a and b). 
Psychotherapeutic intervention may reduce the 
direct effect of the EMS on symptoms (c) while 
strengthening the associated role of actual 
capabilities, thereby further weakening the EMS. 
The model supports the idea that actual 
capabilities may be a key mechanism of change 
in schema organization, rather than merely a 
concomitant effect. Contemporary 
psychotherapy increasingly supports integrative 
approaches that combine multiple therapeutic 
paradigms and mechanisms of change (Norcross 
& Goldfried, 2019); see fig. 2. 

 

Figure 2. Mediation model 
 
Figure 2 presents a hypothesized model of 

change in which actual capabilities are 
conceptualized as a possible mechanism linking 
EMS and symptoms. This model should not be 
interpreted as evidence of a statistically tested 
mediation effect. Rather, it provides a theoretical 

framework for understanding how deficits or 
rigidities in actual capabilities may contribute to 
the maintenance of schema-related vulnerability 
and how psychotherapeutic work with these 
capabilities may support clinical improvement. 
Future studies with larger samples and formal 
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mediation analyses are needed to empirically 
test this proposed mechanism.  

The specific contribution of the present study 
is the attempt to translate EMS into the language 
of Positive Psychotherapy by examining them 
through the profile of actual capabilities. While 
Schema Therapy provides a well-established 
framework for understanding maladaptive 
cognitive-emotional patterns, Positive 
Psychotherapy offers a resource-oriented and 
conflict-based model for understanding how 
individuals organize adaptation, relationships, 
and meaning. The proposed integrative 
approach is novel in that it uses actual 
capabilities not only as descriptive personality 
resources but also as potential therapeutic 
targets for modifying schema-related 
vulnerability. 

 

Objective and Hypotheses 

To investigate the possibility of 
therapeutically changing EMS by working with 
the various manifestations of actual capabilities 
within a structured and time-limited integrative 
paradigm (therapy of EMS through positive 
therapy). 

 
Hypotheses: 
1. There are significant correlations between 

EMS and the manifestations of actual 
capabilities. 

2. Pharmacotherapy leads to a reduction in 
symptoms, but not to a change in EMS and the 
manifestations of actual capabilities. 

3. Psychotherapy focused on actual 
capabilities will be associated with preliminary 
changes in EMS activation and actual capability 
profiles. 

 

Methodology 

Pilot studies play an important role in the 
development of novel psychotherapeutic 
interventions by allowing researchers to examine 
feasibility, acceptability, and preliminary clinical 
trends before conducting larger controlled 
investigations (Leon et al., 2011). The present 
study should therefore be viewed as an 
exploratory step in the development of the 
proposed integrative model. Its primary purpose 
was not to establish definitive treatment efficacy, 
but to examine the feasibility and preliminary 
clinical relevance of an integrative model linking 

EMS with actual capabilities. Due to the small 
sample size, all statistical findings should be 
interpreted as preliminary and hypothesis-
generating. The study methodology is outlined in 
Table 1. 

Table 1. Study Methodology 
 

Participants  Number 
(n=15) 

Instruments 

Healthy 
controls 

n=5 (WIPPF 2); 
scales (YSQ-R 
116) 

Patients with 
PD* 

n=10 (WIPPF 2); 
scales (YSQ-R 
116) 

*PD – panic disorder 
 

3.1. Study design 
3.1.1. Group of healthy controls (n=5) 
The healthy control group participated in the 

study as a developmental and preventive 
program rather than as treatment for 
psychopathology. This made it possible to 
examine changes in actual capabilities and 
schema-related functioning in a non-clinical 
population exposed to the same intervention 
model and to differentiate between clinical and 
non-clinical groups.  

Day 1: administration of both questionnaires; 
generation of a correlation matrix between EMS 
and actual capabilities; initiation of 
psychotherapy. Weeks 4 and 8: follow-up 
assessment; expected change in correlations. 
Week 12: final assessment; verification of the 
stability of the change. 

 

3.1.2. Clinical group (panic disorder, n=10) 
Day 1: confirmation of the diagnosis of panic 

disorder, the diagnosis of panic disorder is 
according to the DSM-5 criteria (American 
Psychiatric Association, 2013). Baseline 
assessment – administration of both 
questionnaires, generation of a correlation 
matrix between EMS and actual capabilities, 
initiation of pharmacotherapy with an 
antidepressant (escitalopram). Panic disorder is 
associated with heightened anxiety sensitivity 
and maladaptive interpretations of internal 
experiences (Barlow, 2002). Week 4: follow-up 
assessment; symptomatic improvement 
(antidepressant); no change in EMS and 
manifestations of actual capabilities. Weeks 4–
16: psychotherapy. Week 8: reported change in 



 

 ISSN 2710-1460                                                                                                                               WAPP 

65 THE GLOBAL PSYCHOTHERAPIST. Volume 6. Number 2. July 2026  

correlations. Week 16: confirmation of short-
term stability. For the patient group, the study 
spans 16 weeks because they do not receive 
psychotherapy during the first 4 weeks; after 
that, they receive the same protocol of 12-week 
sessions to ensure the protocol does not differ 
from that of the healthy controls, see Fig. 3. The 
additional four-week period in the clinical group 
was not part of the psychotherapeutic 
intervention itself. However, it represented a 
pharmacotherapy stabilization phase preceding 
psychotherapy. Both groups subsequently 

received the same psychotherapeutic protocol, 
consisting of 12 weekly sessions delivered over 
the same period. The purpose of this design was 
to allow a preliminary observation of changes 
associated with pharmacotherapy before the 
introduction of psychotherapy. Nevertheless, the 
unequal overall observation periods (12 versus 
16 weeks) represent a methodological limitation 
and may have influenced the observed 
trajectories of change. Therefore, the findings 
should be interpreted with caution. 

 

Figure 3. Study design 
 

3.2. Psychotherapeutic intervention model 
The program is an integrative 

psychotherapeutic protocol based on: 

− the five-step model of Positive 
Psychotherapy, the Balance model 
(body & health – work & achievement 
– relationships – 
meaning/future/values) 
(Peseschkian, 2016). 

− the concept of EMS (Young et al., 
2003). 

− The main therapeutic hypothesis is 
that EMS can be modified by 
developing and balancing actual 
capabilities, thereby restoring 
internal regulation and adaptability.  
Integrative psychotherapy models 
increasingly emphasize common 
therapeutic mechanisms and the 
importance of psychological 

consistency in treatment (Grawe, 
2004). Resilience has been linked to 
adaptive personality organization, 
emotional flexibility, and effective 
coping strategies (Friborg et al., 
2005). EMS were operationalized 
with the YSQ-116; actual capabilities 
were operationalized through the 
WIPPF profile and served as 
therapeutic targets throughout the 
intervention. The therapeutic process 
has focused on identifying deficits, 
rigidities, and imbalances in actual 
capabilities and linking them to active 
schema patterns. Intervention 
strategies were selected based on the 
profile of actual capabilities identified 
during assessment and in ongoing 
therapeutic work. 
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Some of the ideas incorporated into the 
integrative model were inspired by the work of 
Öner, Karaca, and Şişman (2024). They were 
subsequently expanded and adapted to fit the 
conceptual framework and specific needs of the 
present project. 

 
3.2.1. Structure of the psychotherapy 

program: 
− Duration: 12 weeks. 

− Frequency: 1 session per week. 

− Session duration: 60 minutes (the 
first, fourth, eighth, and twelfth 
sessions are between 90 and 120 
minutes due to their specific nature – 
testing procedures). 

− Format: individual therapy. 

− Methods: psychoeducation, 
integrative psychotherapeutic 
approach, metaphors, exercises, 
homework assignments, review of 
homework, see fig. 4. 

 

  
Figure 4. Integrative Psychotherapeutic Program 

 
The intervention is based on the balance 

model and the five steps of Positive 
Psychotherapy (Peseschkian, 2016). For 
optimization, structuring, and adaptation, the 
tools of Positive Psychotherapy have been 
modified only in timing, not in the quality or 
content of the psychotherapeutic modality. The 
individual steps have been adapted to focus on 
the identified dysfunctional patterns. The goal is 
not only to balance specific capabilities but also 
to adopt a substantive approach to the 
conflicting content of the identified 

dysfunctional patterns, which have 
psychotherapeutic significance as internal 
conflicts. Conducting such psychotherapeutic 
intervention requires the participation of a 
certified psychotherapist with in-depth 
knowledge of internal conflict dynamics and the 
ability to process not only the internal conflict 
but also the content of the primary conflict that 
has stabilized over time. The process of 
psychotherapy also involves developing greater 
authenticity and self-awareness (Rogers, 1961). 
The therapeutic relationship remains a central 
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factor in facilitating psychological growth and 
self-understanding (Rogers, 1951).  The new 
paradigm is necessary for the more specific 
utilization of the manifestations of actual 
capabilities, their development, and/or 
balancing to achieve a more comprehensive and 
rapid influence on dysfunctional patterns. 

  
3.2.2. Five-step model of Positive 

Psychotherapy (adapted): 
1. Observation/distancing: identifying active 

EMS and the associated capabilities. Identifying 
the actual conflict and the respondent’s conflict 
reaction.  

2. Inventory: analysis of life balance and the 
distribution of capabilities according to the 

patient’s balance model: body & health – work & 
achievement – relationships – 
meaning/future/values. Analysis of the family 
diamond and tracking the dynamics of its 
capabilities both in the current model and in a 
more balanced version.  

3. Situational encouragement: resource-
oriented work: activation of actual capabilities.  

4. Verbalization: awareness and cognitive 
reconstruction–reinterpretation of the symptom 
(Peseschkian, 1996). Verbalization of the internal 
conflict and the contents of the core conflict that 
relate to active EMS.  

5. Expanding goals: integration and transfer 
into daily life. The client summarizes the key 
points from the therapeutic session and sets 
small tasks to test in real life, see Fig. 5. 

       

  
Figure 5. Five-step model 

 
3.2.3. Structure of the individual sessions

The intervention was organized into twelve 
consecutive sessions structured according to the 
five-step model of Positive Psychotherapy and 
informed by Schema Therapy principles. 
Throughout the intervention, EMS were 
conceptualized through the profile of actual 
capabilities. Therapeutic work focused on 
identifying deficits, rigidities, and imbalances in 
actual capabilities and linking them to active 
schema patterns. Homework assignments, 
reflective exercises, psychoeducation, positive 
reinterpretation, metaphor work, and behavioral 

experiments were used throughout the process, 
as needed by the participant. 

Session 1: Observation/Distancing 
The first session is focused on establishing the 

therapeutic relationship, introducing the 
therapeutic process, administering the 
assessment instruments, and identifying the 
participant’s current difficulties, resources, and 
goals. Psychoeducation regarding panic disorder 
was provided to the clinical group. Initial EMS-
related vulnerabilities and actual capability 
patterns were explored. 
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Session 2: Observation / Distancing 
(Conceptualization) 

The second session focused on developing an 
individualized case conceptualization. Active 
EMS, actual conflicts, coping patterns, and actual 
capability profiles were identified. Positive 
reinterpretation was used to explore the 
potential function and meaning of symptoms. 

Session 3: Inventory 
Participants examined the distribution of 

psychological resources across the four 
dimensions of the Balance Model (body and 
health; work and achievement; relationships; 
meaning and future). Attention was paid to the 
relationship between life balance, schema 
activation, and actual capabilities. 

Session 4: Inventory (Conceptualization) 
The focus of this session was a detailed 

examination of primary and secondary actual 
capabilities. Participants explored areas of 
deficit, overdevelopment, and rigidity, as well as 
the relationship between these patterns and 
EMS. 

Session 5: Inventory (Conceptualization) 
Family influences, basic conflict patterns, and 

the developmental origins of EMS and actual 
capabilities were explored. Attention was paid to 
recurring relational themes and their role in 
maintaining current difficulties.” 

Session 6: Situational Encouragement 
The intervention is focused on strengthening 

personal resources through positive 
reinterpretation, identification of strengths, and 
activation of adaptive actual capabilities. 
Participants explored previous successful coping 
experiences and alternative perspectives on 
current difficulties. 

Session 7: Verbalization 
Participants explored the connections among 

emotions, bodily sensations, thoughts, 
behaviors, EMS, and actual capabilities. The 
therapeutic focus was directed toward increasing 
awareness and improving emotional self-
regulation. 

Session 8: Verbalization (Relational Focus) 
This session is focused on identifying 

maladaptive relational patterns associated with 
EMS activation and capability imbalances. 
Participants explored alternative interpersonal 
responses and practiced more adaptive forms of 
communication and interaction. 

Session 9: Verbalization (Integration) 

The therapeutic work is focused on 
integrating insights gained throughout the 
process into a coherent cognitive-emotional 
framework. Participants developed 
individualized strategies for managing schema 
activation and strengthening adaptive actual 
capabilities. 

Session 10: Expanding Goals 
Participants reviewed therapeutic progress, 

identified areas of growth, and formulated 
future developmental goals. The focus was on 
applying newly acquired resources to everyday 
situations. 

Session 11 – Consolidation of Therapeutic 
Change 

This session focused on reinforcing adaptive 
coping patterns, strengthening newly developed 
capabilities, and reviewing the participant’s 
personal progress throughout the intervention. 

Session 12 – Final Integration and Evaluation 
The final session included reassessment, 

review of therapeutic achievements, 
consolidation of gains, and preparation for 
maintaining change after the intervention. 
Participants reflected on changes in schema 
activation, actual capabilities, and overall 
psychological functioning. Duration: 60 min for 
session 11, 90–120 min for session 12, see fig. 6.  

Expected therapeutic effects: The 
intervention was designed to influence EMS by 
developing and balancing actual capabilities. 
Therapeutic change was expected to occur 
through several complementary processes: (1) 
increased awareness of EMS-related patterns; (2) 
activation of adaptive personal resources; (3) 
strengthening of deficient primary capabilities; 
(4) reduction of rigid overreliance on secondary 
capabilities; (5) improvement of emotional 
regulation and interpersonal functioning; and (6) 
development of greater psychological flexibility 
and resilience. 

Cognitive behavioral therapy has 
demonstrated substantial effectiveness in the 
treatment of anxiety disorders (Hofmann et al., 
2012). Therefore, the integration of schema 
therapy and Positive Psychotherapy may provide 
a clinically meaningful framework for addressing 
both symptoms and underlying personality 
structures. Integrative psychotherapy models 
emphasize the importance of combining 
therapeutic paradigms and mechanisms of 
change (Norcross & Goldfried, 2019). 

 



 

 ISSN 2710-1460                                                                                                                               WAPP 

69 THE GLOBAL PSYCHOTHERAPIST. Volume 6. Number 2. July 2026  

 
 

Figure 6. Design of integrative psychotherapy 
 

Statistical Analysis and Results

Statistical data analysis is performed to 
assess: the internal consistency of the 
instruments used; the correlational structure 
between EMS and actual capabilities; change 
over time in both groups; the stability of the 
change that occurred; the different contributions 
of pharmacotherapy and psychotherapy to 
symptomatic and structural change. 

In accordance with the research design, the 
analysis includes descriptive statistics, reliability 
analysis, correlation analysis, within-group and 
between-group comparisons, and calculation of 
effect sizes. In studies focusing on personality 
structures, EMS, and cognitive-affective and 
behavioral dispositions (actual capabilities), it is 
particularly important to distinguish 
symptomatic reduction from structural change, 
since EMS are viewed as relatively stable 
cognitive-emotional organizations that change 
more slowly and require psychotherapeutic 
work, rather than merely pharmacological 
symptom control (Young et al., 2003; Beck, 
1995). Integrative psychotherapy models 
emphasize the importance of combining 
therapeutic paradigms and mechanisms of 
change (Norcross & Goldfried, 2019). 

The pilot study included 15 participants: 5 
healthy controls and 10 patients with panic 
disorder. Four measurements were taken in the 
control group: T1 – baseline assessment; T2 and 
T3 – after 4 and 8 weeks of psychotherapy using 
the specified paradigm; and T4 – at the three-
month mark to assess stability. 

Five measurements were taken in the clinical 
group: T1 – baseline assessment; T2 – after 4 
weeks of pharmacotherapy; T3 and T4 – after the 
4th and 8th weeks of psychotherapy; and T5 – 
after an additional 4 weeks to assess 
sustainability. 

This design allows a preliminary observation 
of changes occurring after pharmacotherapy and 
after psychotherapy. The effectiveness of 
cognitive behavioral therapy for anxiety 
disorders is well established (Hofmann et al., 
2012). Schema therapy has demonstrated 
effectiveness in the treatment of chronic 
emotional difficulties (Arntz & Jacob, 2012). 
Panic disorder is associated with persistent 
cognitive vulnerability and heightened anxiety 
sensitivity (Barlow, 2002). However, the absence 
of an active clinical control group and the 
unequal observation periods do not allow a 
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definitive separation of medication effects, 
psychotherapy effects, expectancy effects, 
therapeutic alliance effects, or natural symptom 
fluctuation. 

1. Descriptive Statistics 
For all main indicators, the following are 

calculated: mean (M), standard deviation (SD), 
median, minimum and maximum values, and 
skewness and kurtosis. This is necessary 
because, with a small pilot sample, distributions 
may deviate from normality. 

2. Reliability of the Scales 
Internal consistency of the overall index of 

EMS, the individual domains of EMS, primary 
actual capabilities, secondary actual capabilities, 
and the overall WIPPF profile. This is assessed 
using Cronbach’s alpha. Values above .70 are 
considered satisfactory in pilot studies, and 
above .80 are considered good (Field, 2018). 

3. Correlation Analysis 
To establish the relationships between EMS 

and actual capabilities, we used Pearson’s 
correlation coefficient for approximately normal 
distributions and Spearman’s correlation 
coefficient for non-normal distributions. This 
step is crucial because the theoretical model 
posits that certain EMS are associated with 
deficits, overcompensation, or rigid use of 
specific actual capabilities. 

4. Analysis of Change Over Time 
Due to the small sample size and the 

exploratory, pilot-study nature of the study, the 
primary analyses were based on nonparametric 
procedures. The Friedman test was used for 
repeated measures within groups, followed by 
Wilcoxon signed-rank tests where appropriate. 
Effect sizes were reported to support the 
interpretation of the magnitude and direction of 
change. Any parametric Group × Time analysis 
was treated only as an exploratory 
supplementary analysis and was not used as a 
basis for definitive conclusions. 

5. Effect Size 
To demonstrate clinical significance, not just 

statistical significance, effect sizes are calculated: 
Cohen’s d for paired measures; Kendall’s W for 
Friedman; partial eta squared (ηp²) for ANOVA. 
In pilot studies, effect size is particularly 
important because small sample sizes often do 
not allow for high statistical power. However, it 
can indicate the direction and potential of the 
intervention (Cohen, 1988). 

For statistical analysis, the following 
composite indices are formed: a general index of 

EMS, the mean value of all 116 items, and the 
mean value of the main schematic scales. 

EMS of insecure attachment and basic sense 
of security, a composite of abandonment, 
distrust/abuse, emotional deprivation, 
vulnerability to harm. 

EMS of overcontrol and conditional self-
worth: a composite of high standards, self-
sacrifice, submission, and punitiveness. 

Index of primary actual capabilities: patience, 
time awareness, love & capacity for 
relationships, trust, unity/oneness, sexuality, 
belief/faith/values. 

Index of secondary actual capabilities: 
orderliness/order, diligence/achievement, 
accuracy/precision, politeness/courtesy, 
honesty/directness, diligence, 
reliability/trustworthiness, obedience, 
fidelity/loyalty. 

Index of imbalance between primary and 
secondary capabilities: absolute difference 
between the standardized profiles of primary 
and secondary capabilities. Higher values 
indicate a more pronounced internal conflict 
between the relational-affective and normative-
achievement organization, which corresponds to 
the conflict model in Positive Psychotherapy 
(Peseschkian, 2016). 

 
4.1. Results 

4.1.1.  Reliability of the instruments 
The analysis of internal consistency shows 

good reliability for both the YSQ-116 and the 
WIPPF profile. The total index of EMS shows 
excellent internal consistency (α = .91), the index 
of primary capabilities shows good consistency 
(α = .84), and the index of secondary capabilities 
shows very good consistency (α = .87). These 
values allow for the use of composite indicators 
in further analysis and are consistent with the 
understanding that related but distinguishable 
psychological constructs are being measured 
(Friborg et al., 2003; Young et al., 2003), see 
Table 2. 

Table 2. Scale Reliability (Cronbach’s α) 

Scale Cronbach’s α 

General Schema Index .91 

Schemas – Insecurity .88 

Schemas – overcontrol .85 

Primary capabilities .84 

Secondary capabilities .87 

WIPPF Overall Index .89 
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4.1.2. Baseline Differences Between Groups 
At baseline, the clinical group showed higher 

total EMS index scores than healthy controls. The 
most pronounced differences were observed in 
the schemas: vulnerability to harm, 
abandonment, emotional deprivation, and 
mistrust/abuse. Concurrently, the clinical group 
shows lower scores on the primary capabilities of 
trust, diligence/attachment, patience, and 
belief/faith/values, as well as a greater 
imbalance between primary and secondary 
capabilities. This supports the hypothesis that 
panic symptoms are not associated solely with 
situational anxiety, but with a deeper 
organization of experience characterized by a 
lack of safety, vulnerability, and insufficient 
internal support (Beck, 1995; Young et al., 2003). 
The present model also reflects a humanistic 
understanding of the therapeutic relationship 
and self-development (Rogers, 1951; Rogers, 
1961). 

 
4.1.3. Correlational Structure in the Baseline 

Measurement 
Correlation analysis revealed significant 

relationships between certain EMS and actual 
capabilities. The total index of EMS correlates 
negatively with the actual capabilities “trust” (r = 
-.62), “unity/oneness” (r = -.58), “reliability & 
trustworthiness” (r = -.54), and 
“belief/faith/meaning” (r = -.57), and positively 
with rigidly expressed secondary capabilities 
such as “accuracy & diligence” (r = .44), 
“obedience” (r = .49), and “over-diligence” (r = 
.46). This configuration is theoretically consistent 
with the idea that EMS can be maintained both 

by deficits in basic relational-affective 
capabilities and by compensatory 
overdevelopment of normative-regulatory 
capabilities (Peseschkian; 2016): according to 
EMS “abandonment (AB)” has strong negative 
correlations with actual capabilities: “trust,” 
“reliability & trustworthiness,” “unity/oneness,” 
“tenderness/sexuality,” “time awareness,” and 
“belief/faith/values,” as well as weak positive 
correlations with “orderliness/order,” “diligence 
& achievement,” and “obedience.  The 
correlations associated with EMS “emotional 
deprivation (ED)” exist in a negative association 
with primary capabilities: “unity/oneness,” 
“sexuality,” “trust,” “reliability & 
trustworthiness,” and “belief/faith/values,” plus 
no significant associations with secondary 
capabilities. EMS “vulnerability to harm (VH)” - 
negatively associated with primary capabilities: 
“trust,” “unity/oneness,” “time awareness,” and 
“belief/faith/values,” while showing weak 
positive tendencies toward secondary 
capabilities: “accuracy/precision,” 
“orderliness/order,” and “obedience”. EMS “high 
standards (US)” is positively associated with 
“accuracy/precision,” “orderliness/order,” 
“diligence & achievement,” “obedience,” and 
“politeness/courtesy,” as well as negatively with 
“trust,” “unity/oneness,” and 
“belief/faith/values”. EMS “subordination (SB)” 
is positively associated with “obedience,” 
“politeness/courtesy,” “accuracy/precision,” 
“orderliness/order,” and “diligence & 
achievement,” but negatively with 
“honesty/directness,” “unity/oneness,” “trust,” 
and “belief/faith/values”, see Table 3. 

 
Table 3. Correlations between EMS and actual capabilities (T1) 

 
Actual capabilities EMS Total AB ED VH US SB 

Trust -.62** -.65** -.58** -.70** -.20 -.35 

Reliability& Trustworthiness -.51* -.61** -.54* -.49* -.15 -.28 

Unity/Oneness -.58** -.60** -.63** -.52* -.15 -.40* 

Sexuality -.44* -.42* -.66** -.31 -.10 -.26 

Time awareness -.47* -.40* -.29 -.61** -.22 -.38 

Belief / Faith / Values -.57** -.48* -.51* -.66** -.22 -.38 

Accuracy / Precision .44* .20 .18 .30 .61** .42* 

Orderliness / Order .41* .24 .26 .34 .72** .39* 

Diligence & Achievement .49* .31 .29 .33 .68** .44* 

Obedience .49* .35 .29 .33 .48* .68** 

Politeness / Courtesy .36 .18 .21 .19 .41* .57** 

Honesty / Directness -.31 -.22 -.18 -.25 -.30 -.51* 
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4.1.4. Effectiveness of the intervention in 

healthy controls 
Change in the control group over time 

For healthy controls, the Friedman test shows 
a statistically significant change over time in: the 
total index of EMS, χ²(2) = 7.60, p = .022, 
Kendall’s W = .76; the index of primary 
capabilities, χ²(2) = 8.40, p = .015, W = .84; the 
index of imbalance between primary and 
secondary capabilities, χ²(2) = 7.20, p = .027, W = 
.72. Post hoc analyses indicate that between T1 
and T4 there is: a moderate reduction in 
subclinical schematic rigidities, d = 0.58; an 
increase in trust, unity/oneness, and 
belief/faith/values, d = 0.64–0.79; a decrease in 
rigid overinvestment in accuracy/precision and 
diligence & achievement, see Tablel.4. 

 
Table 4. Change over time – control group 

(Friedman test) 

Variable χ² p Kendall’s 
W 

Overall scheme 
index 

7.60 .022 .76 

Primary 
capabilities 

8.40 .015 .84 

Imbalance 7.20 .027 .72 

 
No return to baseline levels is observed 

between T3 and T4, indicating that the change is 
stable. Thus, in healthy controls, 
psychotherapeutic work acts not so much 
through the “treatment” of a clinical symptom, 
but through the restructuring of internal 
balance, increasing mental flexibility, and 
mitigating rigid tendencies in EMS. This is 
consistent with the Positive Psychotherapy 
model, according to which therapy fosters not 
only symptomatic improvement but also a 
balanced personality organization (Peseschkian, 
2016). 

‘ 
4.1.5. Effectiveness of the intervention in 

the clinical group 
5. Stage 1: Effect of pharmacotherapy 
In the clinical group, a significant reduction in 

panic symptoms was observed between T1 and 
T2, as assessed by the clinical symptom index, Z 
= -2.81, p = .005, d = 1.02. This indicates a strong 
symptomatic effect of antidepressant therapy, 
which is consistent with the established 

understanding of the effectiveness of 
medications regarding anxiety symptoms 
(American Psychiatric Association, 2013). At the 
same time, no significant change was found 
between T1 and T2 in the total index of EMS, p = 
.31; the index of primary capabilities, p = .28; the 
index of secondary capabilities, p = .41; and the 
imbalance between primary and secondary 
capabilities, p = .34. This result is significant for 
the model because it shows that symptomatic 
remission does not automatically lead to a 
change in structural personality organizations, 
which is consistent with both schema therapy 
and the cognitive model of deeper vulnerabilities 
(Beck, 1995; Young et al., 2003), see Table. 5. 

 
Table 5. Change over time – clinical group 

Phase 1: Medication treatment (T1–T2) 
Variable Z p d 

Panic symptoms -2.81 .005 1.02 

Total Schema Index -1.02 .31 0.20 

Primary capabilities -1.08 .28 0.22 

 
Phase 2: Psychotherapy (T2–T5) 

Variable Z p d 

Total schema index -2.67 .008 0.91 

Primary capabilities -2.80 .005 0.97 

Imbalance -2.52 .012 0.82 

 
6. Stage 2: Effect of Psychotherapy 
Following the implementation of the 12-

session psychotherapy program based on the 
integrative paradigm, a significant change was 
observed between T2 and T3 across all key 
structural indicators: overall index of EMS: Z = -
2.67, p = .008, d = 0.91; index of primary 
capabilities: Z = -2.80, p = .005, d = 0.97; and 
imbalance between primary and secondary 
capabilities: Z = -2.52, p = .012, d = 0.82. The 
greatest reduction is observed in the EMS: 
vulnerability to harm, abandonment, emotional 
deprivation, and submission. The most 
pronounced increase is observed in the 
capabilities: “trust”; “unity/oneness”; 
“patience”; “belief/faith/values”; and 
“reliability/trustworthiness”. Concurrently, a 
reduction in the overemphasis on secondary 
capabilities such as “accuracy/precision”, 
“obedience”, and “over-diligence”. 
Psychotherapeutic change is therefore twofold: 
on the one hand, it develops deficient primary 
capabilities; on the other, it reduces rigid 
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compensatory secondary capabilities. It is 
precisely this dual change that provides grounds 
for speaking of changes in maladaptive schema 
patterns, rather than merely symptomatic relief. 

 
4.1.6. Sustainability of Change 
No significant deterioration was observed in 

the clinical group between T3 and T5. On the 
contrary, the mean values remained stable, and 
in some participants, a slight additional 
improvement in connection and 
“belief/faith/values” was reported. The absence 
of regression to previous levels supports the 
assumption that the change observed is not 
merely a temporary emotional mobilization, but 
rather the initial stage in maintaining the 
observed changes during the short follow-up 
period. Longer-term follow-up studies are 
needed before conclusions regarding enduring 
structural change can be made, see Table. 6. 

 
Table 6. Effect Duration (T3–T5, clinical 

group) 
Variable Z p 

Total Schema Index -0.85 .39 

Primary capabilities -0.72 .47 

Imbalance -0.66 .51 

Interpretation: no significant regression → stable 
effect 

 
4.1.7. Mixed model Group × Time 
The exploratory mixed-effects analysis Group 

× Time shows a significant interaction between 
group and time on: the total index of EMS, F(3, 
39) = 5.14, p = .004, ηp² = .28; the index of 
primary capabilities, F(3, 39) = 6.02, p = .002, ηp² 
= .32; the imbalance between primary and 
secondary capabilities, F(3, 39) = 4.61, p = .008, 
ηp² = .26, see Table. 7. 

 
Table 7. Mixed-effects model (Group × Time 

ANOVA) 

Variable F p ηp² 

Total schema index 5.14 .004 .28 

Primary capabilities 6.02 .002 .32 

Imbalance 4.61 .008 .26 

 
This means that the two groups change over 

time in different ways. In the healthy controls, 
the change is more moderate but stable in a 
short-term period and directed toward greater 
internal balance. In the clinical group, a two-

phase process is observed: first, symptomatic 
reduction under the influence of medication, 
followed by a deeper schematic and resource-
based change following psychotherapy. These 
exploratory findings suggest that the two groups 
may have followed different patterns of change 
over time. However, because of the very small 
group sizes and the unequal observation periods, 
the Group × Time ANOVA should be interpreted 
with considerable caution. The results are best 
understood as preliminary indications of a 
possible differential trajectory rather than as 
confirmatory evidence for the model, see Table. 
8. 

Table 8. Effect sizes (summary) 
 

Group Measur
e 

Cohen
’s d 

Interpretati
on 

Controls Scheme
s 

0.58 Moderate 
effect 

Controls Abilities 0.72 Moderately 
strong 

Clinical 
(medicati
on) 

Sympto
ms 

1.02 Significant 
effect 

Clinical 
(therapy) 

Regimen
s 

0.91 Significant 
effect 

Clinical 
(therapy) 

Abilities 0.97 Large effect 

 
4.1.8. Discussion of the statistical results 
The present findings should be interpreted 

within the limits of an exploratory pilot design. 
The results suggest clinically meaningful 
tendencies in the relationship between EMS and 
actual capabilities, but they do not allow firm 
conclusions regarding treatment efficacy, 
causality, or mediation. The small sample size, 
the lack of randomization, and the absence of an 
active clinical control group require a cautious 
interpretation of all statistical findings. 

The results obtained allow for several 
important conclusions to be drawn. 

First, the correlational structure between 
EMS and actual capabilities indicates that these 
two constructs are not parallel and independent 
but are mutually organized. EMS related to a lack 
of safety and emotional deficit are primarily 
associated with low scores on primary 
capabilities, while EMS based on overcontrol and 
conditional acceptability are associated with a 
rigid dominance of secondary capabilities. This 
supports the theoretical productivity of the 
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integration between Positive Psychotherapy and 
schema therapy. 

Second, in the clinical group, medication 
reduces panic symptoms but does not alter the 
underlying organization of the EMS and 
capabilities. This is clinically important because it 
confirms that the symptom can be managed 
while the personality vulnerability persists. 

Third, the findings provide preliminary 
support for the potential clinical usefulness of 
the integrative intervention in both groups. 
However, given the exploratory design, small 
sample size, and absence of an active clinical 
control group, these results should not be 
interpreted as definitive evidence of treatment 
efficacy. In healthy participants, it primarily 
promotes greater internal balance and 
psychological flexibility. In patients, it performs a 
reconstructive function by reducing vulnerability 
to EMS and strengthening resource capacities. 
This aligns with the psychotherapeutic logic that 
therapy does not merely eliminate symptoms 
but transforms the way the individual organizes 
meaning, attachment, anxiety, and self-
regulation (Beck, 1995; Peseschkian, 2016). 

Contemporary psychotherapy research 
increasingly focuses on mechanisms of change 
rather than on therapeutic schools alone. 
Different psychotherapeutic approaches may 
achieve improvement through partially 
overlapping processes, including emotional 
processing, cognitive restructuring, corrective 
relational experiences, and the strengthening of 
adaptive psychological resources (Kazdin, 2007; 
Norcross & Goldfried, 2019). The present model 
should therefore be understood as a preliminary 
attempt to investigate whether actual 
capabilities may represent one such mechanism 
worthy of further empirical study. 

4.1.9. Statistical Conclusion 
The data from this exploratory pilot study 

provide preliminary support for the feasibility 
and potential clinical relevance of the adapted 
integrative model. The observed changes 
suggest that EMS may be meaningfully explored 
in relation to actual capabilities. However, these 
findings should be interpreted as hypothesis-
generating and require replication in larger 
randomized controlled studies.  

 
 
 
 

Conclusions 

EMS appear to be meaningfully associated 
with the profile of actual capabilities and may be 
conceptualized through this framework. 

The findings suggest a possible distinction 
between symptomatic reduction following 
pharmacotherapy and broader schema-related 
change during psychotherapy. 

Psychotherapy focused on actual capabilities 
was associated with preliminary evidence of 
reduced EMS activation. 

The observed change may involve both 
reduced vulnerability and increased resource 
activation. 

The intervention appears clinically promising, 
but its efficacy must be confirmed in larger 
controlled studies. 

 

Strengths of the study 

− Integration of two established 
theoretical models (schema therapy 
and Positive Psychotherapy). 

− An innovative approach by introducing 
actual capabilities as a mediator of 
change. 

− Longitudinal design with follow-up. 

− Distinction between the effects of 
medication and psychotherapy. 

− Use of a correlational model to 
conceptualize the psychotherapeutic 
process. 

 

Limitations 

A major limitation of the study is the absence 
of an active clinical control group.  

The clinical group received four weeks of 
pharmacotherapy followed by psychotherapy, 
whereas the healthy control group received 
psychotherapy only, resulting in different 
observation periods. Although the additional 
four weeks in the clinical group were devoted 
exclusively to pharmacotherapy rather than 
psychotherapy, the longer observation period 
may have contributed to differences in the 
pattern of change between groups. It therefore 
cannot be excluded as a potential confounding 
factor. 

Therefore, it is not possible to isolate the 
specific effects of the integrative 
psychotherapeutic intervention from the effects 
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of time, medication, expectancy, therapeutic 
alliance, or natural symptom fluctuation. Future 
studies should include an active clinical 
comparison group, such as patients with panic 
disorder receiving pharmacotherapy alone, 
standard CBT alone, PPT alone, or another 
structured psychotherapy protocol over an 
equivalent period.  

 

Recommendations for future studies 

Conduct studies with larger and more 
representative samples; use of randomized 
controlled designs; longer-term follow-up of 
effects (6–12 months); test the model in different 
clinical populations (depression, personality 
disorders), analyze the mediating role of 

individual abilities in the therapeutic process, 
and develop standardized intervention protocols 
based on the model. 

 

Clinical Implications 

The proposed model has the potential to be 
used as: a conceptual diagnostic tool (via the 
schema–ability profile); a therapeutic guide 
(focusing on deficient abilities), and a method for 
tracking therapeutic change. 

It provides an opportunity for a deeper 
understanding of the patient by linking 
symptoms to personality structure and 
resources, which is consistent with 
contemporary integrative trends in 
psychotherapy.
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