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Abstract

Early maladaptive schemas (EMS), dysfunctional patterns of thought and emotions originated during childhood, latent in most mental
disorders, might play a role in the onset of alcohol use disorder (AUD), although their impact on prognosis remains unknown. Our aim is to
determine the presence of EMS in patients with AUD and their role in the psychopathology and course of addiction (relapse and withdrawal
time). The sample included 104 patients and 100 controls. The diagnosis of AUDwas made according to the Diagnostic and Statistical Manual
of Mental Disorders (DSM–5) criteria, EMS were determined with the Young Schema Questionnaire in its Spanish version (YSQ–S3) and
psychopathology with Symptom Checklist–27 (SCL–27). AUD group showed significantly higher scores in emotional deprivation, confused
attachment, emotional inhibition and failure schemas. In addition, vulnerability schema correlated (> 0.500) with all subscales of SCL–27.
Whereas social isolation, insufficient self-control and grandiosity schemas correlated with a higher number of relapses. But it was the
grandiosity and punishment schemas that correlated with shorter abstinence time. These findings suggest that EMS are overrepresented in the
AUD population and some correlate with psychopathology and worse AUD outcomes.
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Alcohol consumption is a serious public health problem in Europe:
138,000 citizens aged 15–64 die each year from alcohol-related
causes (World Health Organization [WHO], 2018) the direct and
indirect costs derived from alcohol use amount to €600 per person
per year; in fact, Spain ranks sixth in Europe in costs derived from
alcohol consumption (Wittchen et al., 2011). According to the
prevalence study of mental disorders in Europe, it is estimated that
5.3% of the general European population has had an alcohol-related
disorder - abuse or dependence - in their lifetime (Wittchen et al.,
2011).

The aetiology of alcoholism is multifactorial involving genetic,
psychological and social factors (Rubio Valladolid, 2021). Among
the psychological factors, the presence of early maladaptive sche-
mas (EMS) could be a risk factor for the development of alcohol use
disorder (AUD) (Young et al., 2003).

For Beck, schemas are stable cognitive patterns that form the
basis for the regularity of interpretations of reality (Beck et al.,
2019). These schemas are formed in childhood and are subse-
quently imposed in life experiences in adulthood, even if they are
no longer applicable (Beck et al., 2019), giving rise to a maladaptive
handling of certain situations. Indeed, Young (1999) posited the
existence of “EarlyMaladaptive Schemas” referring to schemas that
are formed through the experience of harmful and/or traumatic
events, or overprotective behaviours, related to family of origin,
primary caregivers or school experiences, and which are perpetu-
ated and reinforced throughout adolescence and adulthood. In
line with Young’s theory, other authors such as Epstein (1998)
and Grawe (1998) also focus on the idea that early experiences
can give rise to cognitive schemas or dysfunctional thinking
patterns that affect perceptions of self and others. Thus, schemas
are considered to be pervasive and highly resistant to change
(Young et al., 2003). He characterised them as unconditioned
and enduring negative thoughts and beliefs about self, others and
the world, which organise interpretations of life events and
behaviour (see Table 1).

According to this model, EMS stems from unmet emotional
needs in childhood. These are basic needs that every child requires
to have met and must learn to compensate for with parents, family
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and peer group in order to achieve optimal development and
adaptive functioning throughout life.

Each unmet need refers to a domain and each domain encom-
passes several schemes (Young & Klosko, 2007) (see Table 1).

Young’s conceptualisation assumes that when there is a pre-
dominant symptomatology a pathological schema may underlie it
(Wells, 1997; Jovev & Jackson, 2004). Moreover, a maladaptive
schema does not arise in isolation, as its dysfunctionality occurs
in interaction with other schemas (Young et al., 2003). Leading
authors Beck, Epstein, Grawe and Young have emphasized and
consider that these are often underlying features of most mental
disorders, as demonstrated in the study of Nicol et al. (2020), as well
as seen in depressive and anxiety disorders studies of Calvete and
Orue (2008), Calvete et al. (2013) and Shute et al. (2019), and
especially in chronic and resistant disorders such as personality
disorders (Hulbert et al., 2011) and substance abuse (Ball, 1998;
Brotchie et al., 2007).

Indeed, it has been suggested that substance abusers may do so
to avoid the emotional pain associated with these maladaptive
patterns (Ball, 1998). Previous findings seem to confirm that
attempts to cognitively and behaviourally avoid EMS in the dis-
connection/rejection domain are associated with increased sub-
stance use (Brotchie et al., 2007). Although studies about the
presence of these schemas in patients with alcohol use disorder
(AUD) has not been very numerous, there is agreement that alcohol
consumptionmay be a way of coping with the distress triggered and
sustained by emotional inhibition and emotional deprivation sche-
mas (Ball, 2007; Rafaeli et al., 2010; Roper et al., 2010). Thus, Ball
proposes that treating enduring negative beliefs about self, others
and the world could improve the outcomes and efficacy of alcohol
use disorder treatment (Arntz & Jacob, 2012; Ball, 2007). This
would result in a decrease in the severity of EMS during treatment,
as a possible explanatory mechanism for increased therapeutic
efficacy (Roper et al., 2010; Shorey et al., 2013), reducing relapse,
or secondary symptoms such as anxiety or sadness (Ball, 2007;
Rafaeli et al., 2010; Roper et al., 2010).

However, the studies cited above have not included clinical
variables related to alcohol use disorder such as severity, prognosis,
or length of time in abstinence, as it is possible that at least the
severity of maladaptive patterns is related to these variables. There-
fore, they do not allow suggesting clinical recommendations for
improving psychotherapeutic treatment.

In summary, little is known about the prevalence of EMS in
AUD and their relationship to psychopathology and the course of
AUD, and certainly no study so far has addressed this problem in
our country.

Therefore, the main objective of the present study is to evaluate
the differences in the EMS in a group of patients with AUD
compared with a control group, as well as to determine which
EMS are most relevant in the clinical group.

As secondary objectives, we will test the possible relationships
between EMS with clinical variables in the AUD group, such as
psychopathology, prognosis of the disease (greater number of
relapses) or time in abstinence. In relation to this last issue,
although the EMS appear to be stable over time, we intend to
evaluate whether people with AUD differ according to the length
of abstinence in the presence of EMS.

Method

Experimental Design

This is a non-experimental, ex post facto, quantitative, case-control
study to explore patterns of EMS in a population of patients who
sought treatment for AUD. On one hand, 100 individuals with
AUD, that attended outpatients programs, either at the Psychiatry
Servece of 12 de Octubre Hospital, or self-help groups of the
Community of Madrid, were incluided in the study. On the other
hand, 104 healthy controls took part of the study, and they were
matched in age, gender and educational level.

All procedures performed in the study for both groups were
approved by the Ethics Committee of the Hospital Universitario
12 de Octubre de Madrid (NºCEIm: 21/614).

Participants

This is a non-experimental, ex post facto, quantitative, case-control
study to explore patterns of EMS in a population of patients who
sought treatment treatment for AUD.

The total research sample consists of 204 subjects, divided into
two groups: The clinical and the control group.

The group of people diagnosed with AUD was recruited from
the Alcoholism Treatment Programme of the Hospital Universi-
tario 12 de Octubre in Madrid and the mutual-help groups of the

Table 1. EMS Grouped by Domain and Domain Explanation

Unmet Emotional Needs Definition Domain Emotional Schemas (EMS)

Secure Bonds with Others Expectations of not meeting one’s own
needs for security, acceptance, and
respect.

Disconnection and Rejection Abandonment/Instability, Imperfection/
Shame, Distrust/Abuse, Social Isolation,
Emotional Deprivation.

Autonomy, Competence,
and Sense of Identity

Expectations that interfere with one’s
ability to function independently or
achieve success.

Deterioration in Autonomy and
Performance

Dependence/Incompetence, Confusing
Attachment, Vulnerability to Danger,
Failure.

Freedom to Express Valid
Needs and Emotions

Excessively focused on others’ desires at
the expense of one’s own needs.

Directed at the Needs of Others Subjugation, Self-Sacrifice, and Approval
Seeking.

Realistic Boundaries, Self-
Control, and Frustration.

A deficiency in internal boundaries,
responsibilities towards others, or long-
term goals.

Deterioration in Boundaries Grandiosity and Insufficient Self-Control.

Spontaneity and Play Excessive emphasis on controlling
spontaneous feelings and behaviors to
avoid mistakes.

Overvigilance and Inhibition Negativity, Emotional Inhibition,
Unattainable Goals, and Punishment.

Note. Table adapted from Quiñones et al., 2018.

2 E. Rubio-Escobar et al.

https://doi.org/10.1017/SJP.2024.22 Published online by Cambridge University Press

https://doi.org/10.1017/SJP.2024.22


Alcoholic Associations of FA.CO.MA (Federación de Alcohólicos
de la Comunidad de Madrid). The control group consisted of
100 subjects aged 26–76, with a mean age of 51.33 years (71% men)
(see Table 2). The number of months of abstinence was recorded and
the subjectswere then grouped into 6 subgroups: 1–3months (18.6%);
4–6 months (16.3%); 7–12 months (11.6%); 1–2 years (15.1%); 2–
4 years (17.4%) and more than 4 years (20.9%).

On the other hand, the control group included 104 participants
without AUD, recruited in a non-probabilistic manner using the
snowball technique. This group consisted of subjects aged 18–72,
mean age 50 years (46.2% male).

All subjects were differentiated by gender, educational level and
employment status. In order to control for their effect, they were
introduced into the statistical analysis in those tests where theywere
significan (see Table 2).

Regarding inclusion and exclusion criteria for participants, sub-
jects with a severe neurological or psychiatric history such as
psychotic and affective disorders present at the time of assessment
were excluded from both groups.

For the clinical group, subjects meeting SAD criteria according
to DSM–5 were included. Subjects with nicotine use disorders and
occasional use of other substances were also included.

For the control group, those with non-problematic alcohol con-
sumption (CAGE cut-off point) were included.

Instruments

Maladaptive schemas were assessed using the Young SchemaQues-
tionnaire (YSQ–S3), in its Spanish version by Cid and Torrubia
(2010). It consists of 90 items related to past and present experi-
ences of schemas in everyday life (Young et al., 2003), obtaining a
score for each of the EMS pointed out in Table 1. The YSQ–S3 has
satisfactory psychometric properties in different languages and
cultures (Brotchie et al., 2004; Roper et al., 2010; Shorey et al.,

2015), with a Cronbach’s alpha of .91 for its Spanish version
(Calvete et al., 2013). In our sample, the questionnaire obtained a
Cronbach’s alpha of .967.

The severity of alcohol addiction was determined by the number
of addiction criteria listed in the Diagnostic and Statistical Manual
of Mental Disorders (5th Ed., DSM–5, American Psychiatric Asso-
ciation [APA], 2013) present in the patient when he/she was
recruited.

To determine the presence of alcohol problems in the control
population, the CAGE (Cut, Annoyed, Guilty, Eye-opener) (Ewing,
1984), the Spanish version was used by Rodríguez-Martos et al.
(1986). It consists of 4 questions on alcohol consumption. Used as a
screening tool for AUD, a score of 1 is considered indicative of alcohol
problems, and scores of 2–4 indicate alcohol use disorder. It has a high
sensitivity (65–100%) and specificity (88–100%) (Ewing, 1984).

In addition, the number of relapses from the start of treatment to
the baseline assessment was recorded. A relapse was understood as
the consumption of more than five drinks or 40 g of ethanol per day
(Rubio et al., 2001). Patients attended the hospital three times a week
and were monitored by the nursing service using a breathalyzer.

Psychopathology was determined using the Symptom Check-
list–27 (SCL–27) scale. It is an inventory of 27 items taken from the
Derogatis Symptom Checklist, Revised (SCL–90–R) (Hardt & Ger-
bershagen, 2001), which assesses symptomatology present in the
last week, grouped into 6 dimensions: Depressive Symptoms, Dys-
thymia, Vegetative Symptoms, Agoraphobia, Social Phobia, and
Mistrust. The scale provides a Global Severity Index. It is a ques-
tionnaire with good reliability and validity characteristics, with a
Cronbach’s alpha of .92 (Góngora & Castro Solano, 2021).

Procedure

For the recruitment of the AUD group, a non-probability conveni-
ence sampling strategy was used. Recruitment took place between

Table 2. Descriptive Data and Mean Differences in Sociodemographic Variables between Patients and Controls

Variable Patients (n = 100) Controls (n = 104)
M (± SD) M (± SD) t (df) p d

Age 51.33 (10.34) 50.00 (12.40) 0.833 (198.06) .407 1.330

n (%) n (%) χ2 (df) p d

Gender 12.948 (1) < .0001 –.248

Male 71 (71.00%) 48 (46.20%)

Female 29 (29.00%) 56 (53.80%)

Education Level 43.895 (7) < .0001 –1.508

Primary 25 (25.00%) 10 (9.60%)

Secundary/FP 54 (54.00%) 31 (29.80)

University 21 (21.00%) 63 (60.6%)

Emplyment Status 33.266 (4) < .0001 .795

Active 42 (42.00%) 80 (76.90%)

Unemployed 58 (58.00%) 24 (23.10%)

Marital Status 11.067 (5) .050 –.084

Single 27 (27.00%) 16 (15.40%)

Married/Partner 54 (54.00%) 70 (67.30%)

Separated/Divorced/Widower 19 (19.00%) 18 (17.30%)

Note. M =mean; SD = standard deviation; t = student t index; χ2 = chi square index; df = degrees of freedom; p < .05; d = Effect size small (d = 0.21–0.49), medium (d = 0.50–0.79), and large (d > 0.80).
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September 2022-February 2023. We had the collaboration of
researchers from the Hospital Universitario 12 de Octubre in
Madrid and the technicians responsible for the alcohol associations
of FA.CO.MA. The evaluation included a series of items about
sociodemographic and clinical characteristics of interest, in add-
ition to standardised questionnaires. Participation was voluntary.
At both sites, the questionnaires were given to participants to fill in
at the recruitment site and in the presence of a technician to answer
any possible doubts when answering the questionnaires. Partici-
pants answered the questionnaires individually, taking an average of
30–40 minutes each. Once this process was completed, the question-
naires were collected together with the informed consent form.

The control group was recruited using the non-probability
snowballing technique. The questionnaires on EMS, psychopath-
ology and absence of alcohol problems, as well as the self-report on
socio-demographic variables were completed via an online link.

Data analysis

First of all, a descriptive analysis of the variables, expressed asmeans
and standard deviations, was performed. To test whether there were
statistical differences between groups in the socio-demographic
variables and in the early maladaptive schema scores, Student’s t-
test was performed for independent samples in the case of quanti-
tative variables and Chi-square in the case of nominal or ordinal
variables. In the case of comparisons of scale scores, type I error
correction for multiple comparisons False Discovery Rate (FDR)
was applied, using the Benjamini-Hochberg procedure with a sig-
nificance level q set at 0.05.

To identify the characteristic patterns of the clinical population,
a backward stepwise binary logistic regression was performed with
the group variable (AUD vs. control) as dependent variable. The
model was accepted when theHosmer and Lemeshow goodness-of-
fit test did not reach statistical significance (p > .05), the omnibus
test was statistically significant (p < .05) and the classification index
was above 70%.

To examine correlations between EMS scores in the clinical
population and psychopathology variables, a partial correlation
study was conducted controlling for gender and age. Correlational
values were considered low (< .3), medium (.3–.5) and large (> .5)
(Hernández Lalinde et al., 2018).

Partial correlation analyses were conducted to examine whether
there is a relationship between the EMS and abstinence time or the
number of relapses.

To test for differences in EMS according to time of abstinence,
an analysis of variance (ANOVA) was performed for the clinical
sample. Subjects were grouped according to time of abstinence: 1–
3months; 4–6months; 7–12months; 1–2 years; 2–4 years andmore
than 4 years. Post-hoc inter-group comparisons were performed
using the Bonferroni test, with the significance level taken as p < .05.

All statistical analyses described used a minimum p-value < .05
as a criterion.

All analyses were carried out using SPSS statistical analysis
software.

Results

Differences in Sociodemographic Variables between Patients
and Controls

Subjects of the clinical group were mostly male, with a primary
school education, unemployed andmarried. In contrast, subjects of

the control sample were gender-matched, with the majority of
participants being university graduates, employed and married.

Group Differences in EMD Scores and Psychopathology

Subjects withAUDhad statistically significantly higher scores on all
EMS, with larger effect sizes for emotional inhibition (d = .684),
withdrawal/instability (d = .884) and insufficient self-control (d =
.738) (see Table 3).

The AUD group also scored higher on all subscales of the SCL–
27, especially on distrust (d = .549) and depression (d = .591) (see
Table 4).

Regression Analysis to Determine the Variables to Identify
the Clinical Group

A binary logistic regression was carried out, considering member-
ship or not of the clinical group as the dependent variable, and EMS
as independent variables. The final model included the EMS: Emo-
tional inhibition, confused attachment, emotional deprivation and
failure, in addition to gender and age (Omnibus test: χ2 = 72.842;
p < .001), and explaining 40% of the variance (R2 Nagelkerke = .40).
The model allowed to correctly classify with 77.5 % accuracy
whether a subject belongs to the clinical group (see Table 5).

The schema that had the most weight for belonging to the alcohol
group was emotional inhibition: Odds ratio (OR) adjusted for the rest
of the model’s variables, indicating the effect size or Exp (B) = 3.037,
followed by confused attachment schema, Exp (B) = 2.485 and finally
emotional deprivation, Exp (B) = 1.554. With respect to the failure
schema, although its score was not significant, it remained in the
model as an adjustment variable.

In relation to the gender variables: Being male increased the risk
of belonging to the alcohol group threefold, Exp (B) = 3.168, also,
the older the age, the higher the probability of belonging to the
alcohol group, Exp (B) = 1.040.

Correlations between EMS Scores and Psychopathology

Different correlations were found between several of the EMS with
different subscales of the SCL–27. Among them, several EMS
correlated with all subscales of the SCL–27: vulnerability to danger
and negativity-pessimism. In addition, they correlated significantly
with all subscales of the SCL–27 except the depression subscale, the
EMS imperfection/shame and insufficient self-control (see Table 6).

Relationship between EMSs and Recovery Variables: Number
of Relapses and Time to Abstinence

In order to test whether there is a correlation between relapses of
AUD subjects during the course of recovery and EMS, a partial
correlation was carried out, in which it was detected that a higher
number of relapses correlated with the EMS of imperfection/shame
(r = .22), negativity/pessimism (r = .22), insufficient self-control
(r = .22), emotional deprivation (r = .23) and grandiosity (r = .25).
In relation to time of abstinence, a negative correlation was detected
with the grandiosity schema (r = –.240).

On the other hand, in order to test the possible influence of the
time of abstinence on the presence of the EMS, we divided the sample
into the 6 groups described in the participants section. Table 7 shows
the results of theANOVA,which indicates the existence of statistically
significant intergroupdifferences in theEMSof punishment (p= .006)
and grandiosity (p = .026)with a large effect size in both (See Table 7).
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Bonferroni post hoc analysis indicates that AUD groups with
more than 4 years of abstinence and those with 1–3months of non-
use, differ significantly in punishment (p = .033) and grandiosity
(p = .012) scores, with higher EMS scores for the group with less
time of abstinence.

Discussion

The aim of this study was to test for the existence of EMS in AUD
patients, and to assess their relationship with the presence of
psychopathology, relapse on alcohol use and finally to show
whether time of abstinence varied the levels of EMS. Our main
findings show that AUD have higher scores on all the EMS,
although it was emotional inhibition, confused attachment,

emotional deprivation and failure that allowed us to classify AUD
more accurately. In addition, they also show higher scores on the
psychopathology scales. And although there are several significant
correlations between the two constructs, it is significant that the
greater the vulnerability to danger and the greater the negativity/
pessimism, the greater the psychopathology in general.

In relation to the course of AUD, we have detected that a greater
number of relapses is related to higher levels of the EMS of imperfec-
tion/shame, negativity/pessimism, insufficient self-control, emotional
deprivationandgrandiosity.Moreover, subjectswithmore than4years
of abstinence versus those with a short period of abstinence show
lower scores on the EMS of punishment and grandiosity.

The evidence in favour of high scores on all schemas in the
AUD population is in line with those found in other studies

Table 3. Descriptive Data and Mean Differences in EMS between Patients and Controls

Variable Patients Controls t (df) p d
M (± SD) M (± SD)

Emotional deprivation .82 (1.25) .21 (.60) 4.37 (140.83) < .001 .608

Abandonment/Instability 1.23 (1.53) .35 (.84) 5.06 (152.55) < .001 .884

Mistrust/Abuse .62 (1.15) .11 (.36) 4.25 (118.10) < .001 .514

Social isolation .59 (.98) .23 (.54) 3.20 (152.84) < .001 .359

Imperfection/Shame .45 (.80) .12 (.40) 3.72 (143.75) < .001 .335

Failure .40 (.89) .05 (.29) 3.73 (118.88) < .001 .352

Dependence/Incompetence .46 (.73) .08 (.30) 4.86 (130.78) < .001 .383

Vulnerability to danger .72 (1.10) .25 (.60) 3.75 (152.17) < .001 .470

Confusing attachment .60 (.96) .11 (.43) 4.68 (137.15) < .001 .494

Subjugation .60 (1.10) .14 (.45) 3.84 (130.10) <.001 .456

Self-Sacrifice 1.38 (1.49) .93 (1.26) 2.30 (193.78) .02 .447

Approval seeking 1.10 (1.43) .48 (1.07) 3.46 (183.46) .03 .619

Emotional inhibition .78 (1.07) .10 (0.35) 6.03 (119.54) < .001 .684

Unreachable goals 1.57 (1.27) 1.05 (1.21) 2.99 (200.58) < .001 .552

Negativity/Pessimism .97 (1.18) .32 (0.77) 4.63 (170.19) < .001 .653

Punishment .76 (1.01) .29 (0.64) 3.93 (167.12) < .001 .472

Grandiosity .94 (1.07) .38 (0.74) 4.36 175.19) < .001 .565

Insufficient Self-Control .95 (1.40) .21 (0.58) 4.87 (131.44) < .001 .738

Note. M = mean; SD = standard deviation; t =student t index; df = degrees of freedom; p < .05; d = effect size small (d = 0.21–0.49), medium (d = 0.50–0.79), and large (d > 0.80).
p values highlighted in bold indicate statistical significance (FDR correction, q = 0.05)

Table 4. Differences in Scores Obtained by Patients and Controls in the Subscales of SCL–27

Variable
Patients
M (± SD)

Controls
M (± SD) t (df) p original d

SCL-Depression 1.19 (1.19) .60 (.61) 4.43 (146.67) < .001 .591

SCL-Agoraphobia .76 (.83) .36 (.49) 4.23 (159.46) < .001 .406

SCL-Dysthymia 1.47 (1.02) 1.08 (.82) 2.96 (189.99) < .001 .388

SCL-Distrust 1.21 (.99) .66 (.71) 4.49 (178.90) < .001 .549

SCL-Social Phobia 1.15 (1.06) .62 (.71) 4.11 (171.56) < .001 .525

SCL-Vegetative Symptoms .86 (.85) .59 (.69) 2.47 (190.89) < .001 .268

SCL-Severity Index 1.08 (.82) .64 (.56) 4.41 (173.18) < .001 .439

Note. M = mean; SD = standard deviation; t = student t index; df = degrees of freedom; p < .05; d = effect size small (d = 0.21–0.49), medium (d = 0.50–0.79), and large (d > 0.80).
p values highlighted in bold indicate statistical significance (FDR correction, q = 0.05).
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(Chodkiewicz et al., 2018; Cid Colom, 2016; Decouvelaere et al.,
2002). However, our results differ in terms of the predominant
schemas in subjects with AUD. In our sample, the most signifi-
cant EMS were emotional deprivation, emotional inhibition,
confused attachment and failure. Emotional inhibition was
higher in people with SAD in the study by Brotchie et al.
(2004), but the other schemas are not shared in the other studies
(Ball et al., 2005; Brotchie et al., 2004; Cid Colom, 2016; Shorey,
2013). The reasons for this dissonance could be due to the clinical
and psychosocial characteristics of the samples included in them:

Homeless people (Ball et al., 2005), young people in the early
stages of addiction (Shorey, 2013) and the small sample size of
some studies (Decouvelaere et al., 2002, Ball et al., 2005 and
Brotchie et al., 2004). Our study is the only one with a sample
of 100 subjects diagnosed with AUD.

Based on schema theory, Young (2003) proposes that substance-
using individuals have EMS that are related to maladaptive coping
styles such as flight or escape from threatening situations.

These subjects use alcohol as a strategy to avoid the negative
feelings produced by maladaptive schemas (Melgar-Velázquez,

Table 5. Stepwise Binary Logistic Regression

B SE Wald df p Exp (B)

95% CI
for Exp B

LL UL

Step 15

Gender 1.153 .363 10.070 1 .002 3.168 1.554 6.457

Age .039 .016 5.683 1 .017 1.040 1.007 1.074

Emotional deprivation .441 .218 4.100 1 .043 1.554 1.014 2.382

Confusing attachment .902 .350 6.654 1 .010 2.485 1.242 4.893

Emotional inhibition 1.111 .331 11.249 1 .001 3.037 1.587 5.843

Failure .564 .383 2.166 1 .141 1.757 0.829 3.722

Constant 3.370 .941 12.822 1 < .0001 29.075

Note. In the table, the following variables are shown: Step 15 = refers to the number of steps that the statistical method required to achieve the most fitted regression model; B = slope; SE =
standard error; Wald Statistic = individual contribution of each predictor variable to themodel; df = degrees of freedom; Exponential of B or Exp (B) = odds ratio (OR) adjusted for the rest of the model’s
variables, indicating the effect size. If OR = 1.68–3.47, the effect size is small; if OR = 3.47–6.71, the effect size is moderate; if OR > 6.7, the effect size is large. 95% CI for Exp B = Confidence Interval.
p < .05.

Table 6. Partial Correlations between Scores on EMS in Clinical Subjects and Subscales of SCL–27

Scheme SCL-Depression SCL-Dysthymia
SCL-Vegetative
Symptoms SCL-Agoraphobia

SCL-Social
Phobia SCL-Distrust

SCL-Severity
Index

Emotional deprivation .340* .262 .271 .144 .360* .354* .343*

Abandonment/Instability .252 .375* .257 .289 .211 .275 .327*

Mistrust/Abuse .315* .266 .268 .309* .246 .437* .362*

Social isolation .249 .229 .234 .256 .323* .310* .315*

Imperfection/Shame .278 .317* .433* .368* .367* .343* .419*

Failure .184 .172 .261 .138 .276 .117 .231

Dependence/Incompetence .134 .279 .277 .289 .161 .142 .255

Vulnerability to danger .463* .397* .507** .537** .447* .500** .566**

Confusing attachment .255 .352* .217 .389* .187 .207 .316*

Subjugation .181 .267 .292 .302* .325* .230 .315*

Self-Sacrifice .044 .104 .134 .004 –.003 .015 .063

Approval seeking .167 .234 .177 .296 .316 .261 .282

Emotional inhibition –.005 .167 .137 .088 –.006 .000 .077

Unreachable goals .048 .013 –.054 –.045 .034 .003 –.002

Negativity/Pessimism .372* .308* .337* .352* .360* .443* .429*

Punishment .207 .237 .234 .253 .259 .258 .285

Grandiosity .244 .278 .263 .209 .291 .377* .327*

Insufficient self-control .252 .385* .349* .358* .372* .325* .402*

Significance Levels.
* p < .05. ** p < .01.
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2022). In this way, the maladaptive schema is maintained by
negative reinforcement (Kober, 2014; Watkins et al., 2015).

Among the EMS that characterise the sample assessed are
emotional deprivation, confused attachment and emotional inhib-
ition. With regard to the emotional deprivation schema, it involves
the expectation that the desires for emotional support (care,
empathy or protection) will not be adequately satisfied (Young,
2003). This schema could be related to the high frequency of
situations of physical, sexual abuse or emotional neglect found in
adolescent populations with substance polyabuse (Álvarez-Alonso
et al., 2016).

Confusing attachment appears to be related to addictive behav-
iours (Allen, 1996; Cooper, 1998). Thorberg and Lyvers (2010)
found that possessing an insecure attachment style is a risk factor
for AUD, independent of hereditary risk for alcoholism. In fact,
studies show that insecure attachment is associated with alcohol use
disorder (Bermúdez Monsalve & Paredes Pino, 2016).

Finally, emotional inhibition is a frequent EMS in people who
excessively control their emotions and actions, which hinders their
interaction with others. Alcohol consumption, for these people,
could have a facilitating function for social interaction and disin-
hibition (Gantiva-Díaz et al., 2010, see review in Domínguez-
Centeno & Rubio Valladolid, 2021; Rotgers, 2003).

Lastly, the failure schema within themodel is not significant, but
maintains a relevant role as an adjustment variable. It refers to the
belief that one has failed, will inevitably fail or is fundamentally
inadequate in relation to peer groups (Young, 2003). In fact, there is
a frequent relationship between feelings of failure and AUD diag-
nosis (Armeli et al., 2015), where low perceived self-efficacy

correlates with relapses, and longer recovery processes (Minda-
Mina, 2021).

On the other hand, our results show a clear relationship of the
different schemas with psychopathology, in particular, the schema
of vulnerability to danger. This EMS refers to thoughts of anticipa-
tion of catastrophes and danger. It elicits emotions ranging from
medium-low level fear to full-blown anxiety crises (Young, 2003).
Believing oneself to be in a situation of potentially high, unpredict-
able and uncontrollable danger favours the emergence of distress
and various psychopathologies (Mineka & Kihlstrom, 1978).

In the analysis of variables related to the course of recovery we
observed that the EMS directly and significantly related to the
number of relapses were grandiosity, insufficient self-control,
emotional deprivation, negativity/pessimism and imperfection/
shame.

In relation to the first two schemas, grandiosity could favour an
analysis of situations far removed from the realistic limits of the
person him/herself, making it difficult to correctly identify risk
situations, which, together with insufficient self-control, typical of
addictions, could be a cause of relapse (Aragues et al., 2011; Rubio
et al., 2008). Within the grandiosity EMS, the control fantasy
present in patients with addictions can be described. This is because
the success achieved in establishing abstinence can lead to the
misconception that their achievements bring them closer to a
position of control over their use, which is a frequent relapse
situation (Parra et al., 2013).

With reference to the emotional deprivation scheme, the expect-
ation of not finding emotional support from other people, not
perceiving support networks to remain abstinent, which has been

Table 7. Differences Between Abstinence Groups in EMS Scores

Variable
G1

M (± SD)
G2

M (± SD)
G3

M (± SD)
G4

M (± SD)
G5

M (± SD)
G6

M (± SD) F df p η2

Emotional prevention 1.24 (1.45) .93 (1.53) .83 (1.25) .46 (.66) .59 (1.33) .63 (.96) .993 5 .427 .050

Abandonment/Instability 1.48 (1.19) 1.73 (1.87) 1.27 (1.79) 1.46 (2.02) 1.00 (1.32) .53 (1.17) 1.418 5 .225 .070

Mistrust/Abuse .88 (1.33) .40 (.91) .73 (1.68) 1.00 (1.35) .35 (.61) .37 (.89) 1.030 5 .405 .052

Social isolation .88 (1.20) .40 (.51) 1.00 (1.41) .62 (.96) .35 (.79) .32 (.75) 1.449 5 .214 .072

Imperfection/Shame .44 (.77) .53 (.74) .45 (.69) .46 (.66) .24 (.56) .58 (1.21) 0.357 5 .876 .019

Failure .64 (1.31) .27 (.45) .18 (.60) .31 (.48) .47 (1.07) .32 (.67) .622 5 .684 .032

Dependence/Incompetence .56 (.65) .40 (.63) .36 (.67) .85 (1.21) .29 (.59) .32 (.58) 1.215 5 .308 .061

Vulnerability/Danger .84 (1.14) .67 (.90) .91 (1.45) 1.15 (1.40) .41 (.94) .47 (.84) .990 5 .428 .050

Confusing attachment .80 (1.23) .67 (.90) .64 (.92) .69 (1.18) .41 (.80) .37 (.60) .593 5 .705 .031

Subjugation 1.04 (1.48) .33 (.72) .73 (4.42) .46 (.66) .47 (.80) .37 (.95) 1.278 5 .280 .064

Self–Sacrifice 1.76 (1.66) 1.13 (1.30) 1.27 (1.01) 1.69 (1.65) 1.41 (1.70) .89 (1.32) .927 5 .467 .047

Approval seeking 1.60 (1.68) 1.40 (1.55) 1.09 (1.58) 1.15 (1.46) .76 (1.03) .47 (1.02) 1.700 5 .142 .083

Emotional inhibition 1.00 (1.19) .87 (.92) .91 (1.38) .69 (1.11) .47 (.87) .68 (1.06) .573 5 .720 .030

Unattainable goals 1.76 (1.13) 1.67 (1.29) 2.00 (1.48) 1.77 (1.59) 1.35 (1.22) 1.05 (1.08) 1.180 5 .325 .059

Negativity/Pessimism 1.32 (1.28) 1.07 (1.22) 1.00 (1.41) 1.31 (1.49) .47 (.80) .63 (.76) 1.635 5 .158 .080

Punishment 1.28 (1.14) .60 (.73) 1.00 (.89) .94 (1.32) .53 (1.01) .16 (.37) 3.466 5 .006 .156

Grandiosity 1.40 (1.12) 1.07 (.96) 1.00 (1.00) 1.08 (1.32) .71 (1.04) .32 (.67) 2.674 5 .026 .125

Insufficient self–control 1.20 (1.58) 1.13 (1.41) .82 (1.47) 1.54 (1.85) .53 (.87) .53 (1.02) 1.364 5 .245 .068

Note. The table displays the six abstinence subgroups: G1 = 1–3 months; G2 = 4–6 months; G3 = 7–12 months; G4 = 1–2 years; G5 = 2–4 years; and G6 =more than 4 years. It includes the mean (M)
and standard deviation (± SD) values. The F statistic value is provided. Degrees of freedom (df). Partial Eta2 (η2) refers to the eta-squared values, indicating the effect size: small > 0.01, medium
0.01–0.06, and large > 0.06. Values marked in bold indicate significant data (p < .05).
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shown to be one of the main risk factors for relapse (Grau-López
et al., 2014), stands out.

Ultimately, the schemas of negativity/pessimism (negative
expectation that things will go wrong by focusing on the negative
aspects of life) and imperfection/shame (feeling that one is inferior
or that one would cease to be liked if one shows oneself as one is)
(Young, 2003), refer to the difficulties widely described in the
literature in relation to the management of negative emotionality
in this type of pathology (González-Yubero et al., 2021). Relapse
processes in addictive disorders are usually associatedwith the same
three high-risk situations: Negative emotional states, interpersonal
conflicts and social pressure (Marlatt & Gordon, 1985).

A particularly relevant result of the study was that the length of
abstinence correlated with the grandiosity and punishment scheme.
But in addition, patients with more time in abstinence had lower
scores on grandiosity and punishment than those in the 1–3 month
group. These results could be in line with other clinical research,
which has evaluated similar concepts at a qualitative level, such as
humility (Rubio et al., 2018), and which seem to reflect the growth
that occurs in values throughout the therapeutic process. Thus, after
several years of abstinence, and due among other things to accept-
ance, arrogance is transformed into humility, at least in the face of
alcohol (Rubio et al., 2018), decreasing the EMS of grandiosity and
punishment.

Throughout the recovery process, patients learn to forgive
themselves and understand that they are responsible for what has
happened, but not guilty (Alcoholics Anonymous World Services
[AAWS], 2007; FA.CO.MA, 2016), as the principle of guiltlessness
is a therapeutic principle, it is consistent that this scheme occurs in
subjects with little time of abstinence and not in those who have
already been on the road for a long time (AAWS, 2007; FA.CO.MA,
2016).

One of the most relevant aspects of this research is based on
having included clinical variables specific to AUD, such as relapses,
severity and time of abstinence. All of these were collected by expert
professionals when the patients came for treatment. The fact of
including a psychopathological assessment offers a point of view
that has been overlooked in previous studies, with a larger sample
than those used so far. Moreover, to our knowledge, it is the first
research work carried out in our country on a sample with AUD
requesting treatment.

Among the limitations of the present study is the cross-sectional
nature of the data, which means that causal inferences cannot be
made. In other words, it is possible that these schemas were present
in the subjects before they developed the addiction, but it could also
be the case that the addiction itself had served to amplify them. On
the other hand, and due to the small number of women in the
clinical sample, other studies including a larger sample size with a
larger number of women would be necessary to verify the findings
obtained in our study.

Another limitation of the present study is due to the differences
between the clinical sample and the controls. As there are socio-
demographic differences and the results could be biased as they are
not equivalent. However, all analyses have been adjusted for these
variables.

The sample evaluated presents significant alterations in their
EPD, therefore, these patterns could constitute important vulner-
ability factors for the development of AUD or could also have been
caused by AUD during the course of the disorder. The relationship
of these schemas with the detected psychopathology could be
evidence in support of the frequent comorbidity of AUDwith other
mental disorders.

The schemas that best classified the clinical sample were: Emo-
tional deprivation, emotional inhibition, confused attachment and
failure. The difficulties in emotional control that characterise them
shouldmake us think about the importance of emotional regulation
programmes for the treatment of subjects with AUD. Therefore, we
hypothesise that, if we work on relapse prevention by placing
special emphasis on aspects such as impulsivity, the promotion of
a support network, the regulation of negative emotions andwork on
cognitive distortions, the number of relapses in our patients would
be quantitatively lower.

The assessment of these EMS in clinical samples could be used to
personalise the treatment of these patients in the short-medium and
long term.
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