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Abstract

Background: Purpose of this study is comparing early maladaptive schemas which are active in patients
suffering from obsessive-compulsive disorder and anxiety disorders together, considering recent DSM-5 changes
through which OCD has been placed in a separate and new diagnostic level.

Methodology: This research is a causal-comparative study. 151 persons were categorized in three groups of
people suffering from OCD (50), suffering from anxiety disorders (50), and control group (51). Early diagnosis
of disorders in two clinical groups were verified based on structured clinical interview for DSM (SCID-I) and
Yale-Brown obsessive-compulsive scale (Y-BOCS). General health questionnaire (GHQ-28), the short versions
of the Young schemas questionnaire (YSQ), and Padua inventory-Washington State University Revision
(PI-WSUR) were also implemented.

Findings: Findings revealed that mean scores of all schemas of those suffering from anxiety disorders, except
for Self-Sacrifice, Unrelenting-Standards/Hypercriticalness, Entitlement/Grandiosity schemas, and mean scores
of all early maladaptive schemas of those suffering from obsessive compulsive disorder are significantly higher
than those of control group. OCD group had significantly higher scores in Emotional Deprivation, Mistrust/Abuse,
and Defectiveness/Shame schemas than anxiety disorders group. Defectiveness/Shame and Vulnerability to Harm
or Illness schemas can explain 38 percent of variance of obsessive compulsive symptoms.

Conclusion: The dominant and specific early maladaptive schemas of OCD are Defectiveness/Shame,
Mistrust/Abuse, and Emotional Deprivation Schemas. This study besides supporting the theory of early
maladaptive schemas, suggests that interventions based on specific schemas can be useful methods in treatment of
OCD and anxiety disorders.
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1. Introduction

Early maladaptive schemas (EMSs) are among the most important components of cognitive theory of
psychological disorders (Young, Klosko, & Weishaar, 2003). These schemas represent core beliefs about self and
others and mislead external information process into a dysfunctional way (Pinto-Gouveia, Castilho, Galhardo, &
Cunha, 2006). Broadly speaking, in the context of psychology and psychotherapy, schema is considered as a
general structuring principle which is essential in one's perception of life experiences (Young, 1994; Young et al.,
2003) and is known as the deepest cognitive levels (Young et al., 2003). In comparison with other cognitive
vulnerabilities, EMSs are more unconditional and automatic and are able to produce high levels of negative
affections (Harris & Curtin, 2002). Young created the schema theory for the patients with severe and chronic
psychological problems who could not benefit the traditional cognitive treatments and required a more
comprehensive treatment approach due to their problems in recognizing and changing beliefs and emotions
(Hawke & Provencher, 2011).

According to this theory, activation of maladaptive schemas and development of high levels of negative affections
will directly or indirectly cause psychological disorders such as interpersonal maladaptation, depression, anxiety,
job incompetency, and drug addiction (Nordahl, Holthe, & Haugum, 2005). Many researches have been conducted
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in this regard in different fields such as antisocial personality, avoidant personality, depressed personality, paranoid
personality, dependent personality, borderline personality, and obsessive compulsive personality disorders which
reveal a high correlation between early maladaptive schemas and these disorders (Ball & Cecero, 2001; Carr &
Francis, 2010; Jovev & Jackson, 2004; Nordahl et al., 2005; Petrocelli, Glaser, Calhoun, & Campbell, 2001;
Reeves & Taylor, 2007; Sines, Waller, Meyer, & Wigley, 2008; Specht, Chapman, & Cellucci, 2009). The findings
of some researches on eating disorder also represented that the Emotional Deprivation, Social Isolation/Alienation,
Defectiveness/Shame, Failure, Dependence/Incompetence, and Subjugation schemas are remarkably high in those
patients (Anderson, Rieger, & Caterson, 2006; Leung, Waller, & Thomas, 1999; Moloodi, Dezhkam, Mootabi, &
Omidvar, 2010; Riso, du Toit, Stein, & Young, 2007; Van Vlierberghe & Braet, 2007; Voderholzer et al., 2014;
Waller, Meyer, & Ohanian, 2001), on the other hand active schemas in people suffering from drug abuse disorder
are reported to be Subjugation, Vulnerability to Harm or Illness, and Emotional Inhibition (Ball & Cecero, 2001;
Brotchie, Meyer, Copello, Kidney, & Waller, 2004). Findings of researches confirm a relation between EMSs and
depression disorder (Abela, Auerbach, Sarin, & Lakdawalla, 2009; Lumley & Harkness, 2007; Riso & Newman,
2003). Moreover, patients suffering from anxiety disorders obtained higher scores in a number of EMSs (Brewin,
Andrews, & Valentine, 2000; Cockram, Drummond, & Lee, 2010; Delattre et al., 2004; Dutra, Callahan, Forman,
Mendelsohn, & Herman, 2008; Hedley, Hoffart, & Sexton, 2001; Hinrichsen, Waller, & Emanuelli, 2004;
Pinto-Gouveia et al., 2006). As mentioned above, findings show that EMSs varies in different disorders.
According to the relation between some special schemas and advent of psychological symptoms, and also due to
6.8 percent prevalence of anxiety disorders as the most widespread psychological disorders (Mohammadi et al.,
2005; Mohammadi et al., 2004), studying these cognitive structures in people suffering from anxiety disorders
would greatly help clarifying the role of EMSs in development of these disorders and consequently in treatment of
patients.

There is not any comprehensive information about the structure of psychological disorders schemas at hand (Beck,
Freeman, & Davis, 2004). However some researches can be mentioned in this filed such as Delattre et al. (2004)
about EMSs of anxiety disorders (Delattre et al., 2004); Hedley et al. (2001) and Kwak & Lee (2015) about
schemas of panic disorder (Hedley et al., 2001; Kwak & Lee, 2015); Hinrichsen (2004) (Hinrichsen et al., 2004)
and Pinto Gouveya et al. (2006) (Pinto-Gouveia et al., 2006) about EMSs of social anxiety disorder; Edworthy et al.
(2008) (Edworthy, Chasey, & Williams, 2008), Dutra et al. (2008) (Dutra et al., 2008), and Cockram et al. (2010)
(Cockram et al., 2010) about EMSs of post-traumatic stress disorder; Atalay et al. (2008) (Atalay, Atalay, Karahan,
& Caliskan, 2008), Noie et al. (2009) (Noie, Farid, Fata, & Ashoori, 2010), Lochner et al. (2005) (Lochner et al.,
2005), Kim et al. (2014) (Kim, Lee, & Lee, 2014) about EMSs of OCD disorder. Their most important limitations
are as following: first, none of them is based on DSM-5 in which OCD is studied in a separate category from
anxiety disorders; second, they do not compare OCD and anxiety disorders groups alongside a control group.
Besides, Iranian study may provide the researchers with different findings from those of other cultures about active
schemas of OCD and anxiety disorders.

With respect to the fact that EMSs can be central in chronic disorders of axis I, and considering the separate
categorization of OCD from anxiety disorders in DSM-5; this study, through specification of these cognitive
structures in people suffering from anxiety disorders and OCD, seeks to clarify the EMSs role in development of
these disorders and compare their early maladaptive schemas together, moreover, specifically find out that which
early maladaptive schemas predict the obsessive-compulsive symptoms.

2. Methodology
This study is a cross sectional-comparative research.

Statistical society of this research includes people suffering from OCD and anxiety disorders (phobia, general
anxiety, social anxiety, panic, acute stress, post-traumatic stress disorder) who referred to psychology and
psychiatry clinics in Tehran (2014). Through targeted sampling and based on previous studies (Manesh, Baf,
Abadi, & Mahram, 2010; Noie et al., 2010; Pinto-Gouveia et al., 2006), two groups of fifty patients were selected.
There were two inclusion criteria in the present study: First, verifying the diagnosis of anxiety disorder and OCD
as the main diagnosis (lacking comorbidity with other disorders of axis I and II) through structured clinical
interview (SCID-I); and second, participants' gaining score less than less than 9 for anxiety disorders and higher
than 9 for OCD patients (Iranian cut off point) from Yale-Brown severity scale. Control groups includes 51
volunteers whose mental health had been verified based on gaining a score less than 23 of general health
questionnaire and a score less than 9 of Y-BOCS questionnaire. After choosing three groups, the Young schemas
questionnaire (the short form) and Padua inventory (PI-WSUR) were performed. Variables of Gender (x2=0.35,
P<0.05), age (F=1.33, P<0.05), marital status (x2=3.80, P<0.05), and education (x2=2.93, P<0.05) were not
significantly different in three groups of OCD, anxiety disorders and control. It can be concluded that the effects of

168



www.ccsenet.org/gjhs Global Journal of Health Science Vol. 8, No. 10; 2016

these variables are controlled.

In order to compare early maladaptive schemas of the three groups, one-way ANOVA was used, and to predict the
symptoms of Obsessive Compulsive by early maladaptive schemas, stepwise regression was used.

2.1 Research Tools
The bellow tools have been used in this research:

1- Structured clinical interview for DSM: It was prepared by First, Spitzer, Gibbon and Williams in 1996. It
evaluates the main psychiatric disorders (axil I and II of DSM-IV) based on the fourth edition of diagnostic and
statistical manual of mental disorders (First, Spitzer, Gibbon, & Williams, 1997). The version used in this study
was SCID-I translated and adjusted with the original text by Mohammadkhani et al. (2006) (Mohammadkhani ,
Jahanitabesh , & Tamanaii far, 2006).

2- Yale-Brown obsessive compulsive severity scale: In 1989, Goodman et al. compiled Y-BOCS scale which is a
10-item clinical index and evaluates symptoms of obsessive thoughts apart from compulsions, each of its items is
graded 0 to 4 regarding symptom severity, frequency, duration and patient's resistance to perform the rituals
(Goodman et al., 1989). The internal consistency coefficient is reported 0.89 through Cronbach's alpha coefficient
(Taylor SIRPS, 1998). Cut-off point of 9 was reported for discrimination between patients and healthy people in
Iran (Rajezi Esfahani S, 2012).

3- General health questionnaire: This is a 28-question form prepared by Goldberg and Hillier in 1979 with
eligible validity and reliability in order to discriminate between patients and healthy people (Goldberg & Hillier,
1979). It contains four subscales of somatic symptoms, anxiety and insomnia, social dysfunction and depression.
Nazifi et al. (2013) have reported its internal consistency as 0.92 based on Cronbach alpha coefficient (Nazifi et al.,
2014).

4- Short form of Young schemas questionnaire: This self-report questionnaire prepared by Young and Brown in
1999 (Young, 1999) measures EMSs by 75 questions and in 15 subscales. Each five questions in this questionnaire
measure one schema. Any schema that gains the highest score will be regarded as the patient's schema. The first
comprehensive research about psychometric characteristics of these schemas, is done by Schmidt, Joiner, Young
and Telch in 1995 (Schmidt, Joiner Jr, Young, & Telch, 1995) and demonstrates the test's acceptable validity and
reliability (Calvete, Estévez, Lopez de Arroyabe, & Ruiz, 2005; Hadibahrami & Bahramizadeh, 2011). Based on
Cronbach alpha coefficient, Ahi (2006) has reported internal consistency in female group as 0.97 and in male
group as 0.98 (Ahi, 2006).

5- Padua inventory- Washington State University Revision (PI-WSUR): This questionnaire was codified in
Washington State University by Burns et al. in 1995. It contains 39 items and aims at evaluation and measurement
of obsessive compulsive disorder (Burns, Formea, Keortge, & Sternberger, 1995). Each item is divided into 5
scales based on the severity of discomfort resulted by thoughts or behaviors (from "not at all"=0 to "a lot"=4). Five
factors related to OCD are contamination obsession and washing compulsions (10 items), dressing/grooming
compulsion (3 items), checking compulsion (10 items), obsessional thoughts about harm to self/others (7 items),
and obsessional impulses to harm self/others (9 items). Shams et al. reported the Cronbach's alpha coefficient as
0.92 and stability resulted from retest method as 0.77 (Shams, Kaviani, Esmaili, Ebrahimkhani, & Amin, 2010).

3. Conclusion

In order to study the normal distribution of the gained data, the Kolmogorov-Smirnov test was used which showed
that distribution of data was normal in EMSs (Figure 1).
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Figure 1. Distribution of mean early maladaptive schemas in three groups

The comparison of three groups through one-way ANOVA with the p value of 0.003 according to benferroni
correction (0.05 divided to 15) showed that with the exception of three schemas of Self-sacrifice, Unrelenting
Standards/Hypercriticalness, and Entitlement/Grandiosity, there are significant differences among three groups in
the all early maladaptive schemas (Table 1). Tamhane's T2 post hoc test illustrates that patients suffering from
anxiety disorders except in the three above-mentioned schemas, and OCD patients in all of the early maladaptive
schemas gained significantly higher scores than control groups, Moreover; OCD group members gained higher
scores than patients in anxiety disorders group in Emotional Deprivation, Mistrust/Abuse, and
Defectiveness/Shame schemas (Table 1).

Table 1. Mean, standard deviation and variance analysis of three groups of OCD, anxiety disorders, and control in
EMSs.

(016])) AD C
Scale M(SD) M(SD) M(SD) f P value Post hoc
Emotional Deprivation 16.88(7.43) 13.36 (5.57) 10.09(5.10) 15.27 0.000 OCD>AD>C
Abandonment/Instability 17.60(7.57)  14.63(5.83) 11.60(5.30) 11.23 0.000 OCD, AD>C
Mistrust/Abuse 14.70 (7.42) 11.28(5.53) 9.05(3.35) 12.55 0.000 OCD> AD>C
Social Isolation/Alienation 14.92(7.41)  12.95(6.07)  7.90(3.03) 18.93 0.000 OCD, AD>C
Defectiveness/Shame 15.50(6.12)  12.12(2.72)  9.92(2.51) 21.94  0.000 OCD>AD>C
Failure 14.02(6.96)  12.38(6.51)  8.07(4.05) 13.45 0.000 OCD, AD>C
Dependence/Incompetence 12.92(7.05) 11.52(4.86)  7.29(3.18) 15.17  0.000 OCD, AD>C
Vulnerability to Harm or Illness 13.70(7.91)  12.58 (6.90) 7.47(4.14) 13.03  0.000 OCD, AD>C
Enmeshment/Undeveloped Self 1390 (6.71) 11.33(5.67) 8.90(4.82) 9.39  0.000 OCD, AD>C
Subjugation 14.64(6.77)  14.44(6.75) 8.33(3.49) 18.65 0.000 OCD, AD>C
Self-sacrifice 18.08(6.11)  17.83(5.90) 16.00(5.91) 1.76  0.175 OCD >C
Emotional inhibition 15.32(6.94) 13.50(6.39) 10.28(4.74) 7.02  0.000 OCD, AD >C
/li-;l;:lircl:'llrtllgc S?e’;‘:ards 20.56(6.25) 19.38(5.56) 17.92(6.82) 276 0067  OCD>C
Entitlement/Grandiosity 17.46(5.88)  15.52(5.07) 14.13(5.31) 4.68 0.011 OCD >C

Insufficient Self-Control/Self-discipline 16.38(5.83)  14.58(5.84) 11.15(3.87) 13.12 0.000 OCD, AD>C

Note. AD = Anxiety disorder, C= control
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In order to predict the obsessive compulsive symptoms, Pearson correlation coefficient was calculated among
EMSs and general score of obsessive compulsive symptoms and its subscales (Table 2) and then the stepwise

regression was used (Table 3).

Table 2. Pearson correlation matrix among 15 early maladaptive schemas and Padua's general score and its 5

subscales

Scale Padua COWC DRGRC CHCK OTAHSO OITHSO
Emotional Deprivation 0.35%*  0.25%* 0.15 0.30**  (0.38%%* 0.31%**
Abandonment/Instability 0.40*%*  0.30** 0.25%* 0.27*%*  0.44%* 0.41%*
Mistrust/Abuse 0.47**  0.36** 0.31** 0.34**  (0.53** 0.38%*
Social Isolation/Alienation 0.53%* 0.49%* 0.31%* 0.44%* 0.50%* 0.40%*
Defectiveness/Shame 0.54** 0.44** 0.33** 0.38%* 0.55%* 0.49%*
Failure 0.41*%*  0.25%* 0.17* 0.37*%*  0.49%* 0.39%*
Dependence/Incompetence 0.42%* 0.35%* 0.23** 0.28** 0.51%%* 0.31%*
Vulnerability to Harm or Illness 0.53**  0.37** 0.21%* 0.43%* 0.67** 0.44**
Enmeshment/Undeveloped Self 0.45%* 0.38%** 0.20* 0.34%* 0.47%* 0.39%*
Subjugation 0.49%*  0.32%* 0.26%* 0.43**  0.58%* 0.34%*
Self-sacrifice 0.17* 0.19* 0.12 0.13 0.16 0
Emotional inhibition 0.38*%*  0.35%* 0.18* 0.30*%*  0.38** 0.18*
Unrelenting Standards /Hypercriticalness 0.34%** 0.33%* 0.21* 0.33%* 0.23%* 0.12
Entitlement/Grandiosity 0.33*%*  0.27** 0.13 0.22%*  (0.37%* 0.28%*
Insufficient Self-Control/Self- discipline 0.43** 0.29%** 0.16 0.37** 0.51%* 0.35%*

Note. COWC= Contamination obsessions and Washing compulsions, DRGRC= dressing/grooming compulsion,
CHCK= Checking compulsions, OTAHSO= Obsessional thoughts about harm to self/others, OITHSO=
Obsessional impulses to harm self/others, **=P<0.001, *=P< 0.05.

Table 3. Abstract model of stepwise regression for prediction of active schemas in obsessive compulsive

symptoms
EMSs Beta R Adjusted R T P
Square  Square value
. Defectiveness/Shame 0.54 0.29 0.29 7.55 0.000
general score of obsessive .
compulsive symptoms Vulnerability to Harm —or 5, 5 037 423 0.000
Illness
Defectiveness/Shame 0.44 0.20 0.19 5.81 0.000
contamination obsession and .
washing compulsions Unrelenting Standards 15 53 0.22 245 0015
/Hypercriticalness
dressing/grooming Defectiveness/Shame 033 0.1 0.10 411 0.000
compulsion
Social Isolation/Alienation 044 0.19 0.19 5.79 0.000
. . Vulnerability to Harm or 57 g 0.24 311 0.002
checking compulsion Illness
Unrelenting Standards o 16 027 0.26 210 0.038
/Hypercriticalness
Vulnerability to Harm or o7 4 0.45 10.60  0.000
obsessional thoughts about Ilness
harm to self/others Failure 0.26 0.51 0.50 4.06 0.000
Subjugation 0.17 052 0.51 2.01 0.046
. . Defectiveness/Shame 049 024 0.24 6.62 0.000
obsessional impulses to harm vl bili 1
self/others uinerablfity - fo - Harm o454 (28 0.27 280 0.006

Illness
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Table 3 shows that Defectiveness/Shame and Vulnerability to Harm or Illness early maladaptive schemas had the
highest correlation with the general score of obsessive compulsive symptoms (Table 2). They enter the regression
equation and two above-mentioned schemas explain the 0.38 percent (1’=0.38) of the variance of obsessive
compulsive symptoms' general score.

Early maladaptive schemas of Defectiveness/Shame and Unrelenting Standards/Hypercriticalness which have the
highest correlation with contamination obsession and compulsive washing (Table 2), entered the regression
equation and explain 0.23 percent (’=0.23) of their variances. Moreover, Defectiveness/Shame schema predicts 11
percent (’=0.11) of dressing/grooming compulsion variance.

As it can be drawn from Table 2, in the first step Social Isolation/Alienation schema, in the second step
Vulnerability to Harm and Illness schema, and in the third step Unrelenting Standards/Hypercriticalness schema
have entered the equation and explain 27 percent (r’=0.27) of checking compulsion variance.

Vulnerability to Harm and Illness, Failure, and Subjugation schemas have entered the regression equation; and
other schemas have been deleted. From the equation these three schemas explain 52 percent (12=0.52) of
obsessional thoughts about harm to self or others variance.

According to Table 3, early maladaptive schemas of Defectiveness/Shame and Vulnerability to Harm and Illness
have the highest correlation with obsessional impulses to harm oneself or others (Table 2). 0.28 percent (12=0.28)
of obsessional impulses to harm oneself or others is explained by these two schemas.

4. Discussion

The distribution pattern of EMSs in three groups reveals that schemas are equally distributed in them (Figure 1).
This fact is in line with Young's theory which asserts schemas are dimensional and are only different from each
other in respect of severity and activity domain in the mind (Young et al., 2003), and This is an affirmation of the
dimensional approach in DSM5 (DSM-5 2013).

The results of comparing anxiety disorder group and control groups comes as following: all early maladaptive
schemas, except Self-Sacrifice, Unrelenting Standards/Hyperactiveness, Entitlement/Grandiosity, are more active
in anxiety disorders group in comparison to control group. This fact is in line with some researches and against
some others; for instance in previous researches regarding anxiety disorders, there have been tracks of
Vulnerability to Harm and Illness schema (Hedley et al., 2001; Hinrichsen et al., 2004; Kwak & Lee, 2015) and
self-sacrifice (Kwak & Lee, 2015) in panic disorder; of Abandonment/Instability, Emotional Inhibition
(Hinrichsen et al., 2004) and Defectiveness/Shame, Mistrust/Abuse, Emotional Deprivation, and Unrelenting
Standards/Hypercriticalness (Pinto-Gouveia et al., 2006) schemas in social phobia; and of Emotional Inhibition,
Unrelenting Standards/Hypercriticalness, Mistrust/Abuse, Entitlement/Grandiosity, Insufficient
Self-control/Self-discipline (Edworthy et al., 2008), Defectiveness/Shame, Dependence/Incompetence,
Enmeshment/Undeveloped Self and Failure (Price, 2007), Vulnerability to Harm and Illness (Cockram et al., 2010)
in post-traumatic stress disorder.

Findings of comparison between OCD and control group revealed that all early maladaptive schemas are
significantly more active in OCD group. Noei et al's research in 2010 (Noie et al., 2010) which had compared the
role of EMSs and their parental roots in patients suffering from OCD and a non-clinical group, proved the
significant difference of EMSs in OCD group. Findings of the research are in line with those of the present study.
On the other hand, Atalay et al. (2008) in their comparison between control group and with OCD group found out
that the latter received significantly higher score than control group especially in Social Isolation/Alienation,
Vulnerability to Harm and Illness, and Negativity/Pessimism schemas (Atalay et al., 2008). In another study
Patients with OCD had significantly higher scores for schema related to defectiveness/shame (Kim et al., 2014;
Lee, Won, & Lee, 2010) social isolation/alienation, and failure (Kim et al., 2014) than did normal controls.

According to cognitive pathology model, all early maladaptive schemas would be possible to be activated in the
condition of emotional disorder (Young et al., 2003). However, nonspecific activation of all early maladaptive
schemas is not of a great help in predicting the type of emotional disorder. Therefore a comparison was held among
three groups and the findings revealed that there is a significant difference among the three groups except in
Self-Sacrifice, Unrelenting Standards/Hypercriticalness, and Entitlement/Grandiosity schemas. The results of post
hoc test showed that two clinical groups are significantly different, OCD group having the higher score, in
Self-Sacrifice, Unrelenting Standards/Hypercriticalness, and Entitlement/Grandiosity schemas. These three
schemas are specific to OCD. Lochner et al. in 2005 made a comparison between patients suffering from OCD and
trichotillomania which revealed the Defectiveness/Shame, Mistrust/Abuse, Social Isolation/Alienation, and
Emotional Inhibition schemas are more active in OCD group than anxiety disorders group (Lochner et al., 2005).
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Since there was no control group in this research, one cannot conclude that these schemas are specific to OCD. In
spite of this limitation, Defectiveness/Shame and Mistrust/Abuse schemas are reported as specific to OCD in both
Lochner's and our research. Also, the score of defectiveness/shame and vulnerability to Harm and Illness schemas
were different between patients with panic disorder and OCD (Kwak & Lee, 2015).

According to comorbidity of OCD with anxiety disorders, those diagnosed mainly with OCD could be suffering
also from other anxiety disorders (Sadock, 2007). Therefore, similarity of schemas between the two groups might
be the result of their comorbidity; however, since the three schemas of Self-Sacrifice, Unrelenting
Standards/Hypercriticalness, and Entitlement/Grandiosity are specific to OCD, pathology of two disorders seems
to be different and therefore need different treatments. And this is in line with DSM-5 changes in separation of
diagnostic levels of OCD and anxiety disorders.

In the domain of predicting obsessive compulsive symptoms by EMSs, results of stepwise regression showed that
Defectiveness/Shame and Vulnerability to harm and Illness schemas predict 38 percent of variance of obsessive
compulsive symptoms, Defectiveness/Shame schema having the greater share (29 percent). Since this schema is
one of the three specific schemas of OCD (Defectiveness/Shame, Emotional Deprivation, and Mistrust/Abuse), it
is expected to be partially anticipant of symptoms of the disorder. It seems that due to the high correlation of
Defectiveness/Shame schema with Emotional Deprivation and Mistrust/Abuse schemas, these two schemas did
not enter the regression equation and Vulnerability to Harm and Illness schema is the second anticipant factor of
obsessive compulsive symptoms. Study of Kim et al. in 2014 showed two schemas Vulnerability to Harm or
Illness and Enmeshment/Undeveloped Self, can predict 33 percent of the variance in sexual/religious dimension
(Kim et al., 2014).

In addition to generally predicting obsessive compulsive symptoms, Defectiveness/Shame schema predicts three
other subtypes which are namely contamination obsession and compulsive washing (20 percent),
dressing/grooming compulsion (11 percent), and obsessional impulses to harm oneself or others (24 percent).
These results are in close agreement with the study on Shame in the obsessive compulsive related disorders, which
found that general shame and shame about having a mental illness are relevant to obsessive compulsive related
disorders (Weingarden & Renshaw, 2015). Clark (2004) believes that ambivalence self- assessment is one of the
vulnerability factors to obsessions and compulsions, in fact these confilctual, vague and ambivalence feelings
towards oneself along with feeling defect make people potential of misunderstanding the threat(Clark, 2004).

The findings of the present study show that Vulnerability to Harm and Illness schema explains 45 percent of
variance of obsessional thoughts about harm to self or others and has the role of second anticipant in obsessional
impulses to harm self or others and checking compulsions. Vulnerability to Harm or Illness is defined as extreme
fear caused by the thought that the disaster is close and is likely to happen any minute and it cannot be prevented.

Due to the fact that EMSs specific to OCD are all related to disconnection and rejection domain; and the patients
whose schemas are located in this domain are not able to make safe and satisfying attachments to others, it is
suggested therapeutic relationship be taken into consideration as a central component in treatment of this group of
patients. Since OCD is a heterogeneous disorder and contains various subtypes, it is suggested that clinical
intervention happens prioritizing the symptom anticipant schema. According to the findings of this research,
Defectiveness/Shame schema has a greater role in predicting symptoms of OCD; therefore, it is expected to take it
more serious in OCD clinical intervention.

One of the limitations of the present research is the fact that assessment of EMSs just happened through self-report
which could have affected the validity of the results. Reports about patients can be affected by the fact that they are
in various stages of treatment and some of them were taking different medications.

5. Suggestions

In order to certify about the fact that early maladaptive schemas, active in each patient, are congruous with the
results of Young schema questionnaire, it is better to do a qualitative research on a number of patients. Moreover, a
specific treatment plan can be prepared by considering active schemas in OCD group.
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