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Impulsive behaviours are relatively common in psychiatric populations. Different explanations have been advanced for the presence of these behaviours, including the suggestions that they are driven by core beliefs (unconditional, schema-level cognitions) and that they are related to dissociation (a reduction in processing of intolerable cognitions and affect). This pilot study tests the hypothesis that core beliefs are associated with the use of impulsive behaviours, and that dissociation mediates that relationship. An unselected group of 50 psychiatric inpatients completed standardized self-report measures of core beliefs, dissociation and impulsive behaviours. The model was tested using mediational multiple regression analysis. Although such cross-sectional analysis cannot prove causality, the findings were compatible with a model where the relationship between abandonment beliefs and self-harming behaviours was perfectly mediated by levels of dissociation. However, this relationship was shown only for the female patients. These results suggest that reducing self-harming behaviours among female psychiatric patients might be achieved through the use of schema-focused cognitive-behavioural work, distress tolerance methods, or the reduction of dissociation. Further research is needed to determine the utility of these findings with specific psychiatric groups, and to examine the aetiology of externally-directed impulsive behaviours.

Core Beliefs and Impulsivity among a General Psychiatric Population:

A Mediating Role for Dissociation?
Impulsive behaviours are a significant problem within general psychiatric populations (Vanderlinden & Vandereycken, 1997). Such behaviours can be conceptualised as either self-harming (e.g., self-injury, overdosing) or externally-directed acts (e.g., theft, angry outbursts). Impulsive behaviours are most common within personality disorders and in a subset of Axis 1 disorders (e.g., Zlotnick, Mattia & Zimmerman, 1999), and tend to cluster in individuals within the psychiatric population (e.g., Evans & Lacey, 1992; Lacey, 1993; Vanderlinden & Vandereycken, 1997). Such individuals are likely to incur higher social and economic costs (e.g., Lacey & Read, 1993; Linehan, 1993; Newton, Freeman & Munro, 1993; Sohlberg, Norring Holmgren & Rosmark, 1989), involving the health, social and legal sectors. However, the cognitive and emotional roots of impulsive behaviours are not well understood, thus limiting our therapeutic ability to reduce their frequency and severity.

There is a recent increase in our understanding of the role of core beliefs  (unconditional, schema-level representations) in psychopathology (Haaga, Dyck & Ernst, 1991). Cognitive theorists (e.g., Beck, 1995; Young, 1994) have proposed that unconditional beliefs have a particularly important influence upon impulsive behaviours. This is particularly apparent in patients (e.g., borderline personality disorder) who experience strong and rapid mood swings, which are hypothesised to be a product of the very rapid pattern of activation of schemas. However, it is not clear how to explain the association between core beliefs and impulsive behaviours, given that a number of functional explanations have been advanced to account for those behaviours (e.g., Suyemoto, 1998). While it has been suggested that impulsive behaviours might serve the secondary defensive function of blocking awareness of intolerable emotional states (e.g., Lacey, 1986; Root & Fallon, 1989), it has also been suggested (e.g., Baumeister, Heatherton & Tice, 1994) that impulsive behaviours might arise out of a primary defensive process of reducing awareness of threatening situations, where escape is perceived as impossible. 

            This reduction in awareness has been most comprehensively studied in the form of dissociation (e.g., Carlson & Putnam, 1993) - an intrapsychic method of cognitive avoidance, where the individual ‘compartmentalises’ experiences to avoid the integration of material that would be painful (e.g., Spiegel & Cardeña, 1991). This defence mechanism has been shown to be relatively strong among individuals with impulsive behaviours (e.g., Carlson & Putnam, 1993; Vanderlinden & Vandereycken, 1997).  While dissociation might obviate the need for impulsive ‘blocking’ behaviours among the general population, the more extreme levels of dissociation among clinical groups are likely to result in the behavioural disinhibition that manifest as impulsive behaviours (Baumeister et al, 1994).  Therefore, it can be hypothesised that dissociation will mediate the relationship between distressing cognitions and impulsive behaviours. This  present pilot study of an unselected group of psychiatric patients will examine whether dissociation is linked to levels of unhealthy core beliefs and impulsive behaviours, and whether it might act as a mediator in the hypothesised positive relationship between these two clinical phenomena.

Method
Participants
The participants were 50 psychiatric in-patients. They included 16 men (mean age = 33.8 years; SD = 7.87) and 34 women (mean age = 37.2 years; SD = 9.10). These groups’ ages did not differ significantly (t = 1.26; NS). They had a range of primary diagnoses, given by their responsible psychiatrist. Those diagnoses fell into the following broad ICD-10 classifications (World Health Organization, 1992): disorders due to psychoactive substance use (N = 8); schizophrenia, schizotypal and delusional disorders (N = 11); mood disorders (N = 24); neurotic, stress-related and somatoform disorders (N = 7); and disorders of adult personality and behaviour (N = 7). The total number of individuals in the five diagnostic groupings exceeds the total number of patients, due to the presence of co morbid diagnoses in some cases.

Measures and Procedure
Each participant was asked to complete three questionnaire measures, as part of a broader assessment screen. In order to reduce the impact of any situation-specific variables (e.g., mood state and behavioural disturbance) that were due to the fact of having been admitted to the in-patient unit, data were collected prior to discharge, when the diagnostic state that had led to admission was still present but was stable enough to allow treatment to continue on an outpatient or day-patient basis  Therefore, the measures were completed during the patient’s last week of admission. The three measures examined levels of core beliefs, dissociation, and impulsive behaviours. They were administered in the order given below, and a researcher was available to supervise and assist the patients if necessary.

Young Schema Questionnaire - Short form (YSQ-S; Young, 1998). The YSQ-S is a 75-item self-report questionnaire, abbreviated from the longer 205-item version (Young, 1994). It has scales designed to measure 15 core beliefs (unconditional, schema-level cognitive patterns). Such beliefs are established in early life as a relatively adaptive response to the individual’s environment, but become maladaptive over time and with changed circumstances. Schmidt, Joiner, Young and Telch (1995) and Lee, Taylor and Dunn (1999) have each demonstrated the psychometric validity and utility of the longer version of the YSQ. Recent studies (e.g., Waller et al., 2001) have demonstrated that the short form of the YSQ has equally good psychometric properties to the original (205-item) version, and has the advantage of being much quicker to complete. The 15 YSQ-S subscales (and representative beliefs) are: abandonment (others will not be protective or supportive); defectiveness/shame (perceived defects make one unlovable); functional dependence (inability to cope without support); emotional deprivation (one’s emotional needs will not be satisfied); emotional inhibition (emotional expression has aversive consequences); enmeshment (emotional over involvement with others); entitlement (one can act without considering others); failure to achieve (inadequacy leading to failure to meet goals); insufficient self-control (one cannot or need not control impulses and feelings); mistrust/abuse (others will be abusive); self-sacrifice (one should focus on others’ needs, rather than one’s own); social isolation (one is different from others, and isolated from the world); subjugation (others’ desires are more important than one’s own); unrelenting standards (one should strive to meet impossible levels of achievement); and vulnerability to harm (one cannot control the threat of disaster). Each item is scored on a six-point scale, and the overall score for each belief is the mean of the items in that scale. A higher score is taken to reflect a more maladaptive, core belief. 

Dissociative Experiences Scale (DES-II; Carlson & Putnam, 1993). This self-report scale reflects frequency of experiences of amnesia (e.g., gaps in memory), absorption (excessive focus on internal or external cues), and depersonalization/derealization (impairments in sensing that the self or the world is real). The DES-II consists of 28 items, each rated on a 0%-100% scale. The individual’s score (range = 0-100) is calculated by taking the mean score of the 28 items, and higher scores indicate greater levels of dissociation. Carlson and Putnam (1993) have reviewed the use of the DES with a range of psychiatric populations. It has good overall psychometric properties, although factor analyses have not shown a consistent sub-scale structure (meaning that dissociation is probably best understood as a relatively global construct). The DES is a good differentiator of those clinical populations where dissociation is a defining symptom (e.g., dissociative identity disorder; borderline personality disorder; post-traumatic stress disorder), those where dissociation is a noticeable element or can be a serious complication (e.g., bulimia nervosa), and those that have no dissociative element (e.g., anxiety disorders).

Impulsive Behaviours Scale – Revised (IBS-R ; Peñas, Lledó, Vaz, Ramos and Waller, 2002). This self-report scale assesses the degree to which the individual engages in 25 different impulsive behaviours. The frequency of each behaviour is rated on a five-point Likert-type rating scale [1 = ‘Never’; 2 = ‘Once’; 3 = ‘On occasion (2- 3 times in your life)’; 4 = ‘Sometimes (4-20 times in your life)’ ; 5 = ‘Regularly (more than 20 times in your life)’ ]. The item mean score gives a global level of impulsive behaviours, where higher scores indicate greater levels of impulsivity.  Milligan and  Waller (2001) have demonstrated that the IBS can be divided into two subscales, measuring self-harming and externally-directed impulsive behaviours. The items reflecting self-harming behaviours are: overdose; thoughts of self-mutilation; excess alcohol; suicide gestures; treatment for self harm, purging behaviours; suicide attempts; suicidal ideation; excess of recreational drugs; accidental self-injury; and self-mutilating behaviours. The items reflecting externally-directed impulsive behaviours are: sexual promiscuity; unwanted sex; ‘daredevil’ behaviour; theft from family; driving while drunk or under the influence of drugs; stealing food; driving recklessly; stealing non-food items; impulsive spending; risk taking; eating food prior to paying; unsafe sex; accident proneness; and pushing oneself to one’s physical limit. The self-harming and externally-directed behaviours scales had acceptable levels of internal consistency (Cronbach’s alpha = 0.75 and 0.71 respectively) in the Milligan and Waller study. 

Data analysis

Initially, the YSQ-S, DES-II and IBS scores of men and women were compared using t-tests (adjusted for unequal variances, where appropriate), to determine whether there were differences across genders in levels of core beliefs, dissociation and impulsive behaviours. Baron and Kenny’s (1986) method was used to address the hypothesis that dissociation would mediate the relationship between core beliefs and impulsive behaviours. Such an analysis uses regression methods (outlined in the Results sections) to determine whether the association of the hypothesised independent variable (core beliefs) with a dependent variable (impulsivity) is a product of a mediating role of dissociation (see Figure 1, Appendix I). Given the number of YSQ-S scales, an analysis using all of those scales as independent variables would not be sufficiently robust with the present number of participants. Therefore, in order to determine the critical YSQ-S scales for use as independent variables in the regression analyses, Pearson’s r correlations (one-tailed, in keeping with the hypothesis) were carried out between the YSQ-S scales and the IBS scales. Given the number of correlations and comparisons involved in the t-tests and correlations outlined above, an alpha of p < .01 was adopted, to reduce the risk of Type 1 errors.

Results
Group characteristics
Table 1 (Appendix II) shows the mean scores of the male and female patients on the measures of core beliefs (YSQ-S), dissociation (DES-II) and impulsivity (IBS). The YSQ-S and DES-II scores are comparable with those for other clinical groups (e.g., Shah & Waller, 2000; Waller et al., 2000), while the IBS scores are higher than those reported for non-clinical groups (e.g., Peñas Lledo & Waller, 2001). In general, the female patients had higher scores on all of the measures. The table also shows the results of t-tests, used to determine the significance of those differences. Adopting the alpha level of 1%, there were significant differences on only three scales. Women had stronger abandonment and dependence/incompetence beliefs, while men were more likely to display externally-directed impulsive behaviours

Bivariate associations of core beliefs, dissociation and impulsivity
Prior to the bivariate regression analyses, correlations (one-tailed Pearson’s r) were carried out to determine which core beliefs (YSQ-S scales) were associated with each of the different forms of impulsive behaviour (IBS scales). There were no reliable associations of core beliefs with either the IBS Total or the IBS Externally-directed behaviour scales (r < ± .30 in all cases), although the association between men’s use of externally-directed impulsive behaviours and their YSQ-Vulnerability to harm beliefs approached significance (p < .05). Nor were levels of self-harming behaviours associated with core beliefs among the males. In contrast, for female patients, scores on the IBS Self-harming behaviour scale were significantly and positively associated with YSQ-S Abandonment beliefs (r = .44, P< .005).  Thus, for this clinical group, the only reliable association between core beliefs (YSQ-S) and impulsivity (IBS) was between abandonment fears and the use of self-harming behaviours, and this relationship was only observed among women. Therefore, these variables in this group will be the focus of the mediator model to be tested (below).

Preliminary regression analyses. Bivariate regression analyses were carried out  to confirm the viability of the mediator analysis (among the females only - see above). The first regression analysis showed that the YSQ-S Abandonment scale predicted 16.8% of the variance (adjusted R2) in IBS impulsive self-harm (F = 7.66; P < .01). In other words, higher levels of abandonment fears were associated with greater levels of self-harming behaviours. In the second analysis, the YSQ-S abandonment belief (independent variable) was used to predict levels of DES-II dissociation (dependent variable). This relationship was positive and reliable (F = 9.21; P < .005; variance explained = 19.9%). Finally, DES-II dissociation was used to predict the level of self-harming behaviour. Again, this relationship was positive and highly significant (F = 10.23; P < .003; variance explained = 21.9%).

Testing the role of dissociation as a mediator between core beliefs and self-directed impulsive behaviours
The bivariate regression analyses have demonstrated that the conditions have been met (Baron & Kenny, 1986), allowing for the testing of the potential role of dissociation as a mediator in the core belief-self harm relationship (among the women only). In the final part of this analysis, the critical test is whether removing the impact of dissociation upon self-harming behaviours affects the relationship between abandonment beliefs and self-harming behaviours. A multiple regression analysis was used, in which the effect of the hypothesised mediator (DES-II dissociation) upon the dependent variable (IBS self-harm) was removed before the effect of the independent variable (YSQ-S Abandonment) was examined.  The Sobel test (Goodman I  version)  was used to determine whether the mediation effect differs from zero (Baron and Kenny’,1986). There was a significant mediation effect (Goodman I statistic = 2.15; P < .04), and abandonment beliefs no longer had a significant relationship with self-harm when that mediating effect was taken into account (F  change = 2.43, NS; change in explained variance = 5.5%).   Although these findings are not evidence of causality, it can be concluded that these findings are compatible with a model where the influence of abandonment beliefs upon self-harm in a female psychiatric population is wholly a product of the link with dissociation, and where abandonment beliefs have no other line of causal influence upon impulsive self-harm in this clinical group. This relationship is illustrated in Figure 1.
Discussion

This pilot study of an unselected group of psychiatric patients has examined the relationship between core beliefs (schema-level representations of the self and the world) and impulsivity, and has tested the potential role of dissociation as a mediator of that link. The findings support this model, but only in female patients. In these women, the data are compatible with a model where unconditional abandonment beliefs result in higher levels of dissociation, which would help to reduce uncomfortable awareness of those cognitions and their emotional impact. Within that model, such dissociation is accompanied by greater levels of self-harming impulsive behaviours. It must be stressed that these findings are preliminary, and require substantial further testing in more specific clinical groups. In particular, a prospective design would provide more conclusive evidence of causality. It would be valuable to use this approach to determine whether dissociation is a precursor that is necessary but not sufficient to explain self-harm (such that self harm occurs in the presence of dissociation in combination with other factors), or whether dissociation is an early element of an inevitable behavioural chain that results in self-harm.   However, it is of particular interest that the associations shown here were highly specific (applying to females only, and with no impact on externally-directed impulsive behaviours). The gender difference in the role of abandonment beliefs in psychopathology might be a result of the higher levels of abandonment beliefs in females, reflecting a ‘floor effect’ among the males. 

If supported by future research, these findings have potential clinical implications for a range of female psychiatric patients. In cases where there is a high level of self-harm, the clinician should investigate the possibility that there is a pathological level of abandonment beliefs (with associated levels of loneliness). Where such beliefs are present, then they might be addressed directly through schema-focused cognitive-behavioural methods (e.g., Young, 1994). The desire to avoid experiencing loneliness might be treated using distress tolerance methods (e.g., Linehan, 1993), given that dialectical behaviour therapy is effective in reducing the level of self-harming behaviours. Similarly, there may be a role for cognitive analytic therapy in such cases (e.g., Wildgoose, Clarke & Waller, 2001). The present findings suggest that it might also be effective to treat the abandonment-impulsivity relationship by addressing levels of dissociation (e.g., Kennerley, 1996; Mollon, 1996). However, it might be the case that these findings are not generalizable to all disorders. Therefore, further research is needed to determine the utility of the core belief-dissociation-impulsivity relationship in more specific diagnostic subgroups. It is also possible that the use of the DES-II in this study (with its stress on the cognitive and affective elements of dissociation) fails to reflect the full range of dissociative experiences. In particular, Nijenhuis, Spinhoven, Vanderlinden, van Dyck and van der Hart (1998) have stressed the need to understand the role of somatoform dissociation in psychiatric disorders, and this construct should be measured in future research in this field.
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APPENDIX I

Figure 1 -
The empirical relationship between core beliefs (YSQ-Abandonment), dissociation (DES-II) and impulsive/blocking behaviours (IBS self-harm) in female psychiatric patients, showing dissociation to act as a perfect mediator of the link between abandonment fears and self-harming behaviours.

APPENDIX II

Table 1 -
Levels of core beliefs (YSQ-S scales), dissociation (DES-II scale) and impulsive behaviours (IBS scales) among the male and female patients.

Males (N = 16)
Females (N = 34)
t-test
Mean
(SD)
Mean
(SD)
t
p
YSQ-S scales


_____________________________________________

Emotional deprivation
2.90
(1.10)
3.54
(1.44)
1.71
NS
Abandonment

2.78
(1.49)
4.22
(1.55)
3.26
.002

Mistrust/abuse

2.81
(1.20)
3.78
(1.48)
2.29
NS
Social isolation

2.98
(1.47)
3.79
(1.82)
1.57
NS
Defectiveness/shame
2.73
(1.40)
3.39
(1.86)
1.28
NS
Failure to achieve

2.55
(1.52)
3.41
(1.78)
1.67
NS
Dependence/incompetence
2.18
(1.24)
3.42
(1.35)
3.10
.003

Vulnerability to harm
2.54
(1.30)
2.88
(1.28)
0.89
NS
Enmeshment

2.06
(1.27)
2.56
(1.49)
1.14
NS
Subjugation 

2.80
(1.44)
3.43
(1.54)
1.37
NS
Self-sacrifice

3.33
(1.53)
4.02
(1.03)
1.65
NS
Emotional inhibition
 3.18
(1.51)
3.45
(1.47)
0.60
NS
Unrelenting standards
3.96
(1.42)
4.42
(1.39)
1.30
NS
Entitlement


2.79
(1.05)
2.90
(1.40)
0.35
NS
Insufficient self-control
3.59
(1.21)
3.35
(1.56)
0.56
NS
DES-II dissociation

13.1
(10.5)
22.4
(15.2)
2.14
NS
IBS Total


2.41
(0.73)
2.12
(0.75)
1.32
NS
Self-harm


2.23
(0.79)
2.47
(0.93)
0.87
NS
Externally-directed

2.56
(0.84)
1.85
(0.79)
2.92
.005
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Given its function of avoiding awareness of painful cognitions and emotions, it can be hypothesised that dissociation will play a role in the mediation of the relationship between core beliefs and impulsive behaviours. If this is the case, then it can be hypothesised that addressing dissociation clinically should be helpful in the reduction of those impulsive behaviours that are driven or exacerbated by unhealthy core beliefs.

[image: image1.wmf]Abandonment beliefs

(YSQ)

Self-harming

impulsive behaviours

(IBS)

Dissociation

(DES-II)

F = 9.21;

P < .005;

Explained variance

= 19.9%

F = 10.23;

P < .003;

Explained variance

= 21.9%

F change = 2.43, NS;

Explained variance = 5.5%


� EMBED Visio.Drawing.5  ���








[image: image2.wmf]Abandonment beliefs

(YSQ)

Self-harming

impulsive behaviours

(IBS)

Dissociation

(DES-II)

F = 9.21;

P < .005;

Explained variance

= 19.9%

F = 10.23;

P < .003;

Explained variance

= 21.9%

F change = 2.43, NS;

Explained variance = 5.5%

_1135158498.vsd
Abandonment beliefs (YSQ)�

F = 9.21; 
P < .005; 
Explained variance
= 19.9%�

Self-harming impulsive behaviours (IBS)�

Dissociation
(DES-II)�

F = 10.23; 
P < .003; 
Explained variance 
= 21.9%�

F change = 2.43, NS;
Explained variance = 5.5%�


