Early maladaptive schemas, depression and anxiety in adolescent psychiatric outpatients
Abstract
Background
Early maladaptive schemas (EMS) have been reported to associate with anxiety and depression in a growing number of studies within non-clinical samples of adolescents. 
Aims
The current study’s aim is to explore the potential association between EMS Schema domains and anxiety and depressive symptoms among adolescent psychiatric outpatients.
Methods
The current study included 176 adolescent psychiatry outpatients. The EMS domains were measured with the Young Schema Questionnaire  Short Form 2-Extended (YSQ). Their association with anxiety symptoms (the Overall Anxiety Severity and Impairment Scale) and depressive symptoms (the Beck Depression Inventory II) were analyzed with Spearman correlations and General Linear Models. 
Results
Depressive symptoms were associated with three of the four EMS domains: Disconnection and Rejection (η2p=0.047, p=0.005), Impaired Autonomy and Performance (η2p=0.074, p<0.001), and Impaired Limits (η2p=0.053, p=0.003) when controlled with background variables. Anxiety symptoms were predicted by two EMS domains: Impaired Autonomy and Performance (η2p=0.046, p=0.005) and Excessive Responsibility and Standards (η2p=0.054, p=0.002). 
Conclusions
Various EMS Schema domains were associated with depressive and anxiety symptoms among adolescent outpatients. Further studies are needed on the causal relationship between EMS Schema domains and depressive and anxiety symptoms. 
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1 Introduction
Depression and anxiety disorders account for the majority of global adolescent mental health disorders  (UNICEF, 2021). Additionally, the increase of depression and anxiety disorders during recent years is well reported (Kauhanen et al., 2022; Parodi et al., 2022). However, it remains an open question whether changes in help seeking and the service system could serve as the primary explanations for the large increase in use of mental health services (Gyllenberg et al., 2018). Nevertheless, the markedly increasing number of adolescents who report anxiety and depressive symptoms and experience distress globally has led to a question about what the underlying mechanisms are that could explain why adolescent mental health seems vulnerable to crisis. Underlying Early Maladaptive Schemas are one potential explanation for adolescents’ mental health problems (EMS; Young et al., 2003). EMSs are known to significantly provoke vulnerability to developing symptoms of depression and anxiety in adult populations (e.g., Halvorsen et al., 2010; Hawke et al., 2010), yet research in adolescents is still scarce (Orue et al., 2014). 
According to Young et al. (2003), EMSs are representations of harmful mental models comprising emotions, cognitions and bodily sensations; they direct the way individuals looks at themselves, others, and the surrounding world. It is hypothesized that EMSs result from social interactions in early childhood when the child’s needs are not adequately met, even without experiences of actual neglect or abuse. The key idea is that EMSs are linked with a variety of difficult thoughts and emotions to which an individual reacts with dysfunctional coping responses that later maintain and even strengthen the maladaptive orientation to stressful situations (Young et al., 2003). A common understanding still exists that a total of 18 different EMSs can be distinguished (Bach et al., 2017), just as in the original description of EMSs (Young, 1994). According to Bach et al. (2017), the 18 EMSs can be collapsed into four schema domains based on their common co-occurrence: Disconnection and Rejection, Impaired Autonomy and Performance, Excessive Responsibility and Standards, and Impaired Limits.
[bookmark: _Hlk132613153][bookmark: _Hlk132613180][bookmark: _Hlk132613195][bookmark: _Hlk132613225][bookmark: _Hlk132613256]The number of studies exploring the association between EMSs and depressive and anxiety symptoms in adolescence is still quite modest (Orue et al., 2014; Saarijärvi et al., 2023; Tariq et al., 2021). The majority of studies has been conducted with non-clinical samples (e.g., Calvete et al., 2015; Cámara et al., 2012; Gonzalés-Diéz et al., 2015; Orue et al., 2014, Roelofs et al., 2011), and there is even more limited knowledge on EMSs among clinical samples of adolescents. Some evidence exists that the separate EMSs also associate with depression and anxiety disorders among adolescents (Cámara et al., 2012; Orue et al., 2014; Roelofs et al., 2011), but the schema domains have also been under exploration in some studies on adolescents’ and young adults’ mental health (e.g., Calvete et al., 2015; Orue et al., 2014; Roelofs et al., 2011; Saritas-Atalar and Altan-Atalay, 2020). Aligning with the developmental hypothesis, the domain Impaired Autonomy and Performance has been reported to mediate the link between maternal overcontrol and an offspring’s depressive and anxiety symptoms (Saritas-Atalar and Altan-Atalay, 2020). The domain Disconnection and Rejection has similarly been found to mediate between attachment quality and depression (Roelofs et al., 2011). The Disconnection and Rejection EMS and the schema domain Impaired Autonomy and Performance also seem to predict greater stability of depressive symptoms (Calvete et al., 2015). Finally, anxiety disorders have been reported to associate not only with the domains Impaired Limits and Impaired Autonomy and Performance (Calvete et al., 2013; Gonzalés-Diéz et al., 2015; Tariq et al., 2021) but also with the domain Disconnection and Rejection (Tariq et al., 2021). 
Knowledge of EMSs and their association with symptoms of depression and anxiety among adolescents, especially in clinical populations, is still nearly nonexistent. Thus, this study’s aim is to contribute to filling this knowledge gap by exploring adolescents’ EMSs, especially EMS domains and their relations to depressive and anxiety symptoms in a clinical population sample. We hypothesize that EMSs in adolescence would be associated to depressive and anxiety symptoms similar to an adult population. Such an association in a clinical study population could be important to consider when planning treatment for adolescents’ anxiety and depressive symptoms. 

2 Materials and methods
2.1 Procedure and participants 
The study is a part of the research project “Emotions and well-being in adolescents.” The study’s participants were recruited from adolescent psychiatry outpatient clinics at the Satakunta Hospital District, Finland. Satakunta is a province with approximately 200,000 inhabitants for whom the hospital district provides specialized health care. The outpatient clinics comprise multiprofessional teams serving 13-to-22-year-old adolescents in five localities. The study sample was recruited from first-visit patients referred to these clinics. No particular inclusion or exclusion criteria were utilized in order to have a sample representing actual patient material as accurately as possible; thus, all first-visit patients were offered a possibility to attend the study. There were 749 eligible first-visit patients altogether during the recruitment phase from November 2017 to December 2018. Data on refusals were not collected. Of the 190 participants, all gave an informed consent and all returned the study questionnaire, thus comprising the study sample. The final study population (n=176) comprised those participants from whom the reports of depressive and anxiety symptoms and EMS were available (see Measures). 
[bookmark: _Hlk175762455]All participants gave a written, informed consent, and the guardians of those aged under 15 also gave their consent. The guardians of the 15-17-year-old participants received a written notification of their participation. The Ethics Committee of the Hospital District of Southwest Finland approved the study protocol (ETMK 89/1801/2017). 
2.2 Background factors
Background factors were collected with a self-report questionnaire; these included age, gender (male or female) and information on living arrangements (together with both biological parents; together with only one biological parent; living alone or other), as well as current educational status (in comprehensive school; in upper secondary education or higher education; other, including working or current military service).

2.3 Measures
2.3.1 Early maladaptive schemas
EMSs were assessed by using the Finnish version of the Young Schema Questionnaire  Short Form 2-Extended (YSQ) comprising 90 items that cover 18 EMSs. The YSQ is a self-report measure using the Likert-scale with a rating of 1 to 6. Each EMS is covered with five items. Good psychometric properties for the YSQ have been reported in several studies (e.g., Schmidt et al., 1995; Lee et al., 1999) and also in the adult Finnish population using the same version of the scale (Saariaho et al., 2009). 
Participants who completed at least 80% (4/5) of the items were included in the analyses in the current study for each of the EMSs. The missing values were replaced by using the mean value of the answered items for each EMS. Additionally, four domains (Disconnection and Rejection, Impaired Autonomy and Performance, Excessive Responsibility and Standards and Impaired Limits) were formed according to Bach et al. (2017). EMS domains were used instead of separate EMSs in the regression models. This was done to avoid the problem of multicollinearity, which could result from the significant correlations between the individual EMSs. 
Internal consistencies (Cronbach's alphas) were excellent for the EMSs Emotional deprivation (α=0.910), Defectiveness (α=0.935), Failure (α=0.955), and the domains Disconnection and Rejection (α=0.953), Impaired Autonomy and Performance (α=0.932) and Excessive Responsibility (α=0.918). Internal consistencies were good for the EMSs Abandonment (α=0.894), Mistrust/Abuse (α=0.884), Social Isolation (α=0.879), Dependence (α=0.841), Vulnerability (α=0.828), Subjugation (α=0.861), Self-sacrifice (α=0.856), Emotional Inhibition (α=0.859), Unrelenting Standards (α=0.848), Negativity/Pessimism (α=0.866), Punitiveness (α=0.826), and the domain Impaired Limits (α=0.819). Internal consistencies were acceptable for the EMSs Entitlement (α=0.792), Insufficient Self-control (α=0.779) and Approval-seeking (α=0.765) and questionable for Enmeshment (α=0.683). 
2.3.2 Depressive symptoms
[bookmark: _Hlk175763126][bookmark: _Hlk175762748]Depressive symptoms were measured with a self-report questionnaire, the Finnish translation of the Beck Depression Inventory II (BDI) (Beck and Alford, 2009). The scale comprises 21 items that are scored between 0 to 3 with a possible range of scores between 0 and 63. The questionnaire was originally developed for an adult population but has been validated for adolescents (Stockings et al., 2015 and is widely used in adolescent populations (Myers and Winters, 2002). It has also been reported as a valid measure for screening depression in Finland (Nuevo et al., 2009). A higher score indicates a more severe degree of symptoms. The internal consistency for BDI in the current study sample was excellent (α=0.941).
2.3.3 Anxiety symptoms
[bookmark: _Hlk175763180][bookmark: _Hlk175762798]Anxiety symptoms were measured with the Finnish translation of the Overall Anxiety Severity and Impairment Scale (OASIS) that is a short (5 item) self-report questionnaire. Each item is scored between 0 to 4, thus giving an overall score that ranges between 0 and 20. OASIS has shown excellent test-retest reliability and validity, and it can be used across different anxiety disorders (Norman et al., 2006.) The internal consistency for OASIS in the current study sample was good (α=0.897).
2.4 Clinical data on diagnoses
Clinical data on diagnoses were explored for a deeper understanding of the study population’s characteristics. The information on diagnoses was drawn from hospital records at the end of the assessment period. A multiprofessional team conducted the assessment period. The teams typically include either a specialist or a resident specializing in adolescent psychiatry, 2-3 nurses, and a clinical psychologist. Support from a social worker is also available. The period typically includes 46 individual visits focusing on diagnostic assessment and forming a treatment plan. Each adolescent has a designated nurse or psychologist who carries out most of the visits. The assessment includes self-report questionnaires and interviews with the adolescent’s guardians and network. Some adolescents receive a more thorough psychological assessment by the psychologist, if needed, and some are also assessed with semistructured interviews such as the Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS; Ambrosini, 2000) or Structured Clinical Interview for DSM-IV (SCID; Kübler, 2013). Data on the use of assessment methods were not collected, but clinical diagnoses were set using the International Classification of Diseases, Tenth Revision (ICD-10; World Health Organization, 2004). The validity of the clinical diagnoses set in Finnish specialized mental health care have previously been reported to be satisfactory (Pihlajamaa et al., 2008). Primary clinical diagnoses were considered in the analyses in this study. 
2.5 Statistical analyses
[bookmark: _Hlk175763628]The normality of continuous variables was tested with the Kolmogorov-Smirnov and Shapiro-Wilk tests. The distributions were non-normal for all the continuous variables; therefore, the descriptives of these variables are reported by medians and interquartile ranges. 
To compare differences between categorical background factors and the outcome variables of depressive and anxiety symptoms, the Mann-Whitney U-test was used for dichotomous background variables (gender) and Kruskal-Wallis test for variables including more than two groups (living arrangements and educational status). A Chi square test was performed to explore group differences between background factors and the number of clinical psychiatric diagnoses within the assessment period. Correlations were explored by using Spearman correlation due to non-normal distribution of the continuous variables. 
The significant associations between the EMS domains and outcome variables of BDI and OASIS were explored with regression analyses that were conducted by using the General Linear Model (GLM). Two different models were built, one for each outcome variable. The absence of multicollinearity in the analysis was confirmed with the variance inflation factor (VIF<5.00). Furthermore, scatterplots were screened to evaluate linearity and homoscedasticity of the residuals. The level of statistical significance was set at p<0.05. Analyses were computed by using IBM SPSS 28.0.
3 Results
3.1 Descriptives of the study population
Table 1 presents descriptives of the study population (n=176). Most study participants were female (n=120, 68.18%). The living arrangements were distributed quite equally, with the majority reporting to live together with both biological parents (n=61, 34.86%). Most participants (n=63, 36.00%) reported their educational status as other than current studying in comprehensive school (n=57, 32.57%) or in upper secondary or higher education (n=55, 31.43%). The vast majority (n=123, 69.89%) was diagnosed with only one psychiatric disorder during the assessment period in the adolescent psychiatry clinic, and the most common diagnosis groups were depressive disorders (F32-33) (n=80, 45.45%) and anxiety disorders (F40-42) (n=30, 17.05%). 
Insert Table 1 here.

The level of BDI scores was significantly higher among females (Md=28.43, IQR=18) than males (Md=22.54, IQR=20), (U=2274.50, p<0.001). The level of OASIS scores was similarly higher among females (Md=12.00, IQR=6.00) than males (Md=9.00 IQR=7.75), (U=2148.00, p<0.001).
There was a significant association between the level of OASIS scores and living arrangements (H(2)=6.129, p=0.047). The level of OASIS scores was significantly higher (U=4096.50, p=0.019) among those who lived alone or other (Md=12.00, IQR=6.00) compared to those who lived with two parents (Md=10.00, IQR=7.50) or with one parent (Md=10.00, IQR=6.50). Statistically significant differences were not found between living arrangements and BDI scores (H(2)=0.342, p=0.843).
Educational level was significantly associated with the level of BDI scores (H(2)=6.252, p=0.044). The level of BDI scores was significantly higher (U=4076.00, p=0.013) among those currently in higher education (Md=31.16, IQR=17) compared to those in comprehensive school (Md=25.00, IQR=24) or with other educational or vocational status (26.00, IQR=13). There were no statistically significant differences between the level of OASIS scores and educational level (H(2)=5.603, p=0.061).
It was found more common to have only one psychiatric diagnosis during the assessment period both among females (n=78, 65.00%) and males (n=45, 80.36%) with statistically significant differences between genders (χ2=4.279, p=0.039). Living arrangements were not significantly associated with the number of diagnoses (χ2=5.038, p=0.081). Only one diagnosis was set to 80.33% (n=49) of those living with both parents, 63.16% (n=36) of those living with one parent and 64.91% (n=37) of those living alone. Furthermore, 71.93% (n=41) of those in comprehensive school, 65.45% (n=36) of those in upper secondary school and 71.43% (n=45) of those with other educational or occupational status had only one psychiatric diagnosis within the assessment period, and again, there was no statistically significant difference between the three groups (χ2=0.693, p=0.707). 
The number of clinical diagnoses was neither significantly associated with BDI or OASIS total scores nor with any of the EMS domains. 

3.2 Bivariate correlations between the 18 EMSs, the Schema domains, and depressive and anxiety symptoms
Table 2 displays the correlations for the 18 EMSs and the four Schema domains with the BDI and OASIS scores. All of the four domainsDisconnection and Rejection, Impaired Autonomy and Performance, Excessive Responsibility and Standards, and Impaired limitswere significantly positively correlated with depressive and anxiety symptoms. 
Significant positive correlations between BDI and OASIS scores (ρ=0.738, p<0.001) were also observed.  Age was also significantly positively correlated with the EMSs Mistrust/Abuse (ρ=0.156, p=0.040), Self-Sacrifice (ρ=0.162, p=0.032), Unrelenting Standards (ρ=0.277, p<0.001) and Approval-Seeking (ρ=0.240, p=0.001). 
Insert table 2 here
and Impairment Scale



3.3 Associations between the Schema domains and depressive and anxiety symptoms
Table 3 presents the results of GLMs for depressive symptoms and anxiety symptoms. 
Depressive symptoms were associated with the EMS domains Disconnection and Rejection (η2p=0.047, p=0.005), Impaired Autonomy and Performance (η2p=0.074, p<0.001) and Impaired Limits (η2p=0.053, p=0.003) when controlled with background variables. 
Anxiety symptoms were predicted by the EMS domains Impaired Autonomy (η2p=0.046, p=0.005), Excessive responsibility and Standards (η2p=0.054, p=0.002) but not by other domains. Gender remained a statistically significant predictor for anxiety symptoms in the model (η2p=0.024, p=0.047).
Insert Table 3 here
4 Discussion
The present study’s main findings were that the EMS domains Impaired Autonomy and Performance, Impaired Limits, and Disconnection and Rejection were significantly associated with depressive symptoms in a sample of adolescent psychiatry patients. Additionally, the EMS domains Impaired Autonomy and Performance, and Excessive Responsibility and Standards were significantly associated with anxiety symptoms. 
The current study’s results that indicate associations between specific EMS domains and depressive symptoms among adolescents are in concordance with those previously reported in the literature. The domains Disconnection and Rejection and Impaired Autonomy and Performance have been linked to depressive symptoms in adolescence in various studies (e.g., Calvete et al., 2015; Orue et al., 2014; Roelofs et al., 2011). However, to our knowledge, there is no previous evidence of the association between depressive symptoms and the domain Impaired Limits among adolescents that this study found. 
The domain Disconnection and Rejection has been described in the literature as one’s expectations not being met in a predictable way in relation to one’s needs for, e.g., security, safety, empathy, and acceptance. Furthermore, the domain Impaired Autonomy and Performance refers to one's belief in one’s ability to function independently and to survive alone or demonstrate success (Young, 2003). The central elements of the EMS domain Disconnection and Rejection relate tightly to depressive ideation and feelings of a lack of acceptance, security and stability within relationships. Additionally, the domain Impaired Autonomy and Performance reflects an ideation of an impaired ability to cope and, thus, excess catastrophic ideation and fear, leading to dependence on others – ideation typical for individuals with depressive symptoms (Tariq et al., 2021.) Overall, the domains Disconnection and Rejection and Impaired Autonomy and Performance potentially disturb not only the natural course of developing satisfying interpersonal relationships in adolescence but also another important developmental task for this age period: building independence. Forming and maintaining satisfying peer relationships are crucial developmental tasks in adolescence (Güroglu, 2022) and are associated with gaining autonomy and being able to deepen relationships with others (Rabaglietti and Ciairano, 2008). Therefore, if these developmental tasks are strongly interfered with by, e.g., EMSs, their potential influence might become longstanding. Indeed, Yoo et al. (2014) have reported that developing a sense of disconnection and rejection during childhood and adolescence would predict a tendency to either avoid or overvalue interpersonal relationships later in adulthood, thus, possibly leading to difficulties in establishing and maintaining peer relationships later in life. 
The domain Impaired Limits relates not only to a lack of responsibility to others but also to internal limits with flimsy future goals. Individuals with high scores for Impaired Limits usually present with difficulties cooperating with others due to lack of respecting their rights and a diminished ability to make commitments (Young, 2003). As discussed before, there is minimal evidence supporting the association between Impaired Limits and depressive symptoms in adolescence. More closely, in the study by Saritas-Atalar and Altan-Atalay (2020) the potential association between Impaired Limits and depressive symptoms was tested but not confirmed. However, an adolescent drifting into conflictual situations with others and having difficulties making commitments might be facing repeatedly negative feedback from the environment. Lack of future goals and a commitment to pursue them along with their peers, e.g., in school, might be linked to lack of intrinsic motivation. Negative feedback is reportedly linked to a detrimental impact on intrinsic motivation (Fong et al., 2018), which is typically already decreased in individuals with depressive symptoms; therefore, it could be discussed whether negative experiences in interpersonal relations may further deepen depressive symptoms. Thus, Impaired Limits with associated depressive symptoms may potentially create a vicious negative cycle. 
Beyond negative feedback from others, a negative feedback loop can also be an intrinsic process. Orue et al. (2014) studied brooding rumination – experiencing the same negative emotions repetitively – as a potential mediator in the relation between EMS domains and symptoms of depression and anxiety in adolescents. They used a five-domain model in their analyses and found that brooding rumination mediated the association between the schema dimension Other-directedness (including schemas of Subjugation, Self-sacrifice, and Approval Seeking) and depressive and anxiety symptoms. The schemas are distributed to the domains Impaired Autonomy and Performance (Subjugation), Excessive Responsibility (Subjugation and Self-Sacrifice), and Impaired Limits (Approval-Seeking) in a four-domain model. Thus, it seems likely that some overlapping of depressive symptoms exist for various EMS domains. This is possible because depressive symptoms cover for a relatively comprehensive set of features that affect adolescents’ general ability to function. It would be interesting in future studies to explore a potential relation between ruminative processes, motivational factors and EMS domains more closely with a four-domain model to better understand the underlying mechanisms within associations between EMS domains and adolescents’ depressive and anxiety symptoms. Indeed, the results of Orue et al. (2014) underline the possible cognitive variables in the mechanisms that explain the links between EMS and common psychiatric symptoms and the need for future studies. 
The domain Impaired Autonomy and Performance has been associated with anxiety symptoms (Saritas-Atalar and Altan-Atalay, 2020) in the literature, similar to the current study’s results. The Impaired Autonomy and Performance domain includes ideation of excessive fear of adverse events that one is unable to prevent and an impaired ability to cope in times of distress; thus, it seems intelligible that this domain is associated with anxiety symptoms that reflect very similar central ideation and emotional impacts. However, the evidence for the association of Impaired Autonomy and Performance to predict anxiety symptoms is still somewhat controversial, because their primary hypothesizing, for example, Orue et al. (2014), did not confirm such a relation. Furthermore, the associations between adolescents’ anxiety symptoms with the domains Excessive Responsibility and Standards and Impaired Autonomy that were detected in the current study are not as firmly stated within the previous literature. However, Orue et al. (2014) have reported the single EMSs Subjugation and Self-Sacrifice in the five-domain model do associate with anxiety symptoms in adolescence (Orue et al., 2014), and these EMSs are included in the domain Excessive Responsibility and Standards in the four-domain model by Bach et al. (2017). The Excessive Responsibility and Standards schema domain also includes the EMS domain Unrelenting Standards that reflects a tendency for perfectionism, even obsessive attention to details, and a critical attitude toward self and others in order to avoid criticism. It is likely that these features may complicate forming satisfying peer relationships, and thus, increase anxiety when the important psychosocial developmental tasks regarding connectedness with peers is not fulfilled properly. Additionally, considering that adolescents spend many hours daily with peers in a school context, a high criticality may reflect the need to compete with peers for academic success, causing further anxiety through comparing self to others. Indeed, it is reported that the competitive environment in school generally has a negative impact on adolescents’ well-being (Heller-Sahlgren, 2018).
Adolescence is a time period not only with various developmental tasks and related marked potential for positive developmental trajectories but also with a significantly growing risk for depressive and anxiety symptoms. EMSs might also be especially relevant during adolescence in the context of intense development of personality and identity. Personality pathology, similar to the development of EMSs, have roots in childhood and adolescence (Kunst et al., 2020; Newton-Howes et al., 2015). Indeed, rather convincing evidence supports the view that personality disorders often emerge in adolescence (Bozzatello et al., 2019; Newton-Howes et al., 2015). Personality and the intertwined development of identity is a somewhat fluctuating process in adolescence and is prone to be influenced by many factors, from physiology to the environment, from early experiences to current interpersonal relations. Furthermore, recent studies have indicated only low to moderate stability of personality disorders from adolescence to adulthood (d’Huart et al., 2022), and personality disorders are increasingly considered as dimensional rather than categorical entities (Newton-Howes et al., 2015). However, EMSs have repeatedly been linked to personality disorders in adolescence (Bamelis et al., 2014; Frias et al., 2018). All in all, adolescence as a vulnerable and sensitive phase with important developmental tasks but also as an increasing risk for many mental health disorders is undoubtedly a central time period to investigate the role of EMSs as potential predisposing factors for various mental health outcomes. The association between EMSs and anxiety and depressive symptoms could be relevant for consideration when planning individual treatment, such as psychotherapeutic approaches, for patients.
Thus, indicating potential risk factors and their significance in the development of depressive and anxiety symptoms is extremely relevant in adolescence. Having a better understanding of the underlying mechanism is crucial not only for designing early identification strategies and designing preventive actions but also for designing therapeutic interventions that can have the potential to reduce future distress and prevent pathological trajectories from continuing. EMSs’ association with anxiety and depressive symptoms in adolescence is, therefore, an important scope to explore in order to evaluate the clinical significance of the associations and to discuss potential routes for influencing adolescents’ well-being. 

Strengths and limitations
A strength of this study is that its scope was an association that has not been greatly explored before, despite the undisputable relevance for exploring possible risk factors for adolescents’ anxiety and depressive symptoms. Studies on the EMS Schema domains and anxiety and depressive symptoms among clinical adolescent populations are especially lacking; thus, this study serves to fill the gap in the knowledge of adolescent EMSs and common psychopathology in a clinical setting. 
As with all studies, the current study is not free from limitations. There is always a possibility of report bias with self-reports regarding both symptom reporting and background information. In addition, no particular inclusion or exclusion criteria were utilized. Even though this was done in order to have a sample representing actual patient material as accurately as possible, it is possible that such manner could make the data somewhat vulnerable to biases not controlled for enough.  It would have been interesting, from a developmental viewpoint, to explore the potential associations between the EMS domains and personality disorders, but according to the clinical patient data, there was only a limited number of patients diagnosed with personality disorders in this study population; thus, this study’s data were unsuitable for such a focus in the present study. It should be acknowledged that simple conclusions should not be drawn upon the topic, because the division of the 18 EMSs into EMS domains varies among studies, and more studies should be conducted in both general and clinical populations. Further studies should be conducted with the four-domain model and with individual EMSs to deepen knowledge more profoundly of the associations between EMSs and anxiety and depressive symptoms. 

5 Conclusions
The current study's main finding was that various EMS Schema domains were associated with depressive and anxiety symptoms in a clinical sample of adolescent outpatients. This may be important in designing treatment, such as psychotherapeutic interventions, for adolescent patients with anxiety and depressive symptoms. Further studies are needed on the causal relationship between EMS Schema domains and depressive and anxiety symptoms. 
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