Ch8 Constructs, Scripts, Ego States, and Schemas
This chapter aims to layout some possible ideas on how the brain organises the data that it receives and turns this into facts, opinions, and actions. Unfortunately, with some of the terms being used, even though there are other definitions, the clarity in communication is not always present. When the communication is unclear, the understanding also becomes unclear. It seems to me that because sometimes when what is happening inside the persons head is not properly understood, whether it is their own or that of the client, the possibility of therapeutic failure increases.
I will go into a little bit more detail about each as the chapter progresses, but the ideas that I want to convey with each are these: 
Construct: the basic concept that is held by the mind. Constructs may be subdivided or amalgamated into other constructs. Constructs are like the ‘building blocks’ of the mind.
Scripts: the word myths or personal myths may also be used. These are the stories that a person uses to describe themselves. The scripts include the roles in life that we follow.
Ego state: a bit of jargon but a technical term that simply means the frame of mind that a person is in at a particular time.
Schemas (Schemata): these are the patterns of thought, emotion, and behaviour that a person follows. Unless otherwise stated I will be focusing on behavioural patterns but include thoughts and emotions as appropriate.
Constructs
So by way of introduction, as an example of potential therapeutic difficulties, take the person who is drinking more heavily than his peers and colleagues around him, because he has a self-image of being “the life and soul of the party” He may not realise that he has a drink problem and is heading towards addiction and liver disease. His personal constructs may include alcohol helping him to relax and be more extrovert. His ego state may be feeling inhibited without alcohol and liberated with it. His script would be to act as the life and soul of the party. His schemas would include his patterns of behaviour under the circumstances, by which he obtains the several pints of beer, the way he downs the beer and his different behaviours with the beer inside him.
If we take the example above, the clinician who is advising him will have a construct that the alcohol is acting as an addictive anxiolytic and is disinhibitory to his pre-frontal cortex. Even if the clinician is able to explain what he means without the use of medical jargon; and the client acknowledges and respects the clinician’s professional opinion; the client’s own construct may still not be displaced and replaced as the client may not have experienced being the centre of attention and relaxing in company without alcohol. In the early phases he will not have perceived his increasing need for alcohol to have achieved the same effect. 
So, what is a construct? What is constructivism? How can it help us.?
I first came across the concept of constructivism when I was studying for my Master’s degree. I have heard very little about it since and in the therapeutic world little is said about it. However, for me it had a certain appeal. It tries to answer a fundamental question. How, does the mind organise its knowledge? At this stage whether that knowledge is factually correct or not is irrelevant. Whether it is as an individual, therapist, or one in therapy, if we can perceive ‘the building blocks’ of knowledge’ we can then develop a further understanding that is able to give an insight into a number of cognitive processes and situations.
A mental construct can be defined as an internal representation or framework that we create to make sense of our experiences, thoughts, and emotions. It is implied that learning is an active process, and that knowledge has to be constructed rather than be handed down genetically or absorbed passively. It is through these constructs that we organize and categorise information, identify patterns, form beliefs, shape our understanding of the world and reality make sense of the world and give it personal meeting. This theory suggests that learning is not simply about acquiring information but rather involves actively engaging with the environment and new ideas and integrating them into existing mental constructs.
It assumes that previously learnt knowledge lays the foundations of the next layer of knowledge. A useful way of thinking is that it is like a brick tower. Subsequent bricks can only be laid down on those bricks that are well established. 
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Picture 1. An edited AI image of a brick tower. Knowledge is similar. Knowledge has to be built on previous knowledge. Picture 2. An AI generated picture of things that we can eat.
The formation of a mental construct is a complex process influenced by various factors such as personal experiences, cultural background, social interactions, and individual perspectives. As we encounter new information or stimuli, our brains actively engage in constructing meaning by connecting it to existing knowledge and beliefs. This process allows us to categorize information, identify patterns, and make sense of the world in a way that is meaningful to us.
How does it work in practise? Let us look at the AI generated Picture 2 containing a lemon, a corn on the cob, two oranges and three carrots. Imagine that we have no knowledge whatsoever, such as a new-born baby. At first the picture and image would probably be meaningless, but we can look at it in detail and ascertain certain things. We can see that there are these things that appear to be orange in colour and those that are yellow in colour. We can see that there are objects that are broadly round in shape and those that are broadly elongated. We can see that there is one broadly round yellow object, one broadly elongated object, two broadly round orange objects and three broadly elongated orange objects. From these things we can start to learn about colours, shapes and numbers. We learn the concepts by making the comparisons of the opposites. In time we will learn that all these objects are things that we can eat and they are very different to those things that we cannot eat. We will also learn that each will have its own name, that the oranges and lemon are fruit and that the carrots and the corn on the cob are vegetables.
The theory of constructivism has different types or variants.
Social constructivism emphasizes how social interactions shape our construction of knowledge by highlighting the role of culture, language, and social norms in shaping individual perspectives. Social constructivism shapes society and allows shared concepts to exist that would otherwise collapse human society. For example, to ensure there is order, the concept of a bank as being a safe place where one can keep one’s money and draw it out when required has to be agreed by people, the bankers and financial regulators, amongst others. 
Cognitive constructivism focuses on how individuals use cognitive processes such as problem-solving, reasoning, and critical thinking to build their mental constructs. For example, in the 18th Century a good approximation of the distance from the Earth to the sun became known by using the well-established constructs of geometry and measuring angles to the sun from different points on Earth. Another example was by Francis Crick and James Watson when they worked out the configuration of a Deoxyribonucleic acid (DNA) from an x-ray crystallography spectrograph image taken by Rosalind Franklin and the already established that the DNA bases are in pairs. An example closer to home literally, would be to arrive back from work to find that neither my wife nor the dog are in the house and to conclude that she has taken the dog for a walk.
Radical constructivism asserts that knowledge is entirely subjective and constructed based on an individual's unique experiences. This view suggests that each person's reality may differ from others due to their distinct experiences and interpretations. It would explain why in the UK the better off financially tend to vote for economic policies that give people more money in the pocket whereas the less well-off will tend to vote for a more equal distribution of wealth with an emphasis on providing universal services. It also highlights the established concern when internet algorithms make suggestions that are in keeping with our previous choices. This may not be a problem if after purchasing on-line one cookery book, we then subsequently see adverts for three more and an invitation to an on-line cookery course with 70% off. It is a problem when 2 different social groups each choose information sources of their own political persuasion closest to their own and exclusive to the other. The unique experiences of each individual in the one group will be similar, thus having shared norms, but will be alien to the shared norms of the people in the other social group.
Anything that can be conceptualised will have a mental construct. This includes concrete nouns, e.g. an apple, abstract nouns, e.g. compassion, and verbal nouns, e.g. walking. All parts of speech will have their constructs, e.g. the word ‘and’ is a construct that has a meaning of bringing together two other constructs. Even the emotions all have constructs within the mind.
When we talk about constructs, we need to fully appreciate that these constructs are understood, purely from the personal viewpoint. Each construct within the person is unique. It would not make sense for there to be two constructs the same. It is also important to appreciate that even constructs that share a name between two people are probably unique For example, purple can be described as indigo, lilac, plum, violaceous, magenta, amethyst, amaranthine, periwinkle, grape, lavender, wine, violet, pomegranate, heliotrope, orchid, perse, and each term having a different shade. The construct names are socially agreed. They are not the constructs themselves. Some constructs do not have a name. You will recognise this if you have a concept of an idea, but you cannot put it into words. For some people who are multilingually highly proficient, they may have the construct named in one language but there is no equivalent in another. 
Regarding the constructs of emotions, there is a question that has caused some discussion amongst researchers. Are the constructs of an emotion, any emotion, just a name given to the reality of what is felt and perceived? This would be the termed the classical view. Alternatively, is the constructionist view. Does the mind itself construct the emotions, and if so to what degree? 
The classical view is that emotions are a set of physiological and psychological changes that have evolved over a period of eons but influenced by social and environmental factors to give Homo sapiens and its evolutionary predecessors a survivability advantage. The mental component is very closely associated with the parts of the brain called the amygdala, the insula cortex, and the periaqueductal grey matter of the midbrain.
The constructionist view is that an emotion is the outcome from extra corporeal sensory inputs and intra-corporeal feelings which when interpreted in the light of current circumstances gives meaning to the situation thus informing the individual of the nature of the circumstances. are not reactions to the world. 
As an aside, this debate has implications on the philosophical notion that perhaps the world is not real, but that everything is constructed within our minds, and we project that worldly creation to see it outside of ourselves.
The theory of constructivism has practical applications in the fields of education and psychotherapy. In education, educators can utilize this theory by creating interactive learning environments where students are encouraged to actively participate in constructing their own knowledge rather than passively receiving information.
In psychotherapy, the theory of constructivism is not usually actively explored and developed into a formal therapy. Rather its principles, perhaps even without the realisation by therapist or client, may be utilised for the patient’s benefit. For example, in Cognitive Analytic Behaviour (CAT) patterns of responses, emotions and behaviours may be explored allowing for personal insight that may then proceed to better, more informed, more suitable, and healthier constructs to be absorbed as replacements. 
So, to summarise and conclude, there are several aspects of the constructionist viewpoint that I like and that can be usefully applied. I think it is not that we have to choose between cognitive, social, or radical constructivism; nor that we have to choose between the classical and the constructive view of emotions, like many times in mental health and psychology when many opinions abound, they can all be correct. It is knowing which to apply under which circumstance. And when. There are several benefits. It confirms that mankind is both an individual animal and a social animal. We are both; and both of these aspects are important, and both need to be fortified.
Furthermore, the idea of cognitive constructivism is in keeping with the idea that one person cannot know what another is going through unless they themselves have faced the same or similar situation. For example, only a person who has never been depressed will be callous enough to tell somebody who has “snap out of it.” We can hear or read about the experiences of another, so we can know about it in one sense. But unless it is personally experienced and it is something from which we can recover from, there is no substitute for experiential learning.
From the personal point of view, we can imagine each construct like a brick and the totality of the person’s knowledge being like the tower. We have a metaphor by which we can mentally picture what is happening to the person in terms of their own personal constructs. From linguistics we know emotions have meaning and the meanings are specific. We can therefore utilise the meaning as an attempt to interpret a person's distressed psychological state. This may be for personal self-development or with the help of the guidance from a life coach or therapist. 
Scripts and Roles
In our complex and dynamic lives, we play various roles that shape our interactions and relationships. For a 40 year old woman, these roles are likely to include being a daughter to aging parents, a wife, a mother to several children of different ages, a worker, a good support to friends; and then more optionally a charity supporter, a student studying on a career developing course, a health club member etc.  Each one of these roles helps the mind to generate the very important construct of the self-image. This somewhat detailed construct not only includes our roles, but also how we see ourselves in terms of our mood, personality, personal preferences, attributes, behaviours, hopes, ambitions, and our place in the world. It is perfectly possible, indeed may even be more frequent than people realise that the way we see ourselves is very different to how others see us.
Constructing a self-image is no different to the creation of other constructs. They develop from a mixture of innate factors such as personal experiences, and character attributes and strengths; and environmental influences such as parental guidance, expectations, and societal norms. For example, it is no surprise that some families have a preponderance of certain career choices, with both the genetic and the parental components contributing.
Our personal life script includes our sense of our national identity and the peoples we associate ourselves with. It includes our sexuality, culture, faith, and religious beliefs and sense of morality. Sometimes, depending on what they are the life script can present us with internal conflicts. People can be part of a minority within the majority. A person can be of one social identity group with national laws against that group. For example, blacks when living at the tie of South African apartheid, or homosexuals living in a theocracy where homosexuality is still considered punishable by law. In terms of national identity, a person can find themselves on the wrong side of an international conflict with their nation fighting a war that is unjustified. Or they may find themselves in a conflict in which their own nation is sending drones, rockets, and missiles at their relatives in another country. Transgenderism is the consequence of resolving the conflict between the physicality of one gender and the mentality of another. By comparison with transexuals who may say that they were born into the wrong body, I have heard it said by one potential religious convert, “I feel I was born to parents of the wrong religion.” 
Unlike other constructs, the self-image construct is more prone to being influenced to life events that personally affect us. As a counter example the construct of a table as a flat surface able to support itself, at a convenient height for placing objects on and for sitting and standing next to is well understood. Auntie May’s old dining table will always be Auntie May’s old dining table until it becomes Auntie May’s broken dining table, but then the construct has changed.
With emotions, we feel better about ourselves when either we have had good news, or we have achieved something. The converse is also true, feeling worse with bad news and failure. When an emotional state persists, for a long time, for example guilt that does not go away, the construct within the head is unable to see the distinction between self with guilt and self without guilt. The hope and anticipation of recovery, that is relief from the unwanted emotion fades and the self-image construct therefore evolves into having guilt as part of the self-image and the person sees themselves as a bad person. This taking the emotion and incorporating it into the person’s persona is called internalisation. The person’s self-esteem, that is their sense of self-worth is damaged, and they have a lowly opinion of themselves. Similar occurs with longstanding anxiety and/or depression also leading to internalisation of the emotion and an undermined self-esteem.
Internalisation and the loss of a person’s self-esteem have clinical consequences. The first is to reverse the internalisation by a technique by the not altogether unsurprising name of externalisation. The client is to understand that they and the emotion are not the same, and therefore they can exist without the emotion. Once achieved the emotion may be addressed and managed. But having a poor self-esteem has other consequences. The person feels unworthy to feel better, is self punishing and self-sabotages by not attending the next appointment.
In tandem with the creation of the self-image is the personal life story. The life story is sometimes referred to as a myth, life myth, or personal myth with the word ‘myth’ being used in the sense of it being a story that is generated. It is clearly not fiction as it is based in reality. It is rooted in the person’s past but more importantly contains extrapolations and prognostications of the personal future. It is a script that the person has written for themselves and is like a blueprint giving the person a direction to follow in life. 
We all ask ourselves, even if is only at the sub-liminal level, “What is the purpose of life?” We generate a story of how we envisage life unfolding and we live according to that life story. The story of Mark Victor Ian Bentley in Chapter 5 is a case in point. The life story helps us to focus on what is important.
Two real life examples, both are survivors of the holocaust. The first is Simon Wiesenthal who after the second World War made it his life’s plan to bring Nazi war criminals to justice. The second, is Victor Frankl who when in the camps achieved survival based on projecting his future beyond the camps by publicising how he survived. By 1946 the first edition of his book ‘Man`s Search for Meaning’ was published. Interestingly both men lived well in to their nineties with Viktor Frankl living beyond his 92nd birthday and Simon Wiesenthal 5 years longer. Anecdotally this is good evidence that despite them being severely traumatised, both physically and mentally, in both cases, they were able to make a full recovery and using their experiences with purpose, they were able to drive themselves forward fulfilling a role, that neither expected in 1935.
Did they survive, because they had a well-developed sense of purpose? I would argue that it gave them both the potential to survive. Clearly, if their number was up, and I mean it literally in the sense of their camp number being on the list for execution, there is little they could have done, but a projected future of survival and how that future would unfold may well have kept them physically and mentally strong for them not to be seen as expendable. But I suspect that there were also others with similar plans, who never had the opportunity to achieve fame, who may not have been so lucky. 
A more recent example of the idea of a life story is that of Sidney. On this occasion it is his real name. I never spoke to him. Rather I was on a mental health leadership course organised by the Department of Health in the UK. There was a presentation, and he was one of the speakers. He gave his time for one of the mental health charities as he had lived experience of mental illness. He was very open about it. I think he will be pleased to know that his words on the day made an impact. The story of Sidney is in Box 1. It is adapted from my notes taken at the time in 2014.
In 1996 he left Zimbabwe where he had been working as a journalist, for the UK full of hopes and dreams His plan was to travel ahead of his family. He could not find work except as a security officer being paid £2.00/hr. He enrolled at college on a journalism course with a view to retraining his journalism. There was no State funding and he had to keep his poorly paid job. This left little time for sleep, even at the weekends. Punishing schedule caused 1st breakdown and in March 1997 he was sectioned under the care of the mental health act.
For recovery and rehabilitation, he was sent to a day centre. He tried telling the staff that he wants and needs to go back to work. “Forget journalism”,’ he was told, “It is too demanding for your condition.” There is a table to keep yourself occupied. It was like he had been told that at age 29 he should consider himself retired. They ignored his culture and his background.
From his perspective, the fortunate thing was that the deep depression and hopelessness were more due to the situation he found himself in than the illness. Thus, on recovery, it made him feel more determined. He would not leave the house and his curtains were constantly drawn closed. The consultant did not know him, or understand him, or help him understand. He was told that recovery was about the taking of medication. There was nothing about hope or what he wanted. They did not know his name. These were the darkest years, there were 4 of them. 
In the area where he lived there are 2 consultants allocated according to the GP surgery. In order to change psychiatrist, he need to change his family doctor. 8 years later he did. The new psychiatrist, she listened to what was important, not the illness, but the person. For over an hour she listened. For example, the previous consultant had him on Haloperidol and he said not to change because it is what works best for him. The new psychiatrist helped him to restore hope, gave him a new confidence and a new sense of belief that he was not doomed for the scrap heap of life.
Within 1 year he was back at work and feeling in control of his life. The new psychiatrist felt why not return to journalism. In the 10 years since, he has had mini episodes, but no single admission. Sleep is an issue. Going 1 night without sleep is okay, A second night and he knows he will relapse. When younger, and he would feel unwell, he would run away, now he would seek the specialist early. 
His family, brothers and sisters stood by him. He became part of a peer group, The Afro and Caribbean Tower Hamlets support group. They published a book around black history during slavery. There were 5 authors who came to England. He said that all these things help more than being tucked away. He needed to get the word out there about attitudes in mental health and what helps and what does not.
What did not work was tokenism, the professionals telling him what to do. They saw the illness rather than anything else. He is doing things again. He is not a journalist now. He has found a new passion and it is mental health and what keeps people down. That is his new purpose is fighting stigma. Patients need to be listened to because they will know what is best for them.
He finished with a metaphor. Living with a mental illness, unlike a broken leg which is a bit like waiting for the storm to pass, it is about learning to dance in the rain.
Box 1. The story of Sidney
There are many facets to the story of Sidney, and I will be coming back to it again in other chapters to highlight other aspects. Sydney's final diagnosis was hypomania or mania and bipolar disorder. In the acute phase mania has a psychotic presentation when the individual has lost contact with reality. Because it was not stated in his presentation, it is not clear to me whether Sydney had any local support in the UK at the time that he initially presented to the medical staff treating him. If he presented alone, or for example had been found by the police, I can envisage that there would have been very little collateral history. Sydney would not have been able to have given the doctors a coherent story. It is plausible that in the light of subsequent events, he may not be able to recall how he ended up in hospital. This would have made the initial diagnosis and treatment of Sydney quite challenging.
There are three points worth bringing out now with respect to life’s roles and the life script. The first is that the original psychiatric specialist did not appear to appreciate was the psychological importance of Sydney’s own life story. Disparage it, even if well intentioned, rendered Sydney without a meaning in life and therefore without a perceived future. Having lost hope it becomes very difficult for Sydney to be able to drag himself out of the depression.
The second is that Sidney’s original script rendered him susceptible to trauma from the stress of moving to the UK, at least not without much preparation which he did not appear to have. He was not the first and he will not be the last to underestimate the stress and vulnerability that can arise from moving to a new country.
The Third is that life’s roles can change. Major traumatic events can and do influence the personal myth. For example, those who have been at the receiving end of child abuse or domestic violence will very often become active campaigners for children’s and women’s rights respectively. It is a reflection of the poverty of mental health services that Sidney’s life story now includes campaigning for mental health rights. 
There is no reason why these personal scripts cannot change overtime. It may be interesting to look at aspects of my own script and what has led me to this point that I am now writing this book. I have put this into box 2.
During my school years I never really had a plan or a vision for the future. I can remember frustrating a school careers advisor when he asked me what career did I want to follow. My repeated answer was that I want to go to university. “Yes, he would ask, but what do you want to do with your life once you have finished University?” “I don’t know.” The parental messaging that I received made it seem that University was a natural progression after primary school and secondary school. My mother wanted a doctor in the family and I was her last chance of fulfilling this ambition of hers, I had nothing to oppose it with and being a doctor sounded okay. So, with A Levels that were good enough, I was off to medical school. 
My interest in Psychology first manifested itself when I was contemplating, taking an intercalated year, that is an extra year of study between the 2nd and 3rd years and obtain an interim degree. My mother was having concerns that I would take the year out and want to be a psychologist rather a doctor. I allowed myself to be persuaded by her. An argument that made it easier to decline that option was that the degree obtained would only have been an ordinary degree rather than one with honours. The psychology degree could wait.
So it was, five years of medical school and one year of house jobs the next career decision choice needed to be made. Becoming an accident and emergency consultant seemed OK. Working in the casualty department was probably one of them oh more fulfilling times for me in medical school. For this I needed postgraduate qualifications. One way was that I needed to pass both parts of the examination to become a member of the Royal College of physicians. With three attempts out of four permitted at passing the Part 1 examination and my first attempt being the least unsuccessful a change of direction was required. I was beginning to feel about myself that I was more of a generalist having a broad range of knowledge and I was more interested in the unusual presentation of the common rather than then somebody who had highly detailed knowledge in some small aspects and took pleasure of making rare unusual diagnoses. My path towards becoming a Family Doctor took hold. This was definitely a case of when one door closes, another more suitable door opens. 
The big give away that within General Medical Practice my developing interest was in Mental Health became clear when patients with complex problems would be invited back for a long discussion after surgery had closed. 10 years into practice and when seeing myself head towards burnout, I took a sabbatical to obtain my master’s degree in health psychology, a far improvement on the ordinary degree, I would have had. As my career progressed over the next 20 years, career choices were in the general direction that my balance between physical health to mental health scenarios moved in the direction of the latter. For the last 10 years before semi-retirement an interest in how mind and body interacted with each other developed. 
Through a mixture of personal study and general observation I was beginning to work out my ideas of what would constitute good mental health, both from a client’s perspective and from the professional viewpoint. Like Sydney, but from the outside, I was observing systemic inefficiencies and a mentality that despite dedicated caring clinicians was still leaving clinical mental health practice far behind from where it should have been. I needed to express myself. The culmination is this book.
 Box 2 A brief summary of my Personal life myth
If we compare the two life scripts, Sidney’s is more revolutionary with its marked change arising from the trauma of the mental illness and its sequalae. Mine is more evolutionary, with future courses of action developing out of experiences and observations. When I look back at my life script, or rather its lack of detail when I was still in high school, I can see that it is easy to be persuaded to go down a route with a particular course of action. In my case and with my parents only wanting the best for me there was no substantial risk of my life falling apart like Sydney’s. In other circumstances one can see how a lack of direction for some people would leave them vulnerable to being led down a path in life that one day they would subsequently regret.
As with many chapters in writing this book, I have tried to gain a sense of the current position of the academic evidence. I specifically asked myself the questions, at what age does this life script first develop and when does it become meaningful rather than just be fanciful, or a reflection of the child’s imagination or immediate experience? The specific project that would help answer such questions is for a researcher to carry out a longitudinal survey starting with for example one hundred 5-year olds and every 2 years until they are 23 or 25 asking them the same questions based on what do they think will be their future. Emotional development like physical development goes through steps and how and when does the life script manifest itself? Stages?
Unfortunately, most of the ideas and work around scripts comes from discussions of clients in therapy. William Cornell summarises the arguments in 1988 quoting from the papers and works of Sigmund Freud, Eric Berne, Eric Erikson, Fanita English amongst others. However all that he has said then is probably valid today 
Surveys of career choices and expectations in high school pupils which could give an indirect indication to scripts do not provide any numbers of those pupils without opinions or vision. The closest to a cohort is the BBC Up-series starting with 7-Up and its most recent presentation 63-Up. This was looking at 14 individuals, how their lives developed in contrast to their aspirations, at regular 7 yearly intervals. Despite there being only 14 original interviewees and the interviewees were asked questions relating to their gender making a direct comparison difficult, it does give some further anecdotal evidence to the presence of a life script.
If I include my own clinical observations, I think that the life script is another area where insufficient attention is paid by clinicians, hence its importance. Sidney’s first psychiatrist is a good case in point.
A question that I would quite often ask a client after they have given me a summary of their problems, was what plans have they for the future, or how do they see themselves in the next three to five years. I would of course have been selective to whom the question was asked, but the number of times that I received an, “I don't know,” reply, was somewhat surprising. 
“Everybody needs direction,” I would respond. I would then go on and describe the metaphor of the sailing ship. If the captain knew his destination, even if he had to sail against the wind or there was a storm, he would still know how to set course even if it would mean either tacking the ship or even bringing down the sails and battening the hatches. Otherwise, without direction the ship could be blown onto the rocks. The therapeutic challenge was that what was there for the patient to look forward to and be motivated to recover.
So, taking everything into account, to try and summarise what we know about the personal scripts, I think it would be fair to say the following: 
For a person to have a Life scripts, it is normal. I would go further, it is even an essential feature of a person’s psychological well-being. It is necessary to give the person direction and meaning in life. Adverse life events may be better managed and coped with them.
The life script clearly is not static. There must obviously be a period at the start of life when the person, the child is without a script. There comes a point when the ‘first draft’ is written. There is a thought that perhaps it will only arise when the young person is stressed and when only a decision needs to be made. My own life script emerging later than that of my peers would support that notion. However, it is equally plausible that within the young person’s environment they emerge quite naturally when ready. I had a life script, it did not include career options beyond University. I was simply a late developer. The life script develops as we grow older. It can adapt over time, indeed at times when circumstances change, it must adapt. 
Whether it is as family physician or psychologist, understanding the client’s life script and working with it is important, even at the end of life. I am not so much talking about a terminal cancer situation which is more specific and potentially will require intensive nursing care. Rather I am referring to a person who is infirm but still can be expected to enjoy three or four more years. Good clinical practise within family medicine is that there should be a discussion with the person about the wishes and fulfilment of their personal needs while they are still alive. The discussion would include such matters as where the person will live. How and when will they see their family? What social support network will they need around them? How often will they be out and about? And how? How will they follow and take part in the things that still interest them? The discussion is about living, not dying.
Another conversation that the medical practitioner may need to have is with a person who has early Alzheimer’s Disease and they are still driving. Why must they drive? For example, to see the grandchildren. Take a taxi. It will be safer and cheaper. 
Sometimes the life script can give the person enough mental resource to achieve a final specific ambition, allowing the soon to be deceased a final happy memory. This could for example be the attendance at the marriage of a grandchild or seeing a newly born great-great grandchild.
Ego States
There are aspects of this self-image that we may not even be aware of. For example, why may we react to one person in one way and to another in a totally different manner? To answer this, I need to introduce the term, ‘Ego state’.
An ego state is like the configuration of the mind in terms of the way we think, feel and behave at any one given time. As an example, a person may come across very differently when he is carrying out his duties in the role of a teacher in high school, to being in the presence of his elderly mother, to being with his mates having a drink in the social club. An example.
Many years ago, when I was still a junior hospital doctor, I was asked a question about one of my colleagues by a newly qualified nurse. “Dr Capek,” she said, “When I work with you, you are as equally pleasant here on the ward as when out having a drink. But Dr Roberts he is charming when socialising, but he is an absolute pain in the neck to work with. Why is that?”
The question took me by surprise, and my answer I felt was missing the point which is probably why I still remember an otherwise fairly trivial conversation 40 years after it took place. I knew that Dr Roberts was ambitious, and he wanted a career in hospital medicine. I said that when he is at the bar with a drink he will be relaxed. But perhaps on the ward the nurse was seeing the manifestation of him being under stress. While I think that this was undoubtedly true, I think that my reply today would have been in terms of Dr Roberts being in a different ego state, because he was in a different role. So generally, we will be in one ego state when we are carrying out one role of our lives and in another ego state when carrying out a different role. 
But ego states do not only change according to the roles we are in. As the nurse from all those years ago testified, we can have different ego states in the same role but in the presence of different people. And yes, relative to Dr Roberts she paid me a very nice compliment. But our ego states can change when we receive good or bad news. It can change when watching a film. 
Transactional analysis is a therapeutic framework within mental health that looks at some of the roles that we carry out in life. The broad theory is that we can exist in one of three ego states. These are the Adult, Parent, and Child.
The Adult ego state represents rational thinking and responsible decision-making. It is the part of us that analyses a situation objectively and responds in a mature manner. Taking responsibility for our actions and choices is crucial in this role. 
The Parent ego state reflects learned behaviours, values, and attitudes passed down from authority figures such as parents, teachers, and other caregivers. In this role, we may exhibit nurturing or controlling behaviours towards others based on our own experiences. An up-bringing from an authoritarian figure, is likely to have adverse repercussions when the person themselves is in a position of authority, for example as a manager in a busy office.
The Child ego state represents our inner child. It embodies emotions, spontaneity, and creativity.  - the part of us that can be playful. The child ego state can sometimes be the part of us that needs to be cared for. Problems in childhood that re-emerge in the adult will do so within the child ego state. Therefore, it may also represent rebelliousness or insecurities. It is important to recognize when these childlike tendencies are appropriate or when they may hinder personal growth and be problematic to the self-and/or others.
Under normal or usual circumstances, two adults should relate to each other with both in adult role. However, this is often not the case, when one acts as parent over the child. For example, when one adult becomes ill and becomes childlike, the other has to take on the responsibility of supervision and be adult. Occasionally I would hear a story of role reversal with the child having ‘lost’ their childhood, as they had to be the ‘parent’ to their own parent, who could not take responsibility for their own health issues never mind looking after the child.
Schemas
When I am describing schemas, I am referring to behavioural schemas, that is patterns of behaviour. These patterns are sequential. Most are quite normal. For example, when making a cup of tea, does the person routinely go to the caddy with the tea bags or loose leaves. Do they make it in a pot or in the cup. If they take all three, in which order do they put in the tea, milk and sugar. The next time you put your shoes on, just think, are you reaching down to put on the left before the right, or the right before the left.
Because schemas are patterns of behaviour that have become automated, they explain why we have the ability to walk while chatting to another on the mobile telephone. If on the same walk, you realise you ‘forgot’ to turn left because you usually continue straight, that is the schema in operation not being overridden. Schemas such as these can be described in common parlance as ‘muscle memory’.
It is schemas that result in religious observance without the need to actively think what it is that should or should not be done. It is also schemas that make it more of a challenge to take on new ideas and habits when compared to the person who already is following those same ideas and habits.
It is schemas that make people predictable when they do the same thing under the same circumstances. Two patients readily come to mind. The first whose regular greeting schema was “Howdo!” The second whose opening remark routinely was “I am on the free list, Doctor.” It was her way of saying that she was feeling really bad and if I did nothing about it she would die. Her reference to the free list related to a hospital visiting policy that relatives of the very sick and dying could freely visit their loved ones. 
In the same way that we have schemas when healthy, we can have schemas for illness. Let us take two people with similar conditions. The first one stays in bed, in pyjamas, and encourages others to wait on them. The second may deliberately opt for showering, dressing and coming downstairs in order to try and feel more normal. There is no single right way of doing it. It is what it is. 
Within psychological practice, schemas may manifest themselves in two broad areas. They may reflect other psychological conditions, or they may be maladaptive responses to stressful situations. 
Take the former situation, in a client who has Generalised Anxiety Disorder, a good question for a clinician to ask is not “What happens to you when you are anxious?” but, “How do you do anxiety?” If there is an initial blank response because the question is not understood, a follow up question, could be “when your anxiety is bad, how would somebody else notice?” 
The “How do you do anxiety?” question implies that the client has a degree of responsibility and can therefore change what they are doing. But in the context of schemas, it encourages the client to look at their own behaviours. Typical responses may be, “I pace the room,” or “I cannot concentrate,” or “I sweat”, or “My wife notices that I am not listening to her.” In response to the follow up question of “What do you do when you are calm or not anxious, or when you were not anxious in the past?” helps the person to see the contrast between their personal schemas when anxious and when calm. The latter can be encouraged through techniques such as mindfulness, which will help develop the skill to move the focus of the mind away from the anxiety to the calmness.
As an aside, I am going to be arguing in a later chapter that the opposite of anxiousness is not calmness but confidence. Using the word ‘calm’ is preferable in this situation as the last thing that the person with anxiety feels is confident, but calmness will imply that the anxiety calms down. 
When it comes to maladaptive behaviours, again there are two broad areas. The first is substance abuse and addiction. I am including cigarette smoking. They each have their own associated schemata such as buying the cigarettes. There are associated routines of when smoking, such as how to inhale, having a drink, socialising, going into one of the smoking cabins etc, Finally the putting out the cigarette, cleaning the ash tray, etc.
The second area of maladaptive behaviour stems from childhood. When the child has been traumatised and had insufficient support to return itself back to emotional balance, it has had to develop schemata so that to some degree it may be able to function. Some of these maladaptive schemas are belief constructs, such as “I deserve to be punished.” Or “If I keep myself to myself, I will not be bothered by others.” Or, “I am the way I am and can do nothing about it.” Schema therapy is a specific therapy, that explores these schemas and helps the client to understand themselves in the hope that they can be modified and in time allow the maladaptive schemata to become extinguished.
In summary
What I have tried to do in this chapter is to present ideas of what is happening inside the head. Included is some of the mind’s organisational structure that can be utilised later when describing psychological therapies. Although these matters have science behind them, I am not endeavouring to be scientifically pedantic. Rather it is more important to present a framework that will allow the client or the would-be therapist to understand the aim of therapy and how it is to be attained. If this needs to be achieved through metaphor, such as the tower of bricks as the conceptualisation of how the mind organises knowledge, then that is all to the good.
A Construct is the basic unit of knowledge that is held by the mind. Each construct is unique. A Script or personal myth is the complex construct that describes how we see ourselves, including our roles, the expectations that we have for ourselves, the meaning that we give to life and our status relative to others. An Ego state is a person’s frame of mind that is manifest at a particular time and includes all the expressed constructs including the constructs of thoughts, emotions and behaviours. Schemas (Schemata) are the sequential patterns of thought, emotion, and behaviour that a person follows. Each of these have evolved and developed to maintain health, but under certain circumstances, may become unhealthy. are essentially healthy,
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Still need to add in
Constructivism

constructivism

Updated on 04/19/2018
n. the theoretical perspective, central to the work of Jean Piaget, that people actively build their perception of the world and interpret objects and events that surround them in terms of what they already know. Thus, their current state of knowledge guides processing, substantially influencing how (and what) new information is acquired. Also called constructionism. See also social constructivism. Compare direct perception. —constructivist adj.
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