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Abstract

Although recovery from borderline personality disorder (BPD) is common, not

all individuals improve over time. This study sought to examine the features

that contribute to response or non-response for individuals at different stages

of recovery from BPD over a longitudinal follow-up. Participants were individ-

uals with a diagnosis of BPD that were followed up after 1 year of receiving

psychological treatment. There were no significant differences between partici-

pants at intake across key indices; however, at 1-year follow-up, two groups

were distinguishable as either ‘functioning well’ (n = 23) or ‘functioning
poorly’ (n = 25) based on symptomatology and functional impairment. Partici-

pant qualitative responses were analysed thematically and via Leximancer con-

tent analysis. Thematic analysis indicated three key themes: (1) love of self

and others, (2) making a contribution through work and study and (3) stability

in daily life. Participants who were ‘functioning well’ described meaningful

relationships with others, enjoyment in vocation, and described less frequent

or manageable life crises. The ‘functioning poorly’ group described relation-

ship conflicts, vocational challenges, feelings of aimlessness and purposeless-

ness, instability in daily living and frequent crises. Leximancer content

analysis visually depicted these divergent thematic nomological networks. Cor-

roborating quantitative analyses indicated significant differences between

these groups for social, occupational and symptom profiles. These findings

highlight the centrality of achieving the capacity to ‘love and work’ in foster-

ing a sense of personal recovery. Treatments may need specific focus on these

factors, as they appeared to reinforce symptomatic trajectories of either

improvement or poor non-response to therapy.
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BACKGROUND

Lived experiences of borderline personality
disorder

Borderline personality disorder (BPD) is a complex and
challenging mental illness, often characterised by signifi-
cant psychosocial impairment and high service use
(Lewis et al., 2018). Recent studies show individuals with
BPD are over-represented in mental health care settings,
representing up to 12% of outpatients, about a quarter of
inpatients and almost 30% of forensic patients (Black
et al., 2007; Ellison et al., 2018; Lewis et al., 2018). Mor-
tality rates are also significantly higher than the general
population, with up to 10% of patients dying by suicide
(American Psychiatric Association, 2000).

Like other mental illnesses, much of the personality
disorders literature focuses on diagnosis, symptoms and
treatment outcomes, with a smaller number of studies
focusing on the experiences of individuals with BPD
(Ng, Carter, et al., 2019). With the increasing interest in
recovery, the study of the lived experience of BPD is crit-
ical to progressing the field. To date, the small body of
qualitative literature exploring the experiences and per-
spectives of people with BPD have focused on life histo-
ries and trauma (Holm et al., 2009), daily life
(Spodenkiewicz et al., 2013) experience of the BPD diag-
nosis (Courtney & Makinen, 2016; Horn et al., 2007;
Sulzer et al., 2016), service user perspectives
(Fallon, 2003; Morris et al., 2014; Ng et al., 2020;
Redding et al., 2017; Rogers & Acton, 2012; Rogers &
Dunne, 2011; Stapleton & Wright, 2017) and more
recently the emerging area of recovery (Gillard
et al., 2015; Holm & Severinsson, 2011; Katsakou &
Pistrang, 2017; Lariviere et al., 2015; Ng et al., 2016; Ng,
Carter, et al., 2019; Ng, Townsend, et al., 2019). How-
ever, few studies have explored the lived experiences
and perspectives of individuals with who are at different
stages of recovery to understand some of factors that
may contribute to outcomes. Central to this understand-
ing is the contributions of ‘love and work’. As Tolstoy
argues, ‘One can live magnificently in this world if one
knows how to work and how to love, to work for the
person one loves and to love one's work’ (Troyat, 1967).
For individuals with BPD, difficulties in relationship and
vocational functioning often feature in their lives (Miller
et al., 2018).

The field of personality disorder has evolved consider-
ably, particularly with the growing body of evidence for
improved health professional attitudes (Day et al., 2018)
(albeit stigma still remains; Ring & Lawn, 2019), as well
as the development and availability of evidence-based
treatments (Bateman et al., 2015) and improved

treatment trajectories (Biskin, 2015). Yet at present about
a half do not respond to current treatment after about a
year of therapy (Woodbridge, Reis, et al., 2021;
Woodbridge, Townsend, et al., 2021). Thus, a more
nuanced contemporary understanding of the lived experi-
ence of BPD is required.

The current study

More often than not, the daily struggles of individuals
with BPD extend beyond the experience of symptoms.
Meta-synthesis studies of individuals living with serious
mental illness show relationship and occupational func-
tioning are often impaired, and similarly many people
who live with serious mental illness have difficulty meet-
ing their basic needs, such as access to adequate physical
care, and maintaining stability in finances and living situ-
ations (Kaite et al., 2015; Zolnierek, 2011). These factors
are related to an individual's symptom severity and pre-
sentation, quality of life (QOL) and opportunity for recov-
ery. With the growing emphasis on recovery-oriented
care, particularly in the BPD literature and practice, rec-
ognition of the difficulties in daily life is critical to offer-
ing a more holistic and person-centred approach to
treatment. The current mixed methods study aims to
undertake a longitudinal follow-up to compare and con-
trast lived experiences of individuals living with BPD
who are at two different stages of recovery to discover
some of the factors associated with their differential
outcomes.

This study aims to explore the lived experiences of
individuals who are functioning well, compared with
those who are not. With consideration of the relevant lit-
erature (e.g., Zanarini et al., 2018) and in consultation
with clinicians experienced in BPD, a set of criteria were
developed to classify participants into two groups based
on level of functioning.

METHOD

Procedure

Participants were individuals with BPD (American Psy-
chiatric Association, 2013) seeking treatment at their
local mental health service. Prior to entry into the study,
patients underwent a structured comprehensive assess-
ment and clinical diagnosis by trained mental health cli-
nicians using a standard protocol (New South Wales
Department of Health, 2001). Patients flowed through a
stepped model of care (Grenyer, 2014), described else-
where (Grenyer, 2013; Grenyer et al., 2018). Briefly, the
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initial intake diagnostic interview (usually in acute set-
tings) was generally followed by referral to a personality
disorders brief intervention clinic designed to plan care
(Project Air Strategy for Personality Disorders, 2015). At
the brief intervention clinic, patients were invited to par-
ticipate in the study and provided written informed con-
sent following institutional review board and hospital site
approval. Patients were then referred to longer term psy-
chological therapy in a public, private or not-for-profit
non-government community mental health setting as
indicated (Huxley et al., 2019). Participants were inter-
viewed in the community after 1 year by a trained
researcher psychologist, separate from the mental health
service.

The interview at 1-year follow-up was semi-structured
and included a combination of open-ended questions and
questionnaires. Specifically, participants were asked to
give an open response to the following questions: ‘I'd like
you to talk to me for a few minutes about your life at the
moment—the good things and the bad—what is it like
for you?’, and ‘Who is the main person supporting you at
the moment, what sort of person are they, and how do
you get along together?’. The interviewer gave prompts
(e.g., ‘What about the good things’, ‘what about the bad
things?’, and ‘can you give me an example’). These are
standardised questions routinely administered as part of
a content analysis paradigm (e.g., White &
Grenyer, 1999). Content analysis is the systematic analy-
sis and interpretation of verbal content, based on the
assumption that the nature of individuals' psychological
states is contained within their language, and implies a
representational or descriptive model of language (rather
than a purely functional model) (Viney, 1983). Content
analysis methodology has demonstrated reliability and
validity (Viney, 1986; Viney & Westbrook, 1986).

Measures

BPD symptom severity

The severity of the nine DSM-5 symptoms (American
Psychiatric Association, 2013) were rated (1 = none of the
time, 6 = all of the time) to provide a dimensional under-
standing of symptom experience (Clarke & Kuhl, 2014).
Internal consistency of this approach was excellent
(α = 0.90). Validity was demonstrated in previous studies
of process–outcome (Hashworth et al., 2021; Huxley
et al., 2019; Miller et al., 2018; Woodbridge, Reis,
et al., 2021). The McLean Screening Instrument (MSI)
(Zanarini et al., 2003) cut-off of 7 was used to group par-
ticipants as described below.

The Mental Health Index-5 (MHI-5)

The MHI-5 is a five-item questionnaire from the Short
Form-36 (SF-36) used to assess severity of psychological
distress (Ware & Sherbourne, 1992). Each question
assesses one aspect of mental health: depression, anxiety,
positive affect, loss of behavioural/emotional control and
psychological wellbeing. The MHI-5 demonstrates good
internal consistency with studies reporting Cronbach's
alpha between 0.74 and 0.83 (Cuijpers et al., 2009; Rumpf
et al., 2001; Strand et al., 2003), as well as good sensitivity
and specificity (0.83 and 0.78, respectively) (Rumpf
et al., 2001). In our sample, internal consistency was
excellent (α = 0.86).

The World Health Organization Quality of Life
(WHO-QOL)

We used a brief global item from the WHO-QOL to assess
QOL (‘how would you rate your quality of life?’;
WHOQOL Group, 1998), which has been used exten-
sively and demonstrated good reliability, and construct
validity in psychiatric populations, including personality
disorder (Trompenaars et al., 2005).

Global Assessment of Functioning (GAF)

The GAF is a clinician-rated scale, widely used to evalu-
ate the psychological, social and occupational functioning
on a scale of 1 to 100, where lower scores indicate poor
functioning and higher scores indicate good functioning
(Startup et al., 2002).

World Health Organization Disability
Assessment Schedule

Items H2 and H3 of the World Health Organization Dis-
ability Assessment Schedule (WHO-DAS 2.0) were used
in the present study to measure occupational functioning,
as the WHODAS2 is sensitive to change when measuring
function (Lenzenweger et al., 2007). Item H2 asks: ‘in the
past 14 days, how many days were you totally unable to
carry out your usual activities or work because of any
health condition?’ Item H3 asks: ‘not counting the days
that you were totally unable, for how many days did you
cut back or reduce your usual activities or work?’ These
items are frequently used in studies investigating
impinged vocational function (Keeley et al., 2014; Miller
et al., 2018).
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Developed recovery item

One item was developed in order to understand partici-
pants' subjective view of their personal recovery at
follow-up. This question was asked, ‘Please rate how
much you think you have improved?’ on a scale from
0 to 10, where 0 is very much worse, 5 is no change and
10 is very much better.

Thematic analysis

NVivo

Semi-structured interviews were transcribed and then
qualitatively analysed to explore the everyday experi-
ences of individuals with BPD. Thematic analysis was
used in this study to identify and explore patterns of
meaning in the dataset (Braun et al., 2019). Using an
inductive approach to analysis, the authors familiarised
themselves with the data by re-reading the responses
multiple times. Data were initially free coded, and free
codes were then grouped into emergent themes and sub-
themes using thematic analysis in QSR NVivo, Version
11 (QSR International, 2015). These codes were dis-
cussed, reviewed and agreed upon by the research team.
Following this, a second researcher independently coded
20% (n = 12) of the transcripts against the list of identi-
fied themes. Cohen's Kappa coefficient was used to indi-
cate the level of agreement between the two researchers,
overall and for each theme. The overall inter-rater reli-
ability coefficient was calculated as κ = 0.73, indicating
substantial agreement (Viera & Garrett, 2015), and
κ = 0.5–0.92 for identified themes, indicating moderate
to almost perfect agreement (Viera & Garrett, 2015). A
total of 371 node expressions were coded from tran-
scripts. To allow comparison of experiences for those
functioning well and those functioning poorly, NVivo
attributes were assigned to each case, and subsequently,
responses for each group were compared. Transcripts
coded varied from 113 to 1204 words (M = 428.88,
SD = 244.37) with the average number of words slightly
lower for the functioning poorly group (M = 421.44,
SD = 282.99) than the functioning well group
(M = 434.87, SD = 200.29).

Leximancer

Participant responses were then analysed via qualitative
data software Leximancer, Version 5 (Smith, 2021).
Leximancer is a computer-assisted content analysis pro-
gram used to explore and identify semantic

relationships depicted by a visual map that relates con-
cepts from the text. Generated output consists of maps
relating to identified qualitative ‘themes’ and ‘con-
cepts’. The software analyses text responses according
to an inbuilt word-based dictionary. During analysis,
concepts are formed comprising groupings of word and
word-like instances within a two-sentence parameter.
This includes the combination of words that are similar
(e.g., ‘friend’ and ‘friends’) in conjunction with fre-
quently co-occurring words (e.g., ‘friend’ and ‘happy’).
Words that are not relevant to the analysis or words
with a low semantic meaning (e.g., ‘um’ and ‘yeah’)
were removed from analysis. The resulting concepts are
depicted as dots in the map whereby the proximity of
any two concept dots represent their relatedness and
the size of a concept dot represents its frequency.
Themes, on the other hand, reflect superordinate clus-
ters of identified concepts within the text. The use of
Leximancer in this analysis serves two main functions.
First, it serves to provide a visualisation of the identi-
fied themes, to both summarise and aid interpretation
of qualitative findings presented. Second, it serves to
provide an ancillary analysis to corroborate or contrast
the findings of the thematic analysis (via NVivo). While
NVivo relies heavily on researcher interpretation
(increasing risk of bias), Leximancer is a largely auto-
mated analysis that reduces researcher influence (but
also limits the process of meaning making). As such,
the use of both approaches in conjunction serves to
address the limitations of either used in isolation
(Sotiriadou & Brouwers, 2014). Leximancer has demon-
strated reliability and validity (Smith &
Humphreys, 2006), with utility in research designs the-
matically comparing between groups (Day et al., 2018).

Allocation to groups

Individuals were allocated to the group functioning well
group if they met all four criteria at 12-month follow-
up: (1) scored 71 or above on the GAF (Zanarini
et al., 2018); (2) scored below the recommended clinical
cut-offs for the MSI-BPD (Zanarini et al., 2018) and
(3) the MHI-5 (Berwick et al., 1991); and (4) scored
high on the global QOL rating. A GAF score of 60 or
below was considered to be an indicator of poor func-
tioning, as were scores above the recommended clinical
cut-offs for the MSI-BPD and MHI-5, and low scores on
the global QOL rating. Table 1 provides more detail on
these criteria. Participants classified in each group
met all the corresponding criteria, and those who did
not meet criteria for either group were excluded from
the analysis.
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A total of 190 individuals gave consent and partici-
pated in both the intake and 12-month follow-up inter-
view. When the criteria in Table 1 were applied to the
sample, 24 (12.6%) met the ‘functioning well’ criteria,
and 28 (14.7%) met the ‘functioning poorly’ criteria. The
remaining 138 did not meet criteria for either group and
were excluded from the analysis. Similarly, audio record-
ings were not available for four participants meeting
criteria; thus, these participants were also excluded from
the qualitative analysis (see Figure 1).

RESULTS

Changes over time: Social and occupational
functioning

Table 2 presents participant characteristics at intake.
There were no significant differences between the two
groups for demographics (age and gender), occupational
functioning or social supports at intake.

Table 3 presents participant characteristics at 1-year
follow-up. At 1-year follow-up, there were significant dif-
ferences between groups for occupational functioning
and social supports. Additional questions were also asked
at this follow-up regarding living arrangements, as well
as employment and relationship status. Overall, at 1-year
follow-up, participants in the ‘functioning poorly’ group
demonstrated significantly lower employment and occu-
pational functioning and had significantly lower mean-
ingful social connections.

While significant differences were observed for work
functioning and social supports between groups (‘func-
tioning well’ vs. ‘functioning poorly’) at 1-year follow-up,
significant differences were also observed within groups
over time. That is, compared with intake scores, the
‘functioning well’ group at 1-year follow-up had signifi-
cantly less days unable to work, t(23) = 3.32, p = 0.003,
95% confidence interval (CI) [1.43, 6.15], d = 0.68, and
significantly less days cut-back work, t(23) = 3.24,
p = 0.004, 95% CI [1.57, 7.09], d = 0.66. No such differ-
ences were significant for the ‘functioning poorly’ group
from intake to follow-up.

Changes over time: Clinical characteristics
and personal recovery

At intake, all participants who participated in the study
completed a brief manualised intervention for personality
disorders at their local health clinic following a stepped
care model of service delivery (Grenyer, 2014). This inter-
vention focuses on identifying and managing risk and
psychoeducation, identifying goals and values and pro-
moting self-care and support networks (see Project Air
Strategy for Personality Disorders, 2015, for more details).
Table 4 describes what kinds of supports participants
were receiving at follow-up; however, as this was a natu-
ralistic longitudinal follow-up, the content of individual
treatments was not controlled. Differences were not sig-
nificant between groups for participants receiving more
intensive treatments (i.e., psychotherapy and psychiatry
consultation) or those receiving more generalised care
(i.e., case management, physician appointments and sup-
port groups).

TABLE 1 Inclusion criteria for allocation to two groups based

on 1-year follow-up functioning

Functioning well Functioning poorly

GAF score of 71 or higher. GAF score of 60 or below.

GAF scores within this range
suggest ‘if symptoms are
present, they are transient
and expectable reactions to
psychosocial stressors; no
more than slight
impairment in social,
occupational, or school
functioning’ and have been
used in other large-scale
studies as a measure of
‘excellent’ recovery
(Zanarini et al., 2018).

GAF scores ranging between
51 and 60 indicate
‘moderate symptoms’ or
‘moderate difficulty in
social, occupational or
school functioning’. Thus,
anything that falls at or
below this range indicate
moderate to more severe
symptoms.

+ +

Score below 16 on the
MHI-5.

Score of 16 or above on the
MHI-5.

Scores in this range are
indicative that ‘caseness’
for major psychological
distress is unlikely
(Berwick et al., 1991).

Scores in this range are
indicative of ‘caseness’ for
major psychological distress
(Berwick et al., 1991).

+ +

Score below 7 on the MSI-
BPD.

Scores in this range indicate
they do not meet the
recommended clinical cut-
off for BPD (Zanarini
et al., 2003).

Score of 7 or above on the
MSI-BPD.

Scores in this range indicate
they meet the recommended
clinical cut-off for BPD
(Zanarini et al., 2003).

+ +

‘Good’ or ‘very good’ on
the WHO-QOL.

‘Bad’ or ‘very bad’ on the
WHO-QOL.

Scores in this category are
the highest ratings of
quality of life.

Scores in this category are the
lowest ratings of quality of
life.

Abbreviations: BPD, borderline personality disorder; GAF, Global
Assessment of Functioning; MHI-5, Mental Health Index-5; MSI-BPD,
McLean Screening Instrument for Borderline Personality Disorder; WHO-

QOL, World Health Organization Quality of Life.
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Analysis was conducted exploring changes to partici-
pant clinical characteristics over time for each group;
these results are presented in Table 5. Those allocated to
the ‘functioning poorly’ group at follow-up had also
shown little improvement in functioning (i.e., BPD sever-
ity, mental health and QOL) after 1 year based on their
intake scores. The ‘functioning well’ group, however,
had significant improvement across all clinical indices
compared with their intake scores.

Follow-up scores were also significantly different
between the two groups for all clinical characteristics,
including average BPD severity scores, t(50) = 17,

p = 0.001, 95% CI [2.17, 2.75], d = 4.73; MHI-5 scores, t
(50) = 15.6, p = 0.001, 95% CI [2.27, 2.94], d = 4.34; and
QOL, t(50) = 9.65, p = 0.001, 95% CI [32.48, 49.55],
d = 2.69. Participants were also asked at follow-up if
they personally felt that they had ‘improved’ since their
initial presentation at the health service. At 1-year
follow-up, there was a significant difference between
participants' conception of their personal recovery
between the ‘functioning poorly’ group (M = 6.70,
SD = 1.71) and the ‘functioning well’ group (M = 8.75,
SD = 1.62), t(49) = 4.38, p = 0.001, 95% CI [1.11, 2.99],
d = 1.22.

FIGURE 1 Flowchart of participants meeting inclusion criteria (total n = 48)

TABLE 2 Participant characteristics (intake)

Functioning well (n = 24) Functioning poorly (n = 28) tjχ 2 p

Mean age (SD) 32.13 (14.01) 31.14 (13.97) �0.251 0.80

Gender

Male 8 3 2.27 0.13

Female 16 25 1.98 0.16

Employment (SD)

Days unable to do work or activities 4.33 (5.35) 6.35 (5.49) 1.34 0.19

Days cut-back work or activities 5.08 (5.59) 5.35 (5.27) 0.18 0.86

Main support person

Friend/family/partner 18 16 0.12 0.73

None, or professional support only 6 12 2 0.16
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Associations between occupational and
clinical features

Correlation analysis was conducted for all continuous
variables under examination including clinical character-
istics (QOL, MHI, MSI and self-rated ‘improvement’) and
occupational functioning (days unable to work and days
cut-back work). With the exception of days unable to
work and days cut-back work, all variables were highly
significant (p < 0.001). Correlations are presented in
Table 6.

Qualitative results

Inductive coding identified three overarching themes
across the dataset: (1) love of self and others; (2) making
a contribution through work and study; and (3) stability
in daily life. Patterns in the experiences of each group
(functioning well and functioning poorly) are described in
relation to these themes.

1. Love of self and others

Functioning well

This group tended to speak more positively about their
relationships with others and expressed satisfaction
with that aspect of their lives; for example, ‘we have
just celebrated our sixth wedding anniversary on the
weekend, so that—that part of my life is really—really
good’. Another participant stated: ‘We've been together
11 years and he's sort of stuck through me … he's been
to my psychologist a couple of times and my psychia-
trist with me. And he knows how to calm me down.’

A number of individuals emphasised how being a
parent was an important part of their lives. One father
stated: ‘They know that I love them, I see them con-
stantly, they are in constant contact with me, so that's
good.’ A new mother shares: ‘I just feel, like, really
happy since I've got my son. … It's just ever since I've had
him I just feel really good about myself. And I feel like

TABLE 4 Participant current clinical supports (1-year follow-up)

Functioning well Functioning poorly χ 2 p

Intensive treatment

Psychotherapist/psychiatrist 75% 100% 1.46 0.23

General care

Case manager/physician/support group 36% 42% 1.39 0.24

TABLE 3 Participant characteristics (1-year follow-up)

Functioning well (n = 24) Functioning poorly (n = 28) tjχ 2 p

Employment (SD)

Days unable to do work or activities 0.5 (1.06) 5.57 (4.26) 5.64 0.001*

Days cut-back work or activities 0.75 (2.47) 4.39 (3.96) 3.90 0.001*

Main support person

Friend/family/partner 23 15 1.68 0.19

None, or professional support only 1 13 10.29 0.001*

Living arrangements

With others 19 13 1.13 0.29

Alone, or alone with children 5 15 5 0.03*

Employment status

Employed 13 5 3.57 0.06

Not employed 11 23 4.24 0.04*

Relationship status

Single (incl separated) 9 20 4.17 0.04*

Married/defacto/in relationship 15 8 2.13 0.14

*Significant at <0.05.
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TABLE 5 Comparison of clinical characteristics at intake and 1-year follow-up

Measure Group
Response
range Intake

Follow-
up df t p 95% CI

Effect size
d

BPD severity

Arguments or breakup

Functioning
well

1–6 3.62 1.21 20 6.05 <0.001 [1.56, 3.20] 1.32*

Functioning
poorly

1–6 4.15 3.54 25 1.34 0.19 [�0.27, 1.27] 0.26

Self-harm or suicidality

Functioning
well

1–6 1.33 1.00 20 2.09 0.04 [0.00, 0.67] 0.46*

Functioning
poorly

1–6 2.73 1.41 24 3.52 0.002 [0.48, 1.84] 0.70*

Impulsivity

Functioning
well

1–6 3.29 1.67 20 4.26 <0.001 [0.80, 2.34] 0.93*

Functioning
poorly

1–6 4.08 4.36 25 �1.20 0.24 [�1.15, 0.30] �0.24

Moody

Functioning
well

1–6 3.62 1.67 20 6.97 <0.001 [1.37, 2.54] 1.52*

Functioning
poorly

1–6 3.92 4.43 25 �1.35 0.19 [�1.07, 0.22] �0.26

Angry

Functioning
well

1–6 3.19 1.54 20 4.84 <0.001 [0.92, 2.32] 1.06*

Functioning
poorly

1–6 4.23 3.29 25 3.48 0.002 [0.38, 1.47] 0.68*

Distrustful

Functioning
well

1–6 3.48 2.09 19 4.27 <0.001 [0.76, 2.23] 0.95*

Functioning
poorly

1–6 4.77 4.46 25 0.75 0.46 [�0.54, 1.15] 0.15

Unreal

Functioning
well

1–6 2.57 1.13 20 3.93 0.001 [0.69, 2.26] 0.86*

Functioning
poorly

1–6 3.24 3.21 24 0.10 0.92 [�0.79, 0.87] 0.02

Empty

Functioning
well

1–6 3.67 1.17 20 8.10 <0.001 [1.84, 3.11] 1.77*

Functioning
poorly

1–6 4.85 4.75 25 �0.33 0.75 [�0.56, 0.41] �0.06

No identity

Functioning
well

1–6 2.67 1.17 20 4.13 0.001 [0.75, 2.29] 0.90*

Functioning
poorly

1–6 4.19 4.57 25 �1.46 0.16 [�1.02, 0.17] �0.29

Abandonment

(Continues)
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I'm going to start getting somewhere in life because I
have this little baby that's depending on me. … I'm moti-
vated to do it now.’

Individuals who were functioning well tended to
report on importance of longer term relationships that
provided support and understanding: ‘I know we have
been friends for so many years so we have been like best
friends for over six years … I do not have any sisters so

[she's like] the sister I never had.’ While individuals in
this group did also speak about relationship troubles,
there seemed to be a greater sense of acceptance of this
experience. For example, ‘I've just come through a sepa-
ration with my husband, and we are in an area where
we, you know, speak really nicely to one another.’

Individuals who were functioning well also spoke
more positively about themselves; for example, ‘I think

TABLE 5 (Continued)

Measure Group
Response
range Intake

Follow-
up df t p 95% CI

Effect size
d

Functioning
well

1–6 3.14 1.08 20 5.77 <0.001 [1.31, 2.79] 1.26*

Functioning
poorly

1–6 3.96 4.14 24 �0.55 0.59 [�1.14, 0.66] �0.11

Average score

Functioning
well

1–6 3.06 1.37 20 8.36 <0.001 [1.27, 2.11] 1.82*

Functioning
poorly

1–6 4.02 3.83 25 .97 0.34 [�0.16, 0.46] 0.19

MHI-5

Average score

Functioning
well

1–6 4.09 1.95 20 11.81 <0.001 [1.80, 2.58] 2.58*

Functioning
poorly

1–6 4.83 4.56 25 1.18 0.25 [�0.17, 0.65] 0.23

QOL

Average score

Functioning
well

0–100 45.71 82.08 20 �6.17 <0.001 [�49.70, �24.58] �1.35*

Functioning
poorly

0–100 30.39 41.07 25 �1.91 0.07 [�19.99, 0.76] �0.37

Abbreviations: BPD, borderline personality disorder; CI, confidence interval; MHI-5, Mental Health Index-5; QOL, quality of life.
*Significant at <0.05.

TABLE 6 Correlation matrix of clinical characteristics and occupational functioning

QOL MHI MSI Days unable to work Days cut-back work Self-rated ‘improvement’

QOL 1 �0.84* �0.76* �0.58* �0.49* 0.56*

MHI - 1 0.88* 0.60* 0.55* �0.64*

MSI - - 1 0.63* 0.50* �0.52*

Days unable to work - - - 1 0.07 �0.41*

Days cut-back work - - - - 1 �0.46*

Self-rated ‘improvement’ - - - - - 1

Abbreviations: MHI, Mental Health Index; MSI, McLean Screening Instrument; QOL, quality of life.
*Significant at <0.05.
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my self-esteem's come back. My self-esteem, self-worth is
intact. Uh, my confidence level has improved. Um, I'm
happier with who I am’ and ‘I feel like I have not leaned
on anyone for quite a while or burdened anyone with
any of my personal emotional statuses. I feel very self-
supported, at the moment.’

Functioning poorly

While individuals in this group spoke about some posi-
tive romantic and family relationships, they tended to
mostly report instability and discontent with their rela-
tionships; for example, ‘I've just sort of ended a relation-
ship with my partner after 12 years, which was very, um,
toxic, so that's a bit hard to deal with at the moment … I
continue, sort of, to ring him and chase him sort of thing,
and I know I should not.’

This group also spoke more often about feelings isola-
tion and lacking support. For instance, ‘I'm just living on
my own and I'm struggling. And my friends are, like, half
an hour away, and I'm struggling to not, like, have my fri-
ends around me all the time.’ Several participants could
only identify one person in their life that is important to
them (e.g., ‘I mostly only talk to my partner, I do not
really socialise’), and some individuals could not identify
anyone other than their treating clinicians or their pets.

Finally, several participants described their relation-
ships mainly involving other people who were similarly
struggling with illness. For instance, ‘my boyfriend also
has his own mental health problems so that leads to com-
plications in the relationship and in life in general’ and ‘I
have friends who were sick as well—who were sick like
me. And that proved very problematic.’

2. Making a contribution through work and study

Functioning well

Study and work, both paid and voluntary, were also fre-
quently referenced by this group. One individual shared:
‘I'm really happy, been busy at work … I've got a job over-
seas and I move in January, so that's pretty exciting.’
While another individual stated: ‘I'm now one of the
committee members of [corporation X]. … I feel quite
successful.’

Other participants also echoed the sense of meaning-
ful contribution that they derived from working
(e.g., ‘[I work] about 10 hours a week with kids and I
love it. Um, the pay's not great, it's, um, a logistical night-
mare [at times] … but for my—my self-esteem it's abso-
lutely worth it.’).

Functioning poorly

Although several people in this group expressed satisfac-
tion and content in their work or study (e.g., ‘work is
going quite nicely’, and ‘I've got a great job’), others
expressed their struggles with maintaining work or keep-
ing up with study. For example, one individual described
their capacity to maintain their study commitments due
to the ongoing struggles with their mental health: ‘Ah,
sometimes I cannot get to class because I'm not feeling
up to leaving the house. If I do come in there's a lot of
social anxiety, um, that affects my performance in the
classroom, um, and then also just going on top of the
workload and getting assignments in and that kind of
thing.’

A common experience of this group was the feeling
of ‘just getting by’, or the experience of just living ‘day
by day’ that lacked a sense of purpose. Several individ-
uals gave examples of feeling unmotivated. For exam-
ple, one individual states: ‘basically I just hide in my
house, on my computer, watching TV … I just do not
want to go out anywhere out there. I just want to stay
home.’ Similarly, another individual speaks of a similar
experience: ‘I just sit around a lot of the time just being
upset.’

3. Stability in everyday life

Functioning well

This group spoke less frequently about current traumatic
life events; however, when they did, they tended to dis-
play greater acceptance and coping. For example, one
individual spoke about current relationship and financial
burdens: ‘I have just recently engaged a solicitor to deal
with the breakup of the mortgage … yeah, I would not
even say it's a negative, it's just something that needs to
be done.’

Many did report that overall their lives were more sta-
ble and this supported their independence and self-
esteem. One individual shared: ‘I've got a roof over my
head. I am working, I am studying.’

Several spoke of feeling this stability in their lives
supported them to be ready to return to work: ‘I enjoy
being with my kids and I enjoy my family; I have
good connections with them and some good friend-
ships with people outside of my family as well. And I
do volunteer things, like I volunteer, sometimes at our
church, for example, like, help run a playgroup and
that sort of thing so, help people out here and there. I
am ready to almost think about starting to go back to
work.’
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Functioning poorly

This group spoke about crisis events as current, or
recently occurring. For example, ‘I just found out on
Thursday that my ex-boyfriend is having a baby to my
best friend … two or three weeks ago I tried taking my
own life … I had like two hospital admissions.’ Another
individual shared the challenges involving multiple com-
plications, such as deaths in the family, feeling rejected
by others, financial challenges and utility disputes,
exclaiming ‘oh, could anything go right?’

Difficulties in housing and finance were also evident
in other narratives of this group; for example, ‘Every-
thing is going pretty bad. We're trying to find a place to
move, and I cannot seem to find a place, because no-one
wants to rent this place and all that. And just all the
finances are really stressing me out.’

THEMATIC ANALYSIS OF WORD
ASSOCIATIONS USING
LEXIMANCER

Figures 2 and 3 visually depict the different patterns of
participant qualitative responses for either ‘functioning
well’ or ‘functioning poorly’ groups. The ‘functioning
well’ group shows a nested theme of having diverse rela-
tionships (e.g., friends, partners and family), which are

related to themes of life being good, emotional support,
wellbeing and meaningful vocation. The ‘functioning
poorly’ group included manifest issues relating to ill-
health and mental pain (e.g., feeling alone and sad).
There were nested themes relating to issues of daily liv-
ing, such as unstable housing and occupation, as well as
impoverished relationships, typically only involving
immediate family (e.g., parents) or professionals
(e.g., therapist).

DISCUSSION

This study demonstrated the significant divergence in
life functioning in patients after a year of psychotherapy
who are functioning well or poorly. In recent years,
there has been an increased focus on investigating per-
sonality disorder recovery (e.g., Zanarini et al., 2018).
However, most studies focus on symptom reduction
which may not correspond to a sense of personal recov-
ery for individuals with a lived experience of BPD
(Katsakou & Pistrang, 2017; Ng et al., 2016). Lived expe-
rience perspectives have significantly advanced the field
in understanding recovery from BPD (Gillard
et al., 2015; Lariviere et al., 2015), highlighting the need
for a therapeutic focus on fostering agency, occupational
functioning, improving relationships and sense of self
(Ng, Townsend, et al., 2019). Our results support these

FIGURE 2 ‘Functioning well’ qualitative map of participant responses. Showing both clustered overarching themes (left) and

individual concepts (right)

148 GRENYER ET AL.



perspectives, with participants who were ‘functioning
well’ not only having symptomatic reduction but also
elements that constitute a personal recovery and engage-
ment in a life worth living. As such, while challenges
remain regarding effective treatment for patients who
display a prolonged illness of severe duration
(as demonstrated by the ‘functioning poorly’ group), our
results also serve to promote hope and optimism to
replace therapeutic nihilism (Grenyer, 2013) with the
‘functioning well’ group demonstrating a robust
improvement across multiple indices. Importantly, while
the two groups were identified and distinguished after a
1-year follow-up, at intake, the two groups were approxi-
mately equivalent to each other in symptomatology and
functioning. That is, at intake, both the ‘functioning
well’ and ‘functioning poorly’ groups had high occupa-
tional impairment, limited social connections and high
BPD and mental health symptomatology. At follow-up,
the ‘functioning well’ group not only demonstrated sig-
nificant improvement compared with the ‘functioning
poorly’ group but also showed significant improvements
when compared with their own intake scores. This
increases confidence that this group has genuinely
achieved ‘recovery’, further evidenced by the high pro-
portion of participants in this group who rated them-
selves as ‘very much better’ in regard to their subjective
sense of recovery from BPD.

Our findings demonstrated a strong convergence
between the thematic analysis, content analysis and
quantitative analysis. Themes highlighted in the thematic
analysis (through NVivo) emphasised how respondents
doing well described more stable functioning and good
interpersonal relationships and feelings of self-worth,
and consequent improvements in work and study. For
these participants, the content analysis (through
Leximancer) showed high proximity and frequency of
words indicating emotional support and relationships,
and working time and positive mental health. Quantita-
tive scores mirrored these in higher self-reported QOL
and lower relationship problems or abandonment fears
over the 12 months. Conversely, the doing poorly group
showed qualitative themes of isolation and relationship
breakup, and being insecure in housing and finances.
Leximancer maps for this group plotted relationships
between mental health challenges and problems in daily
living, and quantitative findings showed more enduring
self-reported emptiness, distrust and mental health symp-
toms over the 12-month period. Using multiple tools of
analysis can thus show both unique aspects influencing
recovery and concordance in the challenges affecting
outcomes.

Increasingly, dominant diagnostic and classification
systems are moving towards classification of personality
within a spectrum of severity (e.g., personality

FIGURE 3 ‘Functioning poorly’ qualitative map of participant responses. Showing both clustered overarching themes (left) and

individual concepts (right)
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functioning, American Psychiatric Association, 2013; per-
sonality organisation, Lingiardi & McWilliams, 2017; and
personality severity, World Health Organization, 2019).
While there currently exists a number of effective and
evidence-based treatments for personality disorder
(Bateman et al., 2015), a subgroup of patients remain
unwell despite therapeutic intervention (Woodbridge,
Reis, et al., 2021; Woodbridge, Townsend, et al., 2021). As
reflected by the ‘functioning poorly’ group, our results
highlight a group of severely unwell patients with unique
challenges. This group appear locked in cycles of mutu-
ally re-enforcing internal and external dysfunction, con-
sistent with research highlighting difficulties in meeting
basic needs (e.g., adequate physical care, stable finances
and housing) for individuals with severe illness (Kaite
et al., 2015; Zolnierek, 2011). Such patients exhibit a lack
of autonomy, feelings of emptiness, prominent emotion
dysregulation, a view of life as meaninglessness, interper-
sonal chaos and difficulty maintaining long-term rela-
tionships (American Psychiatric Association, 2013;
Lingiardi & McWilliams, 2017). As such, these results
point to the need for a specific focus on the development
of tailored therapeutic interventions for patients with
severe presentations, focusing on issues of daily living
and interpersonal relationships.

Clinical implications

A number of implications are apparent from the current
research regarding the treatment of personality disorders.
Beyond that which have already been mentioned
(e.g., extending conceptions of recovery beyond symp-
tomatic improvement and the need for tailored treat-
ments for severe presentations), a clear clinical
implication is the need for the treatment to extend out-
side of the one-on-one clinical encounter. That is, treat-
ment of personality disorders must involve factors of
‘real life’ beyond the individual, such as social function-
ing, occupational (i.e., work, study and volunteering) and
issues of daily living (i.e., finances and housing). Some
treatments have an explicit focus on these external fac-
tors, through engaging in a collaborative discussion with
the patient regarding their treatment goals and ‘contract-
ing’ a joint agreement regarding the patient's active
engagement in the areas of social and occupational func-
tioning (Clarkin et al., 2006). Other approaches include
linking the patient with ancillary support services
(e.g., housing, social groups and disability support) in
combination with a treatment focusing more specifically
on symptom reduction. Some authors have suggested that
as personality severity increases, there is a greater need
to engage ancillary supports as the patient is less able to

muster internal resources to stabilise functioning in vari-
ous domains (Kernberg, 2008), which appears consistent
with our results. However, a fine balance needs to be
struck between providing supports to help the patient
achieve independence and avoiding inadvertently
maintaining factors that prolong illness via secondary
gain (Caligor et al., 2015). This challenge was discussed
by a participant in our study, who said ‘whilst I continue
to work full time, I become ineligible for every single
service under the sun, so basically, the way our
system works is I have to collapse everything to be able
to get the support I need’. This response points to the
need for social supports to be integrated with a treatment
geared towards fostering autonomy, rather than
dependency.

Limitations

First, this study involved partitioning participants into
two groups based on their level of severity on clinical
indicators. While this approach was effective in creating
two highly divergent groups which allowed for the com-
parison and identification of key differences, this
approach resulted in the majority of participants being
screened out who did not meet criteria for either group.
As such, by virtue of studying participants which exist at
polar extremes of functioning, the representativeness of
the included participants may be somewhat lessened.
Rather, a typical patient with a personality disorder seen
as a part of clinical work more likely resembles the
excluded group, displaying a more mixed recovery jour-
ney of gains and set-backs—rather than all of one or the
other. We also note that in studying these two groups,
the follow-up period chosen (1 year) is relatively brief.
While this follow-up period is commonly employed in
research paradigms investigating change over time
(Cristea et al., 2017), we acknowledge the value in con-
ducting a longer term follow-up period to further assess
the stability of an individual's recovery. Second, there
was a modest sample size of participants in this study. In
employing a mixed methods approach to analysis, our
sample size is robust for qualitative analysis (Crouch &
McKenzie, 2006; Guest et al., 2006), however may be
underpowered for interpreting quantitative findings in
isolation. As such, results should be interpreted in an
integrative fashion, with quantitative results viewed as
supporting the qualitative findings presented. Third,
while this study has sought to explore differences in
recovery through the prism of ‘love and work’, a limita-
tion of the study is not systematically examining other
key variables that may influence treatment trajectory,
such as childhood trauma (Soloff et al., 2002), genetic
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vulnerability, age of onset and early remission, or the
presence of other severe co-morbid conditions including
eating disorders or substance use disorders. Fourth, the
age of participants in this sample (32–33 years) raises
questions of representativeness, as research suggests
symptoms of personality disorder typically emerge at a
younger age than the current sample (Newton-Howes
et al., 2015) and that symptoms decline over time
(Winsper, 2021). As such, it may be expected for partici-
pants to achieve recovery by the approximate age of our
sample. On the other hand, we note that it is common for
individuals to experience a protracted period of illness
before receiving an accurate diagnosis and treatment.
Further, systematic reviews of BPD patients in treatment
report a mean age of 30 years (Woodbridge, Townsend,
et al., 2021), which approximates our sample age. How-
ever, irrespective of these points, the case could also be
made that as this is an older cohort, the sample is more
relevant, not less, as the study identifies two groups: one
doing well around this expected age of recovery, and one
group not. Our focus is thus on exploring the differences
in recovery outcomes for these two groups. Finally, this
study was presented in a retrospective format through
identifying participants functioning at follow-up, then
allocating group membership and analysis. To some
extent, this research approach could be construed as just
proving what we already know—that people with endur-
ing mental health problems have ongoing challenges
managing emotions and establishing stability in living.
While a limitation of retrospective studies such as this
one, what is remarkable however is how ‘love and work’
themes were spontaneously discussed by participants as
either critical elements in either their recovery over the
12 months (for those doing well) or helped explain why
they were still functioning poorly. We thus see these ‘love
and work’ themes as important areas of future clinical
and research focus. Future research should also focus on
the effects of therapeutic interventions related to clinical
change mechanisms in a proactive or predictive fashion,
in order to further our understanding of effective thera-
peutic interventions for personality disorder. It may be
that the diverse outcomes are due to the psychotherapy
approach, or alternatively the presence of good relation-
ships and work spurred the patient to improve in ther-
apy. We suspect that there is a relationship between the
two and change happens in both domains, but further
research is required to understand these processes.

CONCLUSION

This study aimed to explore the lived experiences of indi-
viduals with BPD who were functioning well, compared

with those who were not. Importantly, both groups were
equivalent at intake in terms of demographics and sever-
ity of clinical symptom profile. At 1-year follow-up, two
groups were distinguishable based on clinical characteris-
tics. This was despite the fact that both groups
maintained equivalent engagement in both intensive
treatment (regular psychotherapy and psychiatry consul-
tation) and general care (physician and case management
supports). The ‘functioning well’ group was found to
have significant improvement on social and occupational
functioning domains, as well as clinical indicators (BPD
severity, mental health and QOL) over time. This group
had qualitative themes of meaningful and long-term rela-
tionships with others, enjoyment in vocation, and
described less frequent or manageable life crises. The
‘functioning poorly’ did not significantly improve on
clinical characteristics, or social and occupational func-
tioning at follow-up. Their qualitative responses included
relationship instability, discontent or isolation, difficul-
ties with maintaining study or work, feelings of aimless-
ness and purposelessness and instability in tasks of daily
living and frequent crises. These qualitative themes had
clear divergent nomological networks when analysed via
content analysis software. While these results support
evidence of robust recovery from personality disorder,
patients with severe presentations may have less positive
recovery trajectories. Clinical implications include the
need for an explicit focus on ‘love and work’ in the treat-
ment of personality disorder, extending beyond only the
individual and their symptoms and focusing on elements
that foster a life worth living.
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