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Abstract
Background: Studies have suggested that psychotherapy improves the Quality of Life (QoL) of
participants with Borderline Personality Disorder (BPD). However, there are no studies on the differential
e�cacy of treatments on the QoL of participants with BPD. Moreover, the relationship between QoL and
resilience has rarely been studied in participants with BPD. Objectives:  a) to examine whether people with
BPD have worse QoL than the non-clinical population; b) to examine whether there are statistically
signi�cant differences between Dialectical Behavioural Therapy (DBT), Systems Training for Emotional
Predictability and Problem Solving (STEPPS), or Cognitive Behavioural Therapy-Treatment at Usual (CBT-
TAU) in the improvement of QoL; c) to examine whether participants show clinically signi�cant
improvements in QoL after treatment; d) to analyse whether resilience is associated with QoL before and
after the BPD treatment; e) to analyse whether resilience is a predictor of QoL at pre-treatment
and posttreatment.

Method: The sample comprised 403 participants (n = 202 participants diagnosed with BPD and n = 201
non-clinical). Participants �lled out the Quality of Life Index, Resilience Scale, and Beck Depression
Inventory. The clinical participants received one of these possible treatments, DBT, STEPPS, or CBT-TAU.
 MANOVA and regression analyses were performed.  

Results: a) participants diagnosed with BPD had statistically signi�cant lower resilience than the non-
clinical population; b) all three forms of psychotherapy statistically improved QoL, but there were no
statistically signi�cant differences between DBT, STEPPS, and CBT-TAU in the improvement of QoL; c)
participants did not show clinically signi�cant improvements in QoL after treatment; d) resilience was
associated with QoL before and after treatment; and  e) resilience was a predictor of QoL before and after
treatment.

Conclusion: It is necessary to assess QoL and Resilience in studies on psychotherapy with BPD patients. 

Background
There is a broad consensus in the research that Quality of life (QoL) is a multidimensional construct that
can be de�ned as “an overall general well-being that comprises objective descriptors and subjective
evaluations of physical, material, social, and emotional wellbeing together with the extent of personal
development and purposeful activity, all weighted by a personal set of values” (1). 

Borderline personality disorder (BPD) is characterized by instability in interpersonal relationships, self-
image, affects, and impulse control, severe functional impairment, and a high risk of suicide (2).
Moreover, BPD is associated with high comorbidity with other mental disorders, such as eating disorders,
post-traumatic stress disorders, mood disorders, anxiety disorders, and other personality disorders (3,4).

Perseius, Andersson, Asberg and Samuelsson (5) found that QoL scores in Swedish participants with
BPD were more than one standard deviation below the scores of the non-clinical population. Lawford and
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Eiser (6) suggest that when patients rate their QoL, they place greater emphasis on mental functioning
than on physical functioning. Therefore, BPD clinical features could affect and worsen QoL in individuals
with a BPD diagnosis. Indeed, Cramer, Torgersen and Kringlen (7) found that people with BPD (along with
avoidant, schizotypal, schizoid, and paranoid personality disorders) had poorer QoL compared to those
with no BPD, and low QoL was associated with lower subjective well-being and more negative life events.
Other studies found that QoL declines due to: the symptomatology of the disorder, comorbidities with
other mental conditions (8), suicide attempts and self-harm (9), hospitalizations (10), physical illnesses
(11), shame, low self-esteem, anger, and hostility (12). However, Thompson et al., (13) in a recent study
with young participants with BPD, found that depression symptoms were the best predictor of worse QoL,
and that frequency of hospitalizations, suicide attempts, and non-suicidal self-injuries (NSSI) were not
associated with QoL. Despite results suggesting that QoL is highly impaired in people with BPD, the
research on QoL in BPD is scarce. 

QoL is an important indicator of the outcome of treatment interventions in several mental disorders, such
as bipolar (14) or panic disorders (15). However, QoL is rarely assessed as an outcome measure in
e�cacy treatment studies of BPD (16). Treatment effectiveness in BPD has usually been measured as a
change in the symptomatology (i.e. improvement or reduction), such as NSSI, suicide attempts and
frequency of hospitalizations, and social functioning. Nonetheless, many patients’ needs are not met
(17), and symptom reduction does not always translate into restoration of QoL to normal levels.

In the case of Dialectical Behavioural Therapy (DBT), only two randomized controlled trials (RCTs) have
analysed the effectiveness of DBT for QoL, �nding that QoL improved after DBT. McMain et al. (18)
found that DBT had similar effects on QoL improvement as general psychiatric management, and Carter
et al. (19) found that DBT more signi�cantly improved QoL, compared to treatment as usual (TAU). In
addition, Systems training for emotional predictability and problem solving (STEPPS) was found to be
more effective than TAU in improving QoL (20). In the case of Cognitive-behavioural therapy (CBT), three
RCTs analysed the effects of CBT on QoL and found that CBT groups had sustained QoL improvement,
but not signi�cantly different from TAU (21) or Rogerian supportive therapy (22). Finally, two RCTs
compared Schema-focused therapy to Transference-focused therapy (23), and both groups improved
their QoL, with differences between the two conditions depending on the QoL outcome measure (24,25).
Nadort et al. (26) found that Schema-Focused Therapy was effective in improving QoL, independently of
telephone therapist availability during crises. Finally (27), a meta-analysis of the e�cacy of BPD
psychotherapy on QoL found that psychotherapy produced improvements in QoL, with a moderate effect
size of d = 0.32 (95% CI [0.17, 0.48]. Thus, the aforementioned studies suggest that all the forms of
psychotherapy improved QoL, but none of the treatment studies examined whether the improvements in
QoL represented clinically signi�cant changes (28) in the participants’ QoL (16). To �nd out whether the
treatment resulted in clinically signi�cant change, two conditions are necessary: �rst, analyse whether
reliable change was achieved; and second, compare the difference between post-treatment clinical scores
and the scores of healthy populations on the measures utilized.   The change can only be considered
clinically signi�cant when the treatment brings about a reliable change and the outcomes become similar
to those found in healthy populations (28).
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Resilience can generally be de�ned as ‘the capacity of a dynamic system to withstand or recover from
signi�cant challenges that threaten its stability, viability, or development’ (29), and it is a dynamic process
that leads to successful individual adjustment in the face of adversity (30). The relationship between QoL
and resilience has been widely studied in chronic disease (6), the human immunode�ciency virus (31),
multiple sclerosis, (32), and cancer (33).  In mental disorders, several studies found that resilience was a
signi�cant predictor of QoL in individuals with schizophrenia, bipolar disorder, and healthy controls, such
that higher resilience led to higher QoL (34–36). 

Resilience has rarely been studied in participants with BPD (e.g., (37)). Several authors (38) suggest that
the absence of resilience is a core characteristic of BPD, and it results from in�exibility in the human
capacity for social communication and di�culties with reappraisal when facing negative experiences in
social interactions. Thus, all the effective treatments are effective because they open up the patient to
social learning experiences, and therapeutic change is probably due to the way patients come to use their
social environment. One consequence of this theory is that effective treatment would improve the
resilience of participants with BPD and be associated with a reduction in patients’ symptoms and an
increase in QoL.

Nevertheless, as far as we know, there are no studies that explore the association between resilience and
QoL in participants with BPD. Thus, the objectives of the study are: a) to examine whether people with
BPD have worse QoL than the non-clinical population; b) to examine whether there are statistically
signi�cant differences between DBT, STEPPS, and TAU-CBT in the improvement in QoL; c) to examine
whether participants show clinically signi�cant improvements in QoL after treatment; d) to analyse
whether resilience is associated with QoL before and after the BPD treatment; and e) to analyse whether
resilience is a predictor  of  QoL at pre-treatment and  posttreatment.

Based on previous studies, we hypothesize that: a) people with BPD will have worse QoL than the non-
clinical population; b) all the types of psychotherapy will improve QoL; c) after treatment, participants will
not show clinically signi�cant improvements in QoL; d) resilience will be strongly associated with QoL
before and after the BPD treatment; e) resilience will be a predictor of QoL before and after the BPD
treatment.

Method
Participants

The clinical sample comprised 202 Spanish participants diagnosed with BPD, 80.7%, n = 163, of whom
were female. The mean age was 28.93 years (SD = 9.40). Regarding their marital status, 46.5%, n = 94,
were married or had a partner, and 53.46%, n = 108, were single, divorced, or widowed. Regarding the
educational level, 2.5%, n = 5, had no studies; 27.7%, n = 56, had primary school level studies; 48%, n = 97,
had a high school education; and 21.8%, n = 44, had university level studies. Regarding the participants’
psychiatric comorbidity, 78.2%, n = 158, matched the criteria for another mental disorder. Of them, 62.5%,
n = 127, met eating disorder criteria; 6.5%, n = 13, met abuse substance disorder criteria; 3.6%, n = 7, met
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obsessive compulsive disorder criteria; 2.9%, n = 6, met anxiety disorder criteria; and 2.7 %, n = 5, met
mood disorder criteria. The mean score on the Global assessment of functioning from the DSM-IV was
56.18 (SD = 33.69). The number of inpatient hospitalizations in the past year was 0.84 (SD = 1.87), the
frequency of suicide attempts in the past year was 0.41 (SD = 0.98), and the frequency of non-suicidal
self-injuries (NSSI) in the past year was 2.89 (SD = 7.63). Moreover, 34.2% presented a physical illness.  

The inclusion criterion was: patients who met the full DSM-IV (39) criteria for BPD. The exclusion criteria
included moderate or severe intellectual disability and meeting the criteria for schizophrenia or another
psychotic disorder. Participants were European Whites. They were recruited consecutively. Participants
were volunteers who did not receive any compensation for their participation, and they signed an
informed consent form. Ethical approval to carry out this study was granted by the University Ethics
Committee of Clinical Studies. 

The non-clinical sample comprised 201 Spanish university students without mental disorder diagnoses;
72.6%, n = 146, were female. Regarding their marital status, 38.3%, n = 71, were married or had a partner,
and 61.7%, n = 124, were single. Participants ranged in age from 18 to 60 years, with a mean age of 22.37
years (SD = 5.42). Participation was voluntary, and they did not receive any compensation. Informed
consent was obtained from all participants. 

Instruments

Structured clinical interview for DSM-IV axis I disorders (SCID I) (40). This is an interview for making the
major DSM-IV-TR (39) Axis I diagnoses. It offers good psychometric properties: Kappa .66, demonstrating
reliability (41). The Spanish version shows psychometric properties similar to those of the original scale
(42).

Structured clinical interview for DSM-IV axis II personality disorders (SCID II) (43).   This is an interview for
making DSM-IV-TR (39) Axis II Personality Disorder diagnoses. It includes 119 questions and has a
Kappa of .74, demonstrating reliability for admitted patients (43). The Spanish version
shows psychometric properties similar to those of the original scale (44).

            

Relevant clinical information inventory. Created ad hoc for this research, it collects the frequency of NSSI
(from 0 to the maximum number of NSSI).  NSSI were conceptualized as self-injurious behaviours that
were not intended to be an attempt to end one’s life. The number of NSSI in the year prior to the initial
assessment was assessed through an open question: Have you ever caused yourself any self-directed
and deliberate injuries, such as cutting, hitting, scratching etc., with no suicidal intent? (yes/no). How
many times/days have you caused yourself such injuries in the past year?  Suicidal Attempts were
conceptualized as self-in�icted, potentially injurious behaviours with a non-fatal outcome, but with
evidence of the intention to die (45). The number of suicide behaviours in the past year was assessed
with the following question, created ad hoc for this research: Have you ever tried to end your life?
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(yes/no). How many times have you attempted suicide in the past year? The responses related to
methods were categorized by clinical psychologists. Moreover, we collected the frequency of inpatient
hospitalizations in the past year. 

Quality of life index (QLI) (46). QoL was assessed by the Spanish version (47) of the QLI, which consists
of 10 items that can be rated from 0 (poor) to 10 (excellent). Each item represents one relevant dimension
of QoL: Physical Well-being, Psychological/Emotional Well-being, Self-care and Independent Functioning,
Occupational Functioning, Interpersonal Functioning, Social Emotional Support, Community and Services
Support, Personal Ful�lment, Spiritual Ful�lment, and Overall Quality of Life. Each dimension contains a
brief explanation in parentheses, designed to allow �exibility in the interpretation depending on the
individual’s cultural and experiential background (48). The �nal score ranges from 1 to 10 and is obtained
by calculating the average of the scores on all the items. The translation of this scale has shown
satisfactory test-retest reliability (Cronbach's α = 0.89) and validity properties, and in our sample, the
reliability was adequate (α = 0.88).

Resilience Scale (RS-15) (49) Resilience was measured by the short form of the Spanish version of the
Resilience Scale (50), which was originally developed by Wagnild and Young (51). The Spanish version
replicated the bi-factorial structure of the original scale (“personal competence” and “acceptance of self
and life”). Cronbach’s α for the total scale was .93 for the general population and .94 for patients with
eating disorders. The RS-15 is a 15-item self-report measure of resilience, de�ned by the authors as a
positive personality trait that promotes adaptability amid adversity. Each item is rated by the participant
using a 7-point Likert scale ranging from disagree (1) to agree (7). Possible scores range from 15 to 105,
with higher scores indicating higher perceived resilience. Psychometric properties and internal
consistency are adequate and similar to the original scale (49). In our sample, the reliability was adequate
(α = 0.93).

Beck Depression Inventory-II (BDI-II) (52). This inventory consists of 21 items with four response options
(0 – 4) that rate depressive symptomatology. Its Spanish version offers good psychometric properties
(53). It has presented adequate reliability (Cronbach's α = 0.90) in Spanish participants. In our sample, the
reliability was adequate (α = 0.91).

Procedure

The clinical sample was collected from treatment-seeking patients in three Specialized services in
personality disorders in Spain between 2011 and 2018. All participants were informed about the study
and gave their written informed consent. Several expert clinical psychologists with more than 10 years of
experience with BPD treatment conducted the assessment to ensure that patients met the inclusion
criteria. The participants received one of these possible treatments, depending on their clinical situation
and the study underway in the clinical centres at the time of recruitment: DBT (54), STEPPS (55), or TAU-
CBT. DBT is a treatment with broad empirical support for BPD (56). It draws on dialectical tensions of the
behaviours, which can be functional and dysfunctional at the same time, and it targets a balance
between acceptance and change (57). It consists of a combination of individual psychotherapy, group
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skills training, telephone coaching, and a therapist consultation team (58). STEPPS is a cognitive
behavioural model in group format that incorporates skills training and creates a common language for
the patients and their system (55). In this treatment, maladaptive schemas are confronted, and BPD is
reframed as an emotional intensity disorder (59). TAU-CBT is the standard treatment protocol in clinical
centres; namely, it is a cognitive behavioural program focused on treating the symptomatology by using
CBT strategies. In our study, it consisted of one hour of individual therapy – in which personality
psychopathology symptoms were also addressed – and one two-hour group session per week. The TAU-
CBT group format was adapted by the clinical team and included psychoeducation, cognitive
restructuring, and consolidation of achievements. All these programs lasted about 6 months, and patients
completed self-reports on resilience and QoL both before and after the treatment. All the
psychotherapeutic groups received a similar number of psychotherapy sessions.

For the nonclinical sample, a convenience sample of university students was recruited. The samples were
matched on age. They completed the questionnaires during their normal day at the university.

Data Analysis

Means and standard deviations and zero-order correlations were calculated for all the variables at
baseline (T1) and at post-treatment (T2). First, to calculate whether there were differences in QoL
between the non-clinical population and the participants with a diagnosis of BPD, a t-test was performed.
Second, to examine whether there were statistically signi�cant differences between DBT, STEPPS, and
TAU in the improvement in QoL after treatment, a MANOVA was performed, and the effect sizes were
calculated (Cohen´s d). Moreover, we analysed whether the treatments produced a clinically signi�cant
change in QoL  Three conditions are necessary to consider a change clinically signi�cant (28): a) the
Reliable change index (RCI) is calculated; RCI is a methodology that indicates whether the change
detected after a treatment represents a real modi�cation in the patient’s clinical condition, or if it simply
re�ects a measurement error surrounding test-retest difference scores. If there is a reliable change, the
assumption can be made that changes are due to treatment and not to a measurement error; b) after
treatment, the QoL scores should be situated in the mean range of the normal population (+/- SD) to
interpret the functional direction (60); and c) the effect size is calculated using Hedge´s g with the range
of a normal population to con�rm that there are no statistically signi�cant differences in QoL after the
treatment (61).

Finally, we performed two linear regression analyses. In the �rst model, we took Resilience before
treatment (RS T1) as the predictor variable and QoL pre-treatment (QoL T1) as the dependent variable. In
the second linear regression analysis, we took Resilience after treatment (RS T2) as the predictor variable
and QoL post-treatment (QoL T2) as the dependent variable. In the two prediction models, Type of
psychotherapy, Gender, Age, and depression (BDI-II) were controlled.  Potential multicollinearity between
prediction variables was rejected due to tolerance values and a variance in�ation factor between 0.9 and
1.3, respectively, which meet good statistical criteria (62).   Data were analysed using SPSS 24 (63).
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Results
Participants’ �ow

Figure 1 displays the participant �ow diagram during treatment. There were 202 participants assessed at
pre-treatment. In the initial sessions, six participants who chose not to attend the therapy groups were
excluded from further treatment. Finally, 196 participants received psychotherapy: n = 121 received DBT, n
= 32 received STEPPS, and n = 47 received TAU-CBT. During the treatment, in the DBT group, 17.35% (n =
21) dropped out, in the STEPPS group, 28.12% (n = 12) dropped out, and in the TAU-CBT group, 27.91%
(n = 12) dropped out. Thus, the percentage of overall treatment dropout was 23.46 % (n = 46). The clinical
sample was older than the non-clinical sample (t(391) =8.26 , p < .001) (Cohen´s d = 0.9).  

Differences in QoL between the clinical and non-clinical samples

Before beginning treatment, participants diagnosed with BPD had a statistically signi�cant lower QoL
(QoL T1) (M = 4.31, SD = 1.74) than the non-clinical population (M = 7.86, SD =1.24) (t(352.44) =23.34 , p <
.001), with a large effect size (Cohen´s d = 2.37) (64). In the same way, participants diagnosed with BPD
had statistically signi�cant lower resilience (RS T1) (M = 51.76, SD = 18.93) than the non-clinical
population (M = 86.61, SD = 11.19) (t(267.15) = 21.10, p < .001), with a large effect size (Cohen´s d = 2.24). 

Change during psychotherapy 

As Table 1 shows, after the treatment, all the participants signi�cantly increased their QoL scores
(F(1,144) = 11.81, p <.001). However, there were no statistically signi�cant differences between DBT,
STEPPS, and TAU in the improvement in QoL after treatment (F(1,144) = 0.31, p = .73). Moreover,
participants did not show clinically signi�cant improvements in QoL at post-treatment because no
reliable changes occurred (Reliable change index = 1.53, p > .05), and the scores were not similar to those
of the non-clinical population (range 6.62 to 9.1), with a moderate effect size (Hedges’ g  = 0.39). Thus,
the participants diagnosed with BPD still had lower QoL than the non-clinical sample (t(239,06), p  < .001)
after the treatment. 

 After the treatment, the participants signi�cantly increased their resilience (t(118) = -4.35; p < .001) and
signi�cantly decreased their depression (t(118) = 5.08; p < .001). As Table 1 reveals, all the effect sizes
were moderate (range Cohen´s d = 0.35-0.41).

Table 1. Pre-treatment and post-treatment means and standard deviations

Variable  Pre-treatment Post-treatment Pre-post-Treatment change  
M SD M SD M SD t (118) p Cohen´s d

QoL 4.31 1.74 4.98 1.97 -0.66 19.85 -4.01 .001 0.35
Resilience 51.76 18.83 58.92 20.76 -7.92 2.02 -4.35 .001 0.39
Depression 32.75 15.17 26.17 16.79 6.58 15.75 5.08 .001 0.41

Note. QoL= Quality of Life.
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As Table 2 shows, resilience at pre-treatment (RS T1) was highly and positively correlated with QoL (QoL
T1), and highly and negatively correlated with depression (BDI-II T1) and resilience at post-treatment (RS
T2). Moreover, resilience at pre-treatment (RS T1) was moderately and positively correlated with QoL
post-treatment (QoL T2) and moderately and negatively correlated with depression post-treatment (BDI-II
T2). Resilience at post-treatment (RS T2) was highly and positively correlated with QoL (QoL T2) and
highly and negatively correlated with depression (BDI-II T2).  Table 2 presents the rest of the correlations. 

Table 2. Zero-order correlations between the variables
 

  2 3 4 5 6

1Resilience T1 .74** -.66** .50** .38** -.45**

2 QoL T1  -.67** .42** .41** -.42**

3 BDI-II T1     -.43** -.28** .52**

4 Resilience T2     .74** -.66**

5 QoL T2           -.60**

6 BDI-II T2          

Note: QoL= Quality of Life; BDI-II = Beck Depression Inventory II; T1= pre-treatment assessment; T2= post-
treatment assessment. 

As Table 3 shows, the model composed of resilience before the treatment (RS T1), Type of
psychotherapy, Gender, Age, and depression (BDI-II  T1)  predicted QoL pre-treatment (T1) (R2 adjusted =
.64; F(5.153) = 71.94, p < .001). After entering Type of psychotherapy, Gender, Age, and depression (BDI-II

T1), Resilience before the treatment (RS T1) predicted QoL pre-treatment (T1) (ΔR2 = .16).   As Table 3
shows, when analysing the individual contribution of each predictor variable, the variables that
signi�cantly predicted QoL (T1) were Resilience pre-treatment (RS T1) (t = 8.48; p = .01) and depression
pre-treatment (BDI-II T1) (t = -5.26; p = .01). 

Table 3. Hierarchical regression analyses predicting QoL before the treatment 
Step Variable entered Β

 
Standard error t Total R2 ΔR2

1 Type of Psychotherapy -0.31 .17 -1.77    
  Gender 0.10 .33 0.31    
  Age -0.01 .01 -1.54    
  BDI T1 -0.04** .01 -5.25 .48** .16**
2 RS T1 0.05** .01 8.48 .64**  

Note. QoL= Quality of Life; BDI= Beck Depression Inventory; RS= Resilience Scale; T1= Before psychotherapy.
*p < .01, **p < .001

As Table 4 shows, the model composed of Resilience after the treatment (RS T2), Type of psychotherapy,
Gender, Age, and depression (BDI-II T2) predicted QoL post-treatment (T2) (R2 adjusted = .58; F(5.118) =
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59.89, p < .001). After entering Type of psychotherapy, Gender, Age, and depression (BDI-II T2), Resilience
after the treatment (RS T2) predicted QoL posttreatment (T2) (ΔR2 = .21).   As Table 4 shows, when
analysing the individual contribution of each predictor variable, the variables that signi�cantly predicted
QoL (T2) were Resilience posttreatment (RS T2) (t = 7.73; p = .001) and depression post-treatment (BDI-II
T2) (t = -2.47; p = .01). 

Table 4. Hierarchical regression analyses predicting QoL after the treatment (QoL T2).
Step Variable entered Β

 
Standard error t Total R2 ΔR2

1 Type of Psychotherapy  -0.04 .24 -.19    
  Gender -0.23 .49 -.48    
  Age 0.01 .01 .16    
  BDI T2 -0.02* .01 -2.47 .37** .21**
2 RS T2 0.05** .01 7.38 .58**  

Note. QoL= Quality of Life; BDI= Beck Depression Inventory; RS= Resilience Scale; T1= Before psychotherapy.
*p < .01, **p < .001.

Discussion
The objectives of the study were: a) to examine whether people with BPD had worse QoL than the non-
clinical population; b) to examine whether there were statistically signi�cant differences between DBT,
STEPPS, and TAU in the improvement of QoL; c) to examine whether participants showed clinically
signi�cant improvements in QoL after treatment, and whether the scores were within the range of the non-
clinical population; d) to analyse whether resilience was associated with QoL before and after the
treatment for BPD; and e) to analyse whether resilience was a predictor   of the QoL at pre-treatment and  
posttreatment.

Regarding the �rst aim, we found that participants diagnosed with BPD had lower QoL than the non-
clinical population. Spanish participants with BPD were more than one standard deviation below the non-
clinical population. This result is consistent with several previous studies (5,7,12,65,66) that found that
participants with BPD had low QoL. Moreover, participants diagnosed with BPD had lower resilience than
the non-clinical population. Spanish participants with BPD were more than one standard deviation below
the non-clinical population.

Regarding the second aim, our results indicated that all three forms of psychotherapy (DBT, STEPPS, and
TAU-CBT) improved QoL. These results are congruent with a previous review study on QoL (16). However,
in our study, we compared the effects of three different types of psychotherapy on improving QoL, and we
found that there were no differences between the different psychotherapies.

Regarding the third aim, our results suggest that, although the improvement in QoL after treatment was
statistically signi�cant, it was certainly small, and the treatments did not raise it to normal levels; thus,
there was no clinical change in QoL after the treatments. This result points out how critical it is to
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intervene and allocate resources to improving the QoL of BPD patients. Even though treatments improve
their QoL, the current treatments for BPD are not effective in making a clinical change in QoL (see (16)). 

Regarding the fourth aim, our results support the hypothesis that higher resilience is associated with
higher QoL. A positive relationship was found between resilience and QoL in BPD patients before and
after the psychotherapy. Finally, resilience was a predictor of QoL before and after the treatment,
controlling for the type of psychotherapy, gender, age, and the change in depression.  

Our results are consistent with previous research on the relationship between QoL and resilience in other
disorders. For instance, Rainone et al. (32) investigated the role of resilience in improving the QoL of
young adults with multiple sclerosis. They found that their measure of resilience as a process moderated
the relationship between depression and QoL. The introduction of resilience in their model decreased the
negative effect of depression on affective functioning. The positive relationship between resilience and
QoL has also been reported in other mental disorders (34,36), and resilience has already emerged as a
predictor of QoL (35).

Our study could support the theory of Fonagy et al. (38), who suggest that the absence of resilience is a
core characteristic of BPD, and that therapy helps because resilience improves during treatment. This
change in resilience has an impact on QoL as well, which suggests that by targeting the improvement in
resilience in BPD patients, clinical psychologists will help them to have better QoL. This rea�rms our
conceptualization of resilience as a dynamic process – sensitive to change – and should encourage the
scienti�c community to begin to more thoroughly investigate the relationship between resilience and QoL
in BPD patients. It would be interesting to study which speci�c components of resilience in�uence each
dimension of QoL because both constructs are multidimensional. 

Our study has some limitations. First, different operational de�nitions of QoL and resilience make it
harder to compare our study with other studies. There is a need for uni�cation, which many authors have
tried (e.g. (67)), but there is still no consensus among the scienti�c community.  Second, the sample sizes
in the different treatment conditions were not similar, and so it is possible that with larger sample sizes
that are similar across the conditions, we could �nd statistically signi�cant differences between
treatment conditions. Thus, future studies should replicate our study with larger and more similar sample
sizes between conditions. Moreover, the non-clinical sample was signi�cantly younger, and the
percentage of women was higher than in the non-clinical sample. Thus, future research should compare
BPD samples with non-clinical samples matched on age and gender to con�rm our results. Third, our
study is not a randomized controlled trial, and so we only can suggest associative relationships between
the variables analysed, and never causal relationships. Fourth, in our sample, 62.5% of the participants
had a comorbid diagnosis of an eating disorder. Therefore, these results would only be generalizable to
samples of participants with BPD and comorbid ED. Moreover, we did not assess the severity of BPD with
a validated instrument, and it is very important to assess BPD severity because it may indicate both
resilience and quality of life. Finally, another limitation is that we did not use a scale to assess NSSI, and
we cannot con�rm the reliability of this measure in our sample.   However, a review study (68) found that
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the type of NSSI assessment, whether with a single item or with self-report questionnaires, did not
in�uence the assessment. Our results suggest that resilience plays a key role in predicting the QoL of BPD
patients. Thus, it is recommended to further explore resilience in the BPD community, especially in
treatment contexts, and investigate the impact of these interventions in the long term. In this regard, three
primary questions would need attention: 1) What strategies improve resilience skills?; 2) How does
implementing resilience skills in therapy in�uence treatment effectiveness?; and 3) Are these results
clinically relevant as well as statistically relevant? As far as we know, this is the �rst study to explore the
relationship between resilience and QoL in BPD patients. Our study is just preliminary. It would be
interesting to see if future research replicates our results. In addition, taking into account that the concept
of QoL is quite broad, future research should investigate subdomains of resilience and their impact on the
different dimensions of QoL. 

Conclusions
In summary, our study suggests that it is necessary to evaluate QoL in studies on treatments for people
with BPD. Future research should also analyse the reasons for this slight improvement in QoL after
treatment. These results indicate that resilience plays an important role as a predictor of QoL in BPD
patients. Because both resilience and QoL tend to be low, working on resilience and QoL should be two
therapeutic targets of intervention programs. Future studies should address more speci�c questions and
expand our knowledge about resilience and QoL in participants with BPD.

Abbreviations
BPD: Borderline Personality Disorder

CBT: Cognitive-Behavioural Therapy

DBT: Dialectical Behavioural Therapy

BDI-II: Beck Depression Inventory II

NSSI: Non-suicidal self-injuries

QLI: Quality of Life Index

QoL: Quality of Life

RCTs: Randomized controlled trials

RS: Resilience Scale

SCID I: Structured Clinical Interview for DSM-IV Axis I Disorders

SCID II: Structured Clinical Interview for DSM-IV Axis II Personality Disorders



Page 13/20

STEPPS: Systems Training for Emotional Predictability and Problem Solving

TAU: Treatment as usual

Declarations
Ethics approval and consent to participate

The study protocol followed the Declaration of Helsinki Guidelines and was approved by the Ethics
Committee of the University of Valencia (Valencia, Spain) with reference number H1539172078305. The
consent we obtained from the study participants was written. All participants interested in participating
signed an informed consent form. To protect information, names were replaced by codes, and
identi�cation data were separated from other data.

Consent for publication

Not applicable.

Availability of data and materials

The datasets used and/or analysed during the current study were collected as part of a doctoral thesis
and are available from the corresponding author on reasonable request.

Competing interests

The authors declare that they have no competing interests.

Funding

This work was supported by CIBEROBN, an initiative of the ISCIII (ISC III CB06 03/0052). The �rst author
of the manuscript is a member of CIBER, but did not receive funding for this study.

Author Contributions

All authors have read and approved the manuscript. VG conducted the main research on which the paper
is based. VG, ME, and JHM were involved in analysing, summarising, and interpreting the results. SFB
was involved in preparing the manuscript. AGP, CB and RB supervised the project, contributed by
interpreting, con�rming, and commenting on the results, and assisted in reviewing the overall paper.  

Acknowledgements

Not applicable.

References



Page 14/20

1. Felce D, Perry J. Quality of life: Its de�nition and measurement. Res Dev Disabil. 1995 Jan;16(1):51–
74.

2. American Psychiatric Association. Diagnostic and statistical manual of mental disorders (DSM-5).
5th ed. Washington, DC: American Psychiatric Association; 2013.

3. Grant BF, Chou SP, Goldstein RB, Huang B, Stinson FS, Saha TD, et al. Prevalence, Correlates,
Disability, and Comorbidity of DSM-IV Borderline Personality Disorder: Results from the Wave 2
National Epidemiologic Survey on Alcohol and Related Conditions. J Clin Psychiatry. 2008 Apr
15;69(4):533–45.

4. Zanarini MC, Frankenburg FR, Hennen J, Silk KR. The Longitudinal Course of Borderline
Psychopathology: 6-Year Prospective Follow-Up of the Phenomenology of Borderline Personality
Disorder. Am J Psychiatry. 2003 Feb;160(2):274–83.

5. Perseius K-I, Andersson E, Asberg M, Samuelsson M. Health-related quality of life in women patients
with borderline personality disorder. Scand J Caring Sci. 2006 Sep;20(3):302–7.

�. Lawford J, Eiser C. Exploring links between the concepts of Quality of Life and resilience. Pediatr
Rehabil. 2001 Jan 10;4(4):209–16.

7. Cramer, V., Torgersen, S., & Kringlen E. Personality disorders and quality of life. A population study.
Compr Psychiatry. 2006;47(3):178–84.

�. Leichsenring F, Leibing E, Kruse J, New AS, Leweke F. Borderline personality disorder. Lancet. 2011
Jan;377(9759):74–84.

9. Black DW, Blum N, Pfohl B, Hale N. Suicidal behavior in borderline personality disorder: prevalence,
risk factors, prediction, and prevention. J Pers Disord. 2004;18:226–39.

10. Zanarini MC, Frankenburg FR, Hennen J, Silk KR. Mental Health Service Utilization by Borderline
Personality Disorder Patients and Axis II Comparison Subjects Followed Prospectively for 6 Years. J
Clin Psychiatry. 2004 Jan 15;65(1):28–36.

11. El-Gabalawy R, Katz LY, Sareen J. Comorbidity and Associated Severity of Borderline Personality
Disorder and Physical Health Conditions in a Nationally Representative Sample. Psychosom Med.
2010 Sep;72(7):641–7.

12. Rüsch N, Lieb K, Göttler I, Hermann C, Schramm E, Richter H, Jacob GA, Corrigan PW, Bohus M.
Shame and Implicit Self-Concept in Women With Borderline Personality Disorder. Am J Psychiatry.
2007 Mar 1;164(3):500.

13. Thompson KN, Jackson H, Cavelti M, Betts J, McCutcheon L, Jovev M, et al. Number of Borderline
Personality Disorder Criteria and Depression Predict Poor Functioning and Quality of Life in
Outpatient Youth. J Pers Disord. 2019 Jan 28;1–14.

14. IsHak WW, Brown K, Aye SS, Kahloon M, Mobaraki S, Hanna R. Health-related quality of life in bipolar
disorder. Bipolar Disord. 2012 Feb;14(1):6–18.

15. Davidoff J, Christensen S, Khalili DN, Nguyen J, IsHak WW. Quality of life in panic disorder: looking
beyond symptom remission. Qual Life Res. 2012 Aug 21;21(6):945–59.



Page 15/20

1�. IsHak WW, Elbau I, Ismail A, Delaloye S, Ha K, Bolotaulo NI, et al. Quality of Life in Borderline
Personality Disorder. Harv Rev Psychiatry. 2013;21(3):138–50.

17. Grambal A, Prasko J, Ociskova M, Slepecky M, Kotianova A, Sedlackova Z, Zatkova M, Kasalova P,
Kamaradova D. Borderline personality disorder and unmet needs. Neuroendocrinol Lett.
2017;38(4):275–289.

1�. McMain SF, Links PS, Gnam WH, Guimond T, Cardish RJ, Korman L, et al. A Randomized Trial of
Dialectical Behavior Therapy Versus General Psychiatric Management for Borderline Personality
Disorder. Am J Psychiatry. 2009 Dec;166(12):1365–74.

19. Carter GL, Willcox CH, Lewin TJ, Conrad AM, Bendit N. Hunter DBT project: randomized controlled
trial of dialectical behaviour therapy in women with borderline personality disorder. Aust New Zel J
Psychiatry. 2010;44:162–73.

20. Bos EH, van Wel EB, Appelo MT, Verbraak MJ. A randomized controlled trial of a Dutch version of
systems training for emotional predictability and problem solving for borderline personality disorder.
J Nerv Ment Heal Disord. 2010;198:299–304.

21. Davidson K, Norrie J, Tyrer P, Gumley A, Tata P, Murray H, et al. The Effectiveness of Cognitive
Behavior Therapy for Borderline Personality Disorder: Results from the Borderline Personality
Disorder Study of Cognitive Therapy (BOSCOT) Trial. J Pers Disord. 2006 Oct;20(5):450–65.

22. Cottraux J, Note ID, Boutitie F, Milliery M, Genouihlac V, Yao SN, et al. Cognitive Therapy versus
Rogerian Supportive Therapy in Borderline Personality Disorder. Psychother Psychosom.
2009;78(5):307–16.

23. Yeomans FE, Clarkin JF, Kernberg OF. Transference-Focused Psychotherapy for Borderline
Personality Disorder: A Clinical Guide. 2015. 427 p.

24. Giesen-Bloo J, van Dyck R, Spinhoven P, van Tilburg W, Dirksen C, van Asselt T, et al. Outpatient
Psychotherapy for Borderline Personality Disorder. Arch Gen Psychiatry. 2006 Jun 1;63(6):649.

25. van Asselt ADI, Dirksen CD, Arntz A, Giesen-Bloo JH, van Dyck R, Spinhoven P, et al. Out-patient
psychotherapy for borderline personality disorder: Cost-effectiveness of schema-focused therapy v.
transference-focused psychotherapy. Br J Psychiatry. 2008 Jun 2;192(6):450–7.

2�. Nadort M, Arntz A, Smit JH, Giesen-Bloo J, Eikelenboom M, Spinhoven P, et al. Implementation of
outpatient schema therapy for borderline personality disorder with versus without crisis support by
the therapist outside o�ce hours: A randomized trial. Behav Res Ther. 2009 Nov;47(11):961–73.

27. Chakhssi F, Zoet JM, Oostendorp JM, Noordzij ML, Sommers-Spijkerman M. Effect of psychotherapy
for borderline personality disorder on quality of life: a systematic review and meta-analysis. J Pers
Disord.2019; e-View Ahead of Print.

2�. Jacobson NS, Truax P. Clinical signi�cance: A statistical approach to de�ning meaningful change in
psychotherapy research. J Consult Clin Psychol. 1991;59(1):12–9.

29. Masten AS. Ordinary magic: Resilience processes in development. Am Psychol. 2001;56(3):227–38.

30. Luthar SS, Cicchetti D, Becker B. The Construct of Resilience: A Critical Evaluation and Guidelines for
Future Work. Child Dev. 2000 May 28;71(3):543–62.



Page 16/20

31. Fang X, Vincent W, Calabrese SK, Heckman TG, Sikkema KJ, Humphries DL, et al. Resilience, stress,
and life quality in older adults living with HIV/AIDS. Aging Ment Health. 2015 Nov 2;19(11):1015–21.

32. Rainone N, Chiodi A, Lanzillo R, Magri V, Napolitano A, Morra VB, et al. Affective disorders and Health-
Related Quality of Life (HRQoL) in adolescents and young adults with Multiple Sclerosis (MS): the
moderating role of resilience. Qual Life Res. 2017 Mar 7;26(3):727–36.

33. Wu W-W, Tsai S-Y, Liang S-Y, Liu C-Y, Jou S-T, Berry DL. The Mediating Role of Resilience on Quality of
Life and Cancer Symptom Distress in Adolescent Patients With Cancer. J Pediatr Oncol Nurs. 2015
Sep 22;32(5):304–13.

34. Post F, Pardeller S, Frajo-Apor B, Kemmler G, Sondermann C, Hausmann A, et al. Quality of life in
stabilized outpatients with bipolar I disorder: Associations with resilience, internalized stigma, and
residual symptoms. J Affect Disord. 2018 Oct;238:399–404.

35. Hofer A, Mizuno Y, Wartelsteiner F, Wolfgang Fleischhacker W, Frajo-Apor B, Kemmler G, et al. Quality
of life in schizophrenia and bipolar disorder: The impact of symptomatic remission and resilience.
Eur Psychiatry. 2017 Oct 23;46:42–7.

3�. Wartelsteiner F, Mizuno Y, Frajo-Apor B, Kemmler G, Pardeller S, Sondermann C, et al. Quality of life in
stabilized patients with schizophrenia is mainly associated with resilience and self-esteem. Acta
Psychiatr Scand. 2016 Oct;134(4):360–7.

37. Paris J, Perlin J, Laporte L, Fitzpatrick M, DeStefano J. Exploring resilience and borderline personality
disorder: A qualitative study of pairs of sisters. Personal Ment Health. 2014 Aug;8(3):199–208.

3�. Fonagy P, Luyten P, Allison E, Campbell C. What we have changed our minds about: Part 1. Borderline
personality disorder as a limitation of resilience. Borderline Personal Disord Emot Dysregulation.
2017 Dec 11;4(1):11.

39. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed.
Washington, DC; 2000.

40. First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical Interview for DSM-IV-TR Axis I
Disorders, Research Version, Non-patient Edition. Biometrics Research, editor. New York; 2002.

41. Lobbestael J, Leurgans M, Arntz A. Inter-rater reliability of the Structured Clinical Interview for DSM-IV
Axis I Disorders (SCID I) and Axis II Disorders (SCID II). Clin Psychol Psychother. 2011 Jan;18(1):75–
9.

42. First MB, Spitzer RL, Gibbon M, Williams JBW. Entrevista Estructurada Para los Trastornos del Eje I
del DSM-IV: SCID-I. Versión Clínica. Barcelona: Elservier-Masson; 1999.

43. First MB, Gibbon M, Spitzer RL, Williams JBW, Benjamin LS. Structured Clinical Interview for DSM-IV
Axis II Personality Disorders, (SCID-II). American Psychiatric Press, editor. Washington, DC; 1997.

44. First MB, Spitzer RL, Gibbon M, JBW. Entrevista clínica estructurada para los trastornos del eje II del
DSM-IV: SCID-II. Barcelona: Elservier-Masson; 1999.

45. Silverman MM, Berman AL, Sanddal ND, O’Carroll PW, Joiner TE. Rebuilding the Tower of Babel: A
Revised Nomenclature for the Study of Suicide and Suicidal Behaviors Part 2: Suicide-Related
Ideations, Communications, and Behaviors. Suicide Life-Threatening Behav. 2007 Jun;37(3):264–77.



Page 17/20

4�. Ferrans CE, Powers MJ. Quality of life index: development and psychometric properties. Adv Nurs
Sci. 1985 Oct;8(1):15–24.

47. Mezzich JE, Ruipérez MA, Pérez C, Yoon G, Liu J, Mahmud S. The Spanish Version of the Quality of
Life Index: presentation and validation. J Nerv Ment Dis. 2000 May;188(5):301–5.

4�. Mezzich JE, Cohen NL, Ruiperez MA, Banzato CEM, Zapata-Vega MI. The Multicultural Quality of Life
Index: presentation and validation. J Eval Clin Pract. 2011 Apr;17(2):357–64.

49. Wilks SE. Psychometric Evaluation of the Shortened Resilience Scale Among Alzheimer’s Caregivers.
Am J Alzheimer’s Dis Other Dementiasr. 2008 Apr;23(2):143–9.

50. Las Hayas C, Calvete E, Gómez del Barrio A, Beato L, Muñoz P, Padierna JÁ. Resilience Scale-25
Spanish version: Validation and assessment in eating disorders. Eat Behav. 2014 Aug;15(3):460–3.

51. Wagnild G, Young HM. Development and psychometric evaluation of the Resilience Scale. J Nurs
Meas. 1993 Winter;1(2):165–78.

52. Beck AT, Steer RA, Brown GK. Manual for the Beck Depression Inventory-II. Corporation P, editor. San
Antonio; 1996.

53. Sanz J, Garcıa-Vera MP, Espinosa R, Fortun M, Vazquez C. Adaptación española del Inventario para
la depresión de Beck-II (BDI-II): 3. Propiedades psicométricas en pacientes con trastornos
psicológicos. Clin y Salud. 2005;16(2):121–42.

54. Linehan MM. Cognitive-behavioral treatment of borderline personality disorder. New York: Guilford
Press; 1993.

55. Blum N, Pfohl B, St. John D, Monahan P, Black DW. STEPPS: A cognitive-behavioral systems-based
group treatment for outpatients with borderline personality disorder - A preliminary report. Compr
Psychiatry. 2002;43(4):301–10.

5�. Lieb K, Zanarini MC, Schmahl C, Linehan MM, Bohus M. Borderline personality disorder. Lancet. 2004
Jul;364(9432):453–61.

57. Salsman N, & Linehan MM. Dialectical-behavioral therapy for borderline personality disorder. Prim
Psychiatry. 2006;13(5):51–8.

5�. Linehan MM. DBT® skills training manual. 2nd ed. Press G, editor. New York; 2015.

59. Blum N, John D, Pfohl B, Stuart S, McCormick B, Allen J, et al. Systems Training for Emotional
Predictability and Problem Solving (STEPPS) for outpatients with borderline personality disorder: a
randomized controlled trial and 1-year follow-up. Am J Psychiatry. 2008;165(4):468–78.

�0. Kendall PC, Marrs-Garcia A, Nath SR, Sheldrick RC. Normative comparisons for the evaluation of
clinical signi�cance. J Consult Clin Psychol. 1999;67(3):285–99.

�1. Hedges LV, Olkin I. Statistical Methods for Meta-Analysis. Press A, editor. New York; 1985.

�2. O’brien RM. A Caution Regarding Rules of Thumb for Variance In�ation Factors. Qual Quant. 2007
Sep 11;41(5):673–90.

�3. IBM Corp. SPSS Statistics. Armonk, NY: IBM Corp.; 2017.



Page 18/20

�4. Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Erlbaum, editor. Hillsdale, NJ;
1988.

�5. Grambal A, Prasko J, Kamaradova D, Latalova K, Holubova M, Sedláčková Z, Hruby R. Quality of life
in borderline patients comorbid with anxiety spectrum disorders–a cross-sectional study. Patient
Prefer Adherence. 2016 Aug;Volume 10:1421–33.

��. Penner-Goeke K, Henriksen CA, Chateau D, Latimer E, Sareen J, Katz LY. Reductions in Quality of Life
Associated With Common Mental Disorders: results from a nationally representative sample. J Clin
Psychiatry. 2015 Nov 25;76(11):1506–12.

�7. Davydov DM, Stewart R, Ritchie K, Chaudieu I. Resilience and mental health. Clin Psychol Rev. 2010
Jul;30(5):479–95.

��. Hamza CA, Stewart SL, Willoughby T. Examining the link between nonsuicidal self-injury and suicidal
behavior: A review of the literature and an integrated model. Clin Psychol Rev. 2012 Aug;32(6):482–
95.

Figures



Page 19/20

Figure 1

Sample evolution throughout treatment. DBT = Dialectical Behavioural Therapy; STEPPS = Systems
Training for Emotional Predictability and Problem Solving; TAU = Treatment as Usual.
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