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1. Abstract 

Background: The relationship between wellbeing and psychopathology gained a lot of 

attention recently within the scientific literature. Some is known over the applicability of the 

dual continua model, which assumes a two-dimensional relationship between both constructs, 

within the general population, at a specific point in time. But less is known about its possible 

use within different clinical populations, especially with regard to the influence of the factor 

time. This research tries to extend the knowledge base about the dual continua model, by 

looking at its applicability for a clinical population of people with various forms of 

personality disorders, over a treatment period of two years. Social capabilities seem to be one 

of the most important elements within different forms of personality disorders and closely 

connected to wellbeing as well as psychopathology. Therefore a second focus of the study is, 

to look at the influence of a certain life situation, ‘having/ not having a partner in their life’, 

on the relationship of these two constructs. 

Methods: The study followed a longitudinal observational design. The level of wellbeing 

(MHC-SF) and psychopathology (OQ-45) of a total of 240 participants, with a diagnosis of 

various personality disorders, was monitored every three months over a time span of 2 years. 

Participants were asked at the beginning of treatment if they wanted to participate in the study 

voluntarily.  

Results: The results revealed a significant decrease in psychopathology and a significant 

increase in wellbeing over a time span of 2 years. The two constructs are moderately related 

and can equally good predict changes within each other over a time span of one year. Life 

situation did not have an influence on either the starting level of psychopathology and 

wellbeing or their development. However, it seems that changes in either wellbeing or 

psychopathology can better be predicted for people with a partner than without one.   

Conclusion: The study showed a better fit of the dual continua model for the clinical 

population of people with PD’s than a one-dimensional model. The influence of wellbeing on 

psychopathology could thus be bigger than expected so far within this clinical population. 

Supporting the idea that other forms of therapy, with a specific focus on mental wellbeing,  

could be useful to extend the field of efficient treatment methods for personality disorders. 

Life situation did not have any influence on the development of both constructs. Both groups 

benefit equally well from treatment, but the influence of wellbeing on psychopathology or 

vice versa could be bigger for people with a partner than without one. Making them an even 

more attractive target group for other possible forms of treatment.  
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2. Introduction  

For a long time now, clinical psychology has tried to understand and treat mental 

disorders with a specified focus on the negative aspects of life and how to reduce them. For 

example, by minimizing inappropriate behavior, eradicating exaggerated anxiety or reducing 

depressive cognitions (Wood, & Tarrier, 2010; Duckworth, Steen, & Seligman, 2005; 

Maddux, Snyder, & Lopez, 2004). This exclusive focus on the negative has led to an 

imbalanced research field and limited practical approaches, that just focuses on symptom 

reduction and psychopathology. The positive aspects of life and their impact on the person, 

their wellbeing and psychopathology are mostly forgotten (Wood, & Tarrier, 2010; 

Duckworth, Steen, & Seligman, 2005; Maddux, Snyder, & Lopez, 2004). A lot of research 

has thus monitored the development of psychopathology over time within clinical 

populations, but less research has looked at the other side of the coin, namely wellbeing, its 

development and especially the relation of psychopathology and wellbeing (Wood, & Tarrier, 

2010).  

 In recent years wellbeing has gained somewhat more attention within the 

psychological research field. Some research shows that high levels of wellbeing can have 

several beneficial impacts like of the risk of mental illness, the overall quality of life, 

longevity and health care use (Sommers-Spijkerman et al., 2018). But less is known about the 

direct relationship of wellbeing and psychopathology.  

Within the last years, the ‘dual continua model’ has gained increased attention. It 

assumes a more two-dimensional, thus relatively independent, relationship between the two 

constructs. It was found applicable for the general population, or some forms of the clinical 

population within a limited time span (Franken et al., 2018; Westerhof & Keyes, 2010; Keyes, 

2005). Because of the just recent rise of attention to wellbeing, especially longitudinal data is 

missing within a lot of studies, to make reliable predictions about their relationship over time 

(Wood, & Tarrier, 2010).   

To help create a more balanced research field and to increase the practical 

effectiveness of psychological interventions and therapeutic treatments this study aims to look 

at the applicability of the dual continua model on a clinical population of people with various 

personality disorders, over a time span of two years. It, therefore, falls within the area of 

positive psychology. In order to fully grasp the context of the study, it is important to 

understand all the relevant concepts and aspects in its fullest. Most importantly the concept of 

positive psychology, mental health, and wellbeing. 
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2.1 Positive Psychology 

Till now the one-sided lens of psychology just aimed to improve a person’s status 

from a negative status to neutral, by focusing on symptom and pathology reduction. To 

support the positive development of a person was mostly left out, as well as to monitor or 

include their wellbeing into therapeutic approaches (Wood, & Tarrier, 2010; Fava, Cosco, 

Guidi, & Tomba, 2017). Thereby not paying attention to the full meaning of the concept of 

recovery, which can accordingly to Jahoda (1958), only be reached via interventions that 

facilitate progress towards restoration or enhancement of psychological wellbeing. Just 

aiming for a neutral position of the person can be insufficient for the long-term effect of 

therapy and can increase the risk of relapse (Fava et al., 2017).  

Positive psychology tries to be the answer to this long period of positive neglect. It 

tries to create a balance between the actual focus on the reduction of psychopathology and the 

support and improvement of the overall quality of life (Seligman, 2002). According to Gilham 

and Seligman (1999) can positive psychology be divided into three different levels. The 

‘subjective level’, the ‘individual level’, and the ‘groups level’. The subjective level deals 

with positive subjective experiences like wellbeing, pleasure, happiness, luck, and 

satisfaction. The individual-level deals with positive personal characteristics, like courage, 

self-compassion or the ability to feel love. The last level deals with social norms and virtues, 

like responsibility, altruism or tolerance (Gilham, & Seligman, 1999).  

 All these three levels are important for people’s ‘mental health’, which is one of the 

most important concepts of positive psychology (Keyes, 2005; Keyes, 2007). The highest 

possible level of mental health in individuals can be described as ‘flourishing’, whereas the 

absolute absence can be defined as ‘languishing’. People that are stuck somewhere in between 

are described as having ‘moderate mental health’ (Keyes, 2002; Keyes, 2007). The goal of 

positive psychology is to get people to flourish. To understand what this comprises it is 

helpful to look at the definition of ‘Mental Health’ of the World Health Organization. Here 

mental health is defined as “…a state of wellbeing in which every individual realizes his or 

her own potential, can cope with the normal stresses of life, can work productively and 

fruitfully, and is able to make a contribution to her or his community.” (World Health 

Organization, 2004, p. 10).  

Wellbeing is thus a symptom of mental health and refers to optimal psychological 

functioning and experience (Ryan, & Deci, 2001). It is not just a simple ‘one-factor’ 

construct, but a rather complex one with several important aspects. The two most important 

overarching terms regarding wellbeing are called ‘hedonistic wellbeing’ and ‘eudemonic 
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wellbeing’ (Zessin et al, 2015). Hedonistic wellbeing can roughly be understood as feeling 

well. It can, therefore, be compared to Keyes (2002) idea of emotional wellbeing, which is 

one of three sub-components of wellbeing. Whereas the eudemonic wellbeing comes from the 

Greek term ‘eudemonia’, which can be understood as ‘living well’. Living well here means 

not just feeling good or being satisfied with the actual situation, but rather to fully make use 

of your own potential to constantly develop and grow (Waterman, 1984; Waterman, 1993). 

Eudemonic wellbeing can thus be compared to the other two sub-components of wellbeing, 

namely social wellbeing and the psychological wellbeing (Keyes, 2002; Ryan, & Deci, 2001).  

Wellbeing, therefore, consists of three important sub-components namely emotional, 

psychological and social wellbeing. To better understand what they mean and how to achieve 

or improve on them it is important to further narrow these down. Emotional wellbeing can be 

achieved by the satisfaction of its related two sub-components. The presence of positive 

emotions and a positive cognitive evaluation of life, thus satisfaction with your current 

situation (Lamers, Westerhof, Bohlmejer, ten Kloster & Keyes, 2011). Psychological 

wellbeing is a more complex construct and is made out of six different sub-components 

namely: ‘environmental mastery’(the ability to cope with everyday life); ‘self-acceptance’ (a 

positive attitude towards yourself); ‘self-actualization’(a feeling of developing and growing as 

a person); ‘autonomy’ (being able to work independently and in accordance with ones one 

values and virtues); ‘purpose in life’ (the feeling that your life has a meaning to it) and 

‘positive relations’ (having a good social network and connections) (Fava et al., 2017; Ryff, 

1989; Ryff & Keyes, 1995; Ryff & Singer, 2008). Social wellbeing consists of five sub-

constructs: ‘Acceptance’ (a positive attitude towards others); ‘actualization’ (to believe that 

society develops in a positive way); ‘contributions’ (the believe that one can contribute 

fruitfully to society); ‘coherence’ (the experience that the social world is understandable and 

predictable) and ‘integration’ (a feeling part of a community) (Keyes, 1998).  

To sum up, wellbeing is a rather big and complex construct with a lot of relevant 

related factors that deal with personal as well as social aspects of life. If all the described 

factors are sufficiently satisfied, a person can be described as ‘flourishing’, the highest form 

of wellbeing (Keyes, 2002; Keyes 2007; Schotanus-Dijkstra et al., 2016). 
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2.2 Positive Psychological Interventions  

Positive psychological interventions (PPI), are interventions based on positive 

psychological principles, with a focus on promoting positive feelings cognitions or behaviors 

(Chakhssi, Kraiss, Sommers-Spijkerman, & Bohlmeijer, 2018). They are shown to be 

effective in increasing wellbeing and to reduce anxiety or mood disorder related symptoms, 

within the normal ‘healthy’ population (Schotanus-Dijkstra et al., 2016; Sommers-

Spijkermann et al., 2018). But less is known about the direct impact of PPI’s on the 

development of psychopathological symptoms within clinical populations. Some research 

indicates that the reduction of mood or anxiety disorder related symptoms is even true for 

clinical samples (Chakhssi, Kraiss, Sommers-Spijkerman, & Bohlmeijer, 2018; Foreman et 

al., 2012). Especially in relapse prevention for mood disorders, PPI’s seem a very effective 

tool to reduce the risk of further depressive episodes (Kuylen et al., 2016). It is indicated that 

this reduction in relapse risk could be mediated through an increase in wellbeing (Kuylen et 

al., 2016). But more research is needed to support these results and to further extend the field 

of insight to other pathological disorders, like for example the various types of personality 

disorders. These forms of treatment could thus possibly prove to be efficient in treating this 

specific clinical population.  

2.3 Dual continua model 

There is a significant amount of discourse about the dimensionality of wellbeing and 

psychopathology. Some argue for a more one-dimensional approach. Assuming 

psychopathology as the lower end of the wellbeing dimension and the presence of wellbeing 

as the higher end. Whereas others argue for a totally different, more independent relationship 

of the two constructs.  

Tudor (1996) made the first introduction of the dual continua model of wellbeing and 

psychopathology. This was further developed by Keyes (2002; 2005). The dual continua 

model follows the idea that these two constructs are not part of one dimension, but rather form 

two separate dimensions that are closely related to each other. The simple absence of 

psychopathology does according to this model not guarantee the presence of wellbeing 

(Trompetter et al., 2017; Trompetter, Bohlmeijer, Veehof, & Schreuers, 2015). 

This idea gets supported by several studies that show a difference in the level of 

wellbeing between people with mental health problems and people without them. People with 

mental health problems seem to have a lower base level of wellbeing than the healthy 

population. This has been found in adult populations with mood disorders, anxiety complaints 
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and various personality disorders (Keyes, 2005; Nierenberg et al., 2010; Westerhof & Keyes, 

2010; IsHak et al., 2013; Concli, Bradley, & Westen, 2006; Cramer, Torgersen, & Kringlen, 

2006; Eisen et al, 2006). Additionally, these studies support the idea of the dual continua 

model, by showing large variations in wellbeing among people with mental health problems, 

that seem independent of variations in psychopathology. Even after successful treatment and a 

reduction of psychosomatic symptoms, low levels of wellbeing may persist (Wood, & Joseph, 

2010). Additionally, it seems like an increase in wellbeing leads to a psychopathological 

relapse reduction and even a decrease in pathological symptoms for mood and anxiety 

disorders (Kuyken et al., 2016; Fava et al., 20005; Keyes, Dhingra, & Simoes, 2010; Chakhssi 

et al., 2018). This seems to be true for clinical populations, thus people diagnosed as suffering 

from psychopathological problems, but also for the ‘healthy’ non-clinical population 

(Schotanus-Dijkstra et al., 2016; Sommers-Spijkermann, Trompetter, Schreuers, & 

Bohlmeijer, 2018).  

2.4 Longitudinal Research  

An important factor for the research of the relationship between wellbeing and 

psychopathology is ‘time’. A lot of the research regarding this topic has made use of cross-

sectional survey or study data (Keyes, 2005; Wood, & Tarrier, 2010; Concli, Bradley, & 

Westen, 2006; IsHak et al., 2013). These studies thus just focus on the assessment of one 

point in time rather than to look at the continuous development of wellbeing and 

psychopathology. Other research that tries to include the variable of ‘time’ tried to do so by 

comparing two points in time (Wood, & Joseph, 2010; Schotanus-Dijkstra et al., 2016; 

Sommers-Spijkermann et al., 2018; Chakhssi et al., 2018).  

These studies try to assess wellbeing and psychopathology rather as a trait than a state. 

They assume that giving insight into the actual level of wellbeing and psychopathology is 

enough to assume certain stability and validity of the results. Prerequisites for the description 

of traits seem to be ‘temporal stability’ and ‘cross-situational consistency’. Whereas a state is 

defined by situational and timely fluctuations (Steyer, Schmitt, & Eid, 1999). Wellbeing and 

psychopathology can be seen as both, traits and states. Both can be stable over some periods 

of time and situations but can also be influenced by situational developments or timely 

fluctuations (Reis et al., 2000; Skodol et al., 2015; Ryan, & Deci, 2000). Just looking at one 

or two points in time is often not sufficient to create a complete picture.  

Less research has tried to track the continuous development of wellbeing and 

psychopathology, thus, to look at both aspects, its state and trait value. Whether these 
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constructs change or stay the same over longer periods of time, and their possible relationship 

over time is the focus of this study. Especially in regard to the clinical population of people 

with various personality disorders. To look at how their level of psychopathology and 

wellbeing are related and develop over a treatment period of two years. This study does, 

therefore, make use of a longitudinal observational study design, including 9 measurement 

points in time, each conducted in a three-month interval, over a period of two years.  

2.5 Personality Disorders 

This research tries to tie in with the idea of the dual continua model, by looking for the 

applicability of this theory within an adult population of people with various personality 

disorders (PD), who are in treatment within a mental health care institution. Thereby, trying to 

extend the knowledge base about the specific development of both constructs and their 

relationship over a longer period of time, within clinical populations.  

But first, it is important to know what exactly personality disorders are. According to 

the DSM-V, the essential features of personality disorder are impairments in personality (self 

and interpersonal) functioning and the presence of pathological personality traits (American 

Psychiatric Association, 2013). 

To diagnose someone with a PD the following criteria must be met: significant 

impairments in self (identity or self-direction) and interpersonal (empathy or intimacy) 

functioning, one or more pathological personality trait domains, namely the impairments in 

personality functioning and the individuals trait expression, are relatively stable across time 

and consistent across situations. They are not better understood as normative for the 

individual's developmental stage or socio-cultural environment and are not solely due to the 

direct physiological effect of a substance (e.g. a drug of abuse, medication) or a general 

medical condition (e.g. severe head trauma) (American Psychiatric Association, 2013). 

To sum up, the most important aspects of PD’s are pathological character traits, thus 

traits that are deviant from the social norms, and these must be persistent over time and be 

pervasive over different situations. Character traits can be divided into 5 different domains: 

‘Negative affect’, like emotional lability or anxiousness, etc., ‘Detachment’ describing 

withdrawal or intimacy avoidance, etc., ‘Antagonism’ connected to manipulativeness, 

deceitfulness, etc., ‘Disinhibition’, for example, irresponsibility or impulsivity, etc. and 

‘Psychoticism’ which is connected to unusual beliefs/ experiences and eccentricity etc. 

Different combinations of character traits related to these 5 Domains can form six different 

PD’s, namely ‘Antisocial-‘. ‘Narcissistic-‘, ‘Borderline-‘, ‘Avoidant-‘, ‘Obsessive-‘ and 
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‘Schizotypal Personality Disorder’. These six can then be categorized into three different 

clusters. Cluster A (I) describes strange and eccentric behavior, cluster B (II), stands for 

theatrical, emotional or unpredictable behavior and cluster C (III) which is comprised of tense 

or anxious behavior. 

PD’s are long-lasting disorders that often developed early on in life and are therefore 

difficult to get rid of (Skodol et al., 2005). Whereas the severity of symptoms can drastically 

change over time the impairment in occupational, leisure, global and social functioning seems 

to be rather stable over the course of time, leading to a significant amount of personal distress 

(Skodol et al., 2005). Especially social dysfunction seems to be a very stable, maybe the most 

stable and determining component of the severity of PD’s. This leads to the question of how 

far the social relations that someone with PD’s has, is of influence on their wellbeing or 

psychopathology (Skodol et al., 2005). 

The findings stand in accordance with the dual continua model and support the idea of 

two separate, but related factors, working independently and together. The impairment in 

social functioning, as the possibly most stable form of impairment and therefore possibly 

most determining factor, could be closely related to wellbeing, especially its sub-component 

social wellbeing. Their level of wellbeing could thus be relatively stable over a large amount 

of time, even with a reduction of psychosomatic symptoms. This would stand in accordance 

with the findings of Wood and Joseph (2010), that low levels of wellbeing may persist even 

after a reduction of psychological distress has been achieved.  

 

2.6 Life situation 

The level of wellbeing could be different for individuals with different levels of 

impairment, especially impairment within social functioning, as the possible most stable and 

determining factor of PD’s (Skodol et al., 2005). People with a partner, who can hold on to a 

relationship for a longer period of time, possibly inhabiting a relatively good level of social 

functioning, could have a higher and more stable baseline level of wellbeing. Additionally, 

because social functioning seems to have a big influence on the problematic 

psychopathological distress symptoms, these people could inhabit a lower baseline level of 

psychopathological symptoms.  

With a possible higher level of wellbeing and a lower level of psychopathological 

symptoms, people with a partner could be categorized as lesser severe cases of PD. Whereas 

people without a partner, thus without these social capabilities, could inhabit a lower and less 
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stable level of wellbeing and higher levels of impairment and psychopathological symptoms. 

These cases could, therefore, be categorized as more severe forms of PD’s. 

Because people with more severe forms of impairment showed the largest 

improvements in all forms of functioning coming with a reduction of psychopathology, this 

research will include the variable of life situation, measured by ‘Partner’ or ‘without Partner’, 

within the analysis and take a closer look how it is related to wellbeing and psychopathology 

over time, within this specific population.  

It is assumed that the relationship between wellbeing and psychopathology is stronger 

for the more severe cases, thus people without a partner than for people with one, because of 

the close relationship between improvements in all forms of functioning and the related 

increase in wellbeing and decrease in psychopathology. Possibly leading to a greater benefit 

from the treatment for these people in comparison to the less severe cases, with a possibly 

more stable level of wellbeing and psychopathology.  
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2.6 Research questions and Hypothesis 

The overall research goal of this study is to test the applicability of the dual continuum model 

for patients with Personality Disorders and explore its development over time. Special 

attention within this research is given to the influence of life situation on the development of 

pathological symptoms and wellbeing over time. To reach this the overall statement must be 

divided into four testable sub-questions: 
 

• What is the change in wellbeing and psychopathology over time in Personality 

Disorders? 
 

Hypothesis 1: There is a significant reduction in psychopathology over time. 
 

Hypothesis 2: There is a significant increase in wellbeing over time. 

 

• What is the relation between changes in wellbeing and pathological symptoms over 

time in Personality disorders? 
 

Hypothesis 3: Psychopathology is a predictor of mental wellbeing over time 
  

Hypothesis 4: Wellbeing is a predictor for pathological symptoms over time 

 

• What are the differences in change in wellbeing and symptoms between people with a 

partner and people without a partner? 
 

Hypothesis 5: People with a Partner have a significantly lower level of 

psychopathology than people without a partner at the beginning of 

treatment 
 

Hypothesis 6: People without a partner have a higher decrease in psychopathology 

  over time than people with a partner 
 

Hypothesis 7: People with a Partner have a significantly higher level of 

wellbeing than people without a partner at the beginning of  

treatment 
 

Hypothesis 8: People without a partner have a higher increase in wellbeing 

over time than people with a partner 

 

• What are the differences in relations between change in wellbeing and pathological 

symptoms over time between people with a partner and people without a partner? 
 

Hypothesis 9:  Psychopathology is a better predictor of wellbeing over time for  

people without a partner than for people with a partner  
 

Hypothesis 10: Wellbeing is a better predictor of psychopathology  

 over time for people without a partner than for people with a partner  
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3. Methods 

3.1 Design  

The present study is a longitudinal observational study with the aim to further validate 

the dual continua model in a clinical population. A total of 240 people with various 

personality disorders took part in the study and filled in two questionnaires on 9 different 

measurement points in time across a period of two years.  

 

3.2 Participants  

From a total of 240 People, only 48 completed all nine measurement moments of the 

study. Around 61 percent finished only the first four measurement moments. Participants 

were asked if they wanted to participate in the study voluntarily. They would have to fill in an 

MHC-SF and OQ-45 questionnaire every three months within their treatment program.  

Inclusion criteria for the study were: Being diagnosed with one form of personality 

disorder, being in treatment in the mental health organization “Stichting Steunpunt 

Geestelijke Zorg (SSGZ)”, being able to speak, understand and write Dutch, being under the 

age of 18 or over 65 years and completing all questionnaires on one day. No participants were 

excluded based on age, or other exclusion criteria. Overall 102 man and 138 women 

participated in the study. The mean age of the 240 Participants was around 39 years (M= 

38,68) old, with a minimum age of 19 years and a maximum age of 63. Almost 27,4 percent 

of the participants have been diagnosed with a ‘Cluster C personality disorder’, around 29,5 

percent with a ‘Cluster B personality Disorder’, around 0,8 percent with a ‘Cluster A 

personality disorder’ and around 42,3 percent were not otherwise specified. In specific there 

has been one person with a ‘Schizoid personality disorder’; 1 with ‘Schizotypal personality 

disorder’; 1 with ‘Antisocial personality disorder’; 52 with ‘Borderline personality disorder’; 

3 with ‘narcissistic personality disorder’, 39 with ‘avoidant personality disorder’, 8 with 

‘dependent personality disorder’, 6 with ‘obsessive personality disorder’ and 115 that are ‘not 

otherwise specified’. Regarding the ‘life situation’ of participants 125 participants reported to 

have ‘a partner’ in their life; around 64 participants reported to have ‘no partner’ in their life 

and the other 59 participants fell into the categories of ‘only-child’, ‘not only-child’, ‘GGZ 

institution’, or ‘otherwise’ (boarding school, prison, AZC).  
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3.3 Procedure 

The data used in the current study were collected in the context of Routine Outcome 

Monitoring (ROM), which is a standardized service to measure treatment effects in clinical 

patients. In the present study, all patients of the mental health organization ‘Stichting 

Steunpunt Geestelijke Zorg (SSGZ)’, which is an institution that offers professional help to 

people with psychological problems, were asked to take part in this cohort study. They had to 

complete two questionnaires in a 3 months interval form the initial start of treatment to two 

years later. One test for their level of wellbeing, the Mental Health Continuum- short form 

(MHC-SF) and another to monitor their level of psychopathology with the use of the Outcome 

Questionnaire (OQ-45). The data gathering began in March 2015 and was concluded in June 

2017. Patients agreed to the usage of their anonymized data for research.  

The diagnosis of Personality Disorder was given by a licensed psychiatrist or clinical 

psychologist based on the diagnostic criteria of the DSM-IV at the early stages of the study, 

which switched to the DSM-5 in the later stages. After an extensive interview, the information 

was added to the electronic patient file and a primary diagnosis and related specific treatment 

program were suggested. These primary suggestions were then discussed and confirmed in 

multidisciplinary teams.  
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3. 4 Material  

3.4.1 Wellbeing/ Mental Health continuum -Short Form (MHC-SF) 

The Dutch version of the Mental Health continuum- Short Form was used in the 

current study to monitor the status and development of the subjective wellbeing of patients. It 

is a self-report questionnaire, which is comprised of 14 items, that measure the three different 

components of wellbeing, namely emotional, social and psychological wellbeing (Keyes et 

al., 2008; Lamers et al., 2011). Three of the 14 items represent emotional wellbeing, six 

represent psychological wellbeing and the other five comprise social wellbeing. Participants 

indicate on a 6-point scale from ‘0 (never)’ to ‘6 (always)’, how often they experienced a 

certain feeling. The items are formulated as statements like: “…dat u gelukkig (that you were 

happy/ emotional wellbeing)” or “…dat u begrijpt hoe onze maatschappij werkt? (that you 

understand how our society works/ social well being)”, “…dat u goed kon omgaan met uw 

alledaagse verantwoordelijkheden? (that you can sufficiently deal with your everyday 

responsibilities/ psychological wellbeing)” (Lamers et al., 2011).  

 For the current study, the mean scores of the MHC-SF are used, which range between 

a minimum of 0, indicating no wellbeing and a maximum of 5, indicating the presence of 

absolute wellbeing. 

The MHC-SF has good psychometric qualities in the general population (Hides et al., 

2016; Lamers et al., 2011). In the research of Lamers et al., (2011) the validity of all three 

subscales is confirmed by factor analysis. The reliability of the Questionnaire was .89 in her 

research. The reliability coefficient of the three subscales ranged from .74, of the social 

wellbeing scale, to .83 for the emotional and psychological wellbeing subscale.  

 

3.4.2 Psychopathology/ Outcome Questionnaire  

To measure and monitor the development of psychopathology within the clinical 

participant population the Outcome Questionnaire (OQ-45) was used (De Jong et al., 2007). 

The OQ-45 is a commonly used self-report questionnaire for adults and was specifically 

designed for repeated measurement of patient development during and after therapy. It uses a 

five-point rating scale from 0 (never) to 4 (almost always) to answer its 45 items. The 45 

items can be divided into three subscales: (SR), social roles performance; (IR) interpersonal 

relations and (SD) symptomatic distress. The biggest subscale, ‘Symptomatic distress’ (SD) 

consists of 25 items that are formulated as statements like “I feel weak” and aim to assess 

subjective complaints in intrapsychic functioning (De Jong et al., 2007). The social role 
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performance (SR) scale comprises 11 statements like “I feel stressed at work/ school”, that 

aim to check whether the patient can fulfill social obligations like functioning at work, in 

school or leisure. The last subscale Interpersonal relations (IR), uses 11 statements like “I am 

satisfied with the relations to others” to monitor the patients social functioning in their 

relations to the persons around them like family, friends or partners (De Jong et al., 2007). 

Additionally, the OQ-45 contains several items that are negatively formulated and have to be 

numerically reversed in order to analyze the outcome of the questionnaire.  

 In the current study, the total scores of the OQ-45 were used. These range between 0 

and 180. A critical cut-off score is reached at a score higher than 63, which indicates 

symptoms of clinical significance (De Jong et al, 2008).  

The OQ-45 offers good psychometric properties, the reliability coefficient ranges from 

.89 for the general population to 0.91 for the clinical population (De Jong, Nugter, Lambert, 

& Burlingame, 2008). Also, its validity has been supported by factor analysis and several 

comparisons with other comparable questionnaires like the General Severity Index (GSI) or 

the SCL-90 (De Jong et al, 2008).  

3.4.3 Analysis 

In preparation, some steps had to be taken before the data could be analyzed. First, the 

normal distribution of the wellbeing-scores on the MHC-SF and the psychopathology- scores 

on the OQ-45 had to be checked. A Kolmogorov-Smirnov test revealed that the MHC-SF 

scores are not normally distributed (M=1.87; SD= .98; p > .001), whereas the scores on the 

OQ-45 seem to be normally distributed (M=83.94; SD= 24.58; p= .14). This means that the 

results based on the scores of the MHC-SF must be taken with caution when used for 

interpretation. 

Furthermore, the variable ‘life situation’ had to be recoded into a new variable only 

including the first and second part of the variable life situation (‘without a partner’; ‘without a 

partner with kids’), merged into the first component ‘Without Partner’. The third and fourth 

part of the variable (‘with a partner and without kids’; ‘with a partner and with kids’) merged 

into the second component ‘With Partner’. The other categories of ‘only child’, ‘not only 

child’, ‘GGZ institution’, or ‘otherwise’ (boarding school, prison, AZC) were not included in 

this variable.  

 To give insight into the relationship of wellbeing and psychopathology within people 

with personality disorder over time, and answer the 4 research questions, their related 10 

hypotheses must be tested.  
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The mixed model analysis was used for hypothesis one, two, six and eight to compare 

the difference in means, between the 9 points of measurement, over time. To check for the 

best fitting model the restricted 2-log Likelihood was used for each mixed model. Based on 

the 2log-likelihood, it was chosen to take an ‘Unstructured’ repeated covariance type for the 

MHC-SF and an ‘Ante Dependence: First Order’ for the OQ-45, to guarantee the best fitting 

model.  

In regard to the first and second hypothesis the mixed model was conducted one for 

wellbeing (MHC-SF) and one for psychopathology (OQ-45) as the dependent variable, with 

time as a fixed variable and the subjects/ participants as a random factor, to look whether their 

related scores increased or decreased over time. Additionally, Cohens’d was conducted for the 

first and last measurement moment regarding wellbeing and psychopathology, to gain insight 

into the relevant effect sizes.   

The sixth and eighth hypothesis was investigated using a mixed model, with ‘time’ as 

‘within-subjects’ factor, ‘life situation’ as ‘between subjects’ factor and Participants as 

random factor, to determine the change and overall difference in psychopathology/ wellbeing, 

between people with a partner and people without a partner.  

 To test the third, fourth, ninth and tenth hypotheses four linear regression analysis 

were used to investigate the predictive value of psychopathology on wellbeing one year later 

and vice versa.  

For hypothesis three and four, the scores on psychopathology/ wellbeing on the first 

measurement and the difference in scores between the first and third measurement are 

compared with the scores on wellbeing/ psychopathology, after one year. 

The same measurement points in time were used for hypothesis nine and ten. Only 

now the predictive value between people with a partner and people without a partner was 

investigated, by splitting the two life situation groups and looking at the predictive value of 

each group independently.  

 The fifth and seventh hypothesis were both tested with a one-way ANOVA. Here the 

mean scores of psychopathology/ wellbeing on the first point of measurement are compared 

between people with a partner and without a partner, to look whether these two groups 

significantly differ in scores at that point in time. 
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4. Results 

The first mixed model revealed a significant main effect of time on the 

Psychopathology of Participants with PD’s [F(8,196)= 2.77; p= .006]. The specific marginal 

mean scores of the OQ-45 for each treatment moment can be seen in table 1. The table shows 

a clear decrease in scores over time, with the exception of the third, fifth and eighth 

measurement point. Here the scores do increase. Also, it seems that the biggest change in 

scores happens within the first year of treatment. Additionally, Cohens’d was conducted and 

revealed a relatively small effect size [d = -.37].  

This result goes in accordance with the first hypothesis that there is a significant 

decrease in psychopathology over time within participants with PD’s. 

The second mixed model revealed a significant main effect of time on the wellbeing of 

people [F(8,92)= 2,19; p= .036]. The specific marginal means on the MHC-SF for each 

treatment moment can be found in table 2. As can be seen here the scores of the MHC-SF do 

increase over time, with some exceptions at the third, sixth and eighth measurement point. 

Here the scores decrease before they rise again. Also, it seems that the biggest change in 

scores happens within the first one and a half years of treatment. Cohens‘d revealed a small 

effect size [d = .27]. Overall the changes in psychopathology seem to be slightly stronger than 

the changes in mental wellbeing, taking the relevant effect sizes into account.  

This result goes in accordance with the second hypothesis that there is a significant 

increase in wellbeing over time within participants with PD’s.  

 

Table 1. Estimated marginal mean scores and standard deviations of the OQ-45  

              for people with a partner, without a partner and in total on all 9 treatment 

              moments. 

 

Treatment 

moment  

Mean 

total  

Standard-

deviation 

Mean        

“Without partner” 

Standard-

deviation 

Mean 

 “with partner” 

Standard-

deviation 

0 86.66 1.84 87.71 2.97 85.62 2.16 

1 84.75 2.21 88.30 3.67 81.21 2.46 

2 81.31 2.12 83.98 3.52 78.63 2.38 

3 85.16 2.11 89.96 3.45 80.36 2.42 

4 82.25 2.24 84.76 3.72 79.73 2.49 

5 83.83 2.48 85.78 4.02 81.87 2.91 

6 78.48 3.09 80.16 5.10 76.80 3.49 

7 76.96 3.17 78.85 5.44 75.07 3.25 

8 80.75 2.94 85.35 5.07 76.15 2.95 
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Table 2. Estimated marginal mean scores and standard deviations of the MHC-SF 

              for people with a partner, without a partner and in total on all 9 treatment  

             moments  

 

Treatment 

moment  

Mean 

total  

Standard-

deviation 

Mean        

“Without partner” 

Standard-

deviation 

Mean 

 “with partner” 

Standard-

deviation 

0 1.79 .07 1.68 .12 1.90 .08 

1 1.85 .09 1.69 .15 2.01 .10 

2 1.98 .09 1.96 .15 1.99 .10 

3 1.85 .09 1.70 .14 2.00 .10 

4 1.96 .01 1.86 .16 2.06 .11 

5 2.00 .01 1.95 .16 2.05 .12 

6 1.91 .11 1.70 .19 2.12 .13 

7 2.10 .12 1.89 .20 2.32 .12 

8 2.02 .10 1.86 .18 2.18 .11 

 

 

 

To test the third hypothesis a second linear regression analysis was conducted. This analysis 

revealed psychopathology scores on the first measurement point and the difference in 

psychopathology scores between the first and third measurement, to be significant predictors 

of wellbeing scores one year later. These psychopathology scores also explained a significant 

proportion of variance on the wellbeing scores one year later. Specific details can be found in 

table 3.  

This does go in accordance with the third hypothesis, which states that 

psychopathology is a significant predictor of wellbeing over time. 

To test hypothesis three a linear regression analysis was conducted. This analysis 

revealed wellbeing scores on the first measurement point and the difference in wellbeing 

scores between the first and third measurement, to be significant predictors of 

psychopathology scores one year later. These wellbeing scores explained a significant 

proportion of variance on psychopathology one year later. Overall both constructs seem to 

explain an equal amount of variance and can, therefore, be seen as equally good predictors of 

each other. The correlation between the two factors seems to be moderately high. Specific 

scores can be seen in table 4.  

This does go in accordance with the third hypothesis, which states that wellbeing is a 

significant predictor of psychopathology over time. 
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Table 3. Beta values and R2 of the linear regression analysis predicting wellbeing with  

  psychopathology, for the people with a partner and without Partner 

 

Variables  Beta 

Without Partner  

Beta  

With Partner  

Beta  

Total  

N     9   38   59 

T0 symptoms -.46 -.71*** -.68*** 

T3-T0 symptoms -.29 -.52*** -.53*** 

R2  .24  .57***  .50** 
*Note: *p < .05, **p < .01, ***p < .001             

 

Table 4. Beta values and R2 of the linear regression analysis predicting psychopathology with  

  wellbeing, for the people with a partner and without Partner 

 

Variables  Beta 

Without Partner  

Beta  

With Partner  

Beta  

Total 

N     9   38   59 

T0 wellbeing  -.60 -.70*** -.60*** 

T3-T0 wellbeing  -.42 -.27* -.47*** 

R2  .36  .51***  .46** 
*Note: *p < .05, **p < .01, ***p < .001            

 

 The fifth hypothesis was tested using a one-way ANOVA comparing the mean scores 

of psychopathology between people with a partner and people without a partner on the first 

measurement point. The test revealed no significant difference between the scores of both 

groups [F(1,179)= .1; p= .75]. The Specific mean scores of the first measurement can be seen 

in table 1. 

 This does not go in accordance with the fifth hypothesis that there is a significant 

difference in psychopathology between people with a partner and people without a partner at 

the beginning of treatment. 

The sixth hypothesis was tested using a mixed model. This test revealed no significant 

main effect of ‘Life Situation’ (Partner / without a Partner) on the Psychopathology of 

Participants with PD’s [F(1,164)= 2.53; p= .113]. The interaction effect of time and Life 

situation also showed to be non-significant [F(8,196)= .1 ; p= .45]. Specific scores on the 

estimated marginal means of the OQ-45 for both groups can be seen in table 1.  

This result did not confirm the sixth hypothesis that people without a partner have a 

lower level of psychopathology over time.  

 The seventh hypothesis was tested using a one-way ANOVA comparing the mean 

scores of wellbeing between people with a partner and people without a partner on the first 
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measurement point. The test revealed no significant difference in means between both groups 

[F(1,84)=2.27; p= .13]. Detailed data of the first measurement can be found in table 2. 

 This does not go in accordance with the seventh hypothesis that there is a significant 

difference in wellbeing between people with a partner and people without a partner at the 

beginning of treatment. 

The eighth hypothesis was also tested using a mixed model. This test revealed no 

significant main effect of ‘Life Situation’ (Partner/ without a Partner) on the wellbeing of 

Participants with PD’s [F(1,169)= 3..21; p= .075]. The interaction effect of time and Life 

situation also showed to be non-significant [F(8,92)= 1.12 ; p= .36]. Specific estimated 

marginal mean scores on the MHC-SF of people with a partner and without one can be seen in 

table 2.  

This result does not go in accordance with the eighth hypothesis that there is a 

significant difference in wellbeing over time between people with a partner and people 

without a partner. 

For hypothesis 9 a linear regression analysis was used to compare the predictive 

values of the psychopathology scores on the first and third measurement toward the wellbeing 

of people with a partner and without a partner. Table 3 shows that the psychopathology scores 

on the first measurement, as well as the difference in scores between the first and third 

measurement, were no significant predictors on the psychopathology scores one year later, for 

people without a partner. Also, the strength of the relation between the psychopathology 

scores and wellbeing were only moderate on the first measurement and low on the difference 

in scores. Having no partner did not explain a significant proportion of variance on wellbeing 

one year later. For people with a partner, these psychopathology scores on the first 

measurement and the difference in scores seem to be significant predictors of wellbeing one 

year later. Furthermore, wellbeing has a stronger relationship with both psychopathology 

scores, when compared to the people without a partner. Additionally having a partner 

explained a significant proportion of variance on wellbeing one year later.  

 This does not go in accordance with the ninth hypothesis that the psychopathological 

scores are a better predictor of the wellbeing scores one year later for people without a partner 

than with one. It seems only for people with a partner the scores on psychopathology can 

predict the scores on wellbeing one year later. 

To test the last and 10th hypothesis another linear regression analysis was conducted 

to compare the predictive values of the wellbeing scores on the first and third measurement 

toward psychopathology of people with a partner and without a partner. As can be seen in 
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table 4. the wellbeing scores on the first measurement as well as the difference in scores 

between the first and third measurement were no significant predictors on the 

psychopathology scores one year later, for people without a partner. Having no partner did 

also not explain a significant proportion of variance on psychopathology one year later. 

However, the strength in the relation between psychopathology and the wellbeing scores on 

the first measurement is relatively equal to the related strength of relation for people with a 

partner. The difference in scores between the third and first measurement has an even stronger 

relationship for people without a partner than for people with a partner. In contrast to the 

people without a partner, for people with a partner, these scores seem to be significant 

predictors. Additionally having a partner did explain a significant proportion of variance on 

psychopathology one year later. 

 This does not go in accordance with the 10th hypothesis that the wellbeing scores are a 

better predictor of the psychopathology scores one year later for people without a partner than 

with one. It seems only for people with a partner the scores on wellbeing can predict the 

scores on psychopathology one year later.  
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5. Discussion  

5.1 Main findings  

Concerning the first research question mentioned in the beginning, this study revealed that 

people, diagnosed with a form of personality disorder who took part in a two-year treatment 

approach, indicate to suffer significantly less from psychopathological symptoms and have a 

significantly higher level of personal wellbeing after the treatment period. The decrease in 

psychopathology seems to be stronger than the increase in mental wellbeing.   

 Regarding the second question, it seems that within the total population of people with 

PD’s psychopathology both factors are moderately high correlated. Both are equally able to 

significantly predict the changes within each other, after one year of treatment. It thus seems 

that the dual continua model is an applicable concept to this clinical population of people with 

various forms of PD’s. 

 Relating to the third question and the influence of life situation, thus having or not 

having a partner at this current stage of life, the study shows no significant difference in either 

wellbeing or psychopathology at the beginning of treatment for both groups. Also, having a 

partner or not having a partner, seems to be of no significant influence on the development of 

psychopathology or wellbeing or their relationship. Both groups seem to gain equally in 

wellbeing or equally reduce their perception of individual psychopathology.  

 Concerning the fourth question, there seems to be a difference in predictive capability 

between people who have a partner and people who have no partner. The level of 

psychopathology at the start of treatment can only predict their personal level of wellbeing 

one year later and vice versa for people with a partner. For people without a partner, this does 

not seem to be the case. But for methodological reasons, these results have to be taken with 

caution.  

The dual continua model thus seems to be especially fitting for people without a 

partner, because both constructs seem to be more independent for this population. Whereas 

the relationship between both constructs seems to be stronger for people with a partner.  

 

 

 

. 
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5.2 Interpretation 

In accordance with the literature, psychopathological symptoms seem to significantly 

decrease, and wellbeing seems to significantly increase for people with PD’s who are in 

treatment over a period of about 2 years. The decrease in psychopathological symptoms was 

expected with the use of an evidence-based treatment approach and appears to be slightly 

stronger than the increase in wellbeing (Forman et al., 2012). This does go in accordance with 

the findings of Skodol et al., (2005), who state that the severity of PD related 

psychopathological symptoms can drastically change over the course of treatment, whereas 

the overall level of global, occupational and social functioning, reflected in wellbeing within 

this study, is a more stable factor. It must be mentioned though that the level of 

psychopathology still stays within a clinical area (De Jong et al, 2008).  

Furthermore, it has to be taken into account that even if wellbeing actually increased 

over the 2 year treatment period, the end scores are still placed at the lower end of the 

continuum, way under the average score of a healthy normal population (Schotanus-Dijkstra 

et al., 2016; Sommers-Spijkermann et al., 2018). This goes in accordance with Wood and 

Joseph (2010) that even after successful treatment and a reduction in psychopathology low 

levels of wellbeing may persist. Additionally, it fits very well with the theoretical assumptions 

of the dual continua model, which states that the two constructs psychopathology and 

wellbeing are closely related but can develop separately over the course of time and treatment.  

Also, the results show the importance of taking multiple measurement points into 

account. Both wellbeing and psychopathology seem to change the most within the first year of 

treatment. Except for the decreasing trend in scores at 9, 15 and 24 months for wellbeing and 

increasing trend in scores at the same time points for psychopathology. These exceptions 

could be an indication of the importance to look at these constructs as both, traits and states. 

They seem to be stable over some periods of time but can also change rather drastically or 

even change directions, from time to time. The results must, therefore, be taken with caution 

regarding assumptions about the decrease or increase tendencies of the level of 

psychopathology and wellbeing 

Possible explanations for these exceptions could be a decrease in sample size between 

measurement points or a special occasion within the treatment, like a change in treatment 

style. Additionally, there seem to be relatively large fluctuations in psychopathological 

symptoms over time within PD’s, possibly resulting out of their complex nature. Furthermore, 

factors like the therapeutic alliance can have a huge impact on the development of treatment, 

possibly being a reason for people to stop treatment (Skodol et al., 2005; Strauß et al., 2006). 
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Another possibility could be that easier to treat, or less severe cases of PD’s were released 

earlier from treatment than the more severe cases. Leaving fewer people in the study, with 

higher levels of psychopathological symptoms and lower levels of wellbeing.  

 It seems that psychopathology and wellbeing are very closely related to each other for 

people with a personality disorder. In accordance with the assumption of the dual continua 

model, both factors, psychopathology, and wellbeing could significantly predict changes for 

each other within the first year of treatment and are moderately strong related to each other 

across time. It thus seems that for people with PD’s psychopathology and wellbeing have a 

relatively similar strong relationship than with mood disorders or anxiety-related complaints 

(Keyes, 2005; Nierenberg et al., 2010; Westerhof & Keyes, 2010; IsHak et al., 2013; Concli, 

Bradley, & Westen, 2006; Cramer, Torgersen, & Kringlen, 2006; Eisen et al, 2006).  

Both factors seem to be an equally good predictor of each other which stands in 

contrast with some of the found literature, which would assume a better predictive value of 

wellbeing for psychopathology than vice versa (Kuyken et al., 2016; Fava et al., 20005; 

Keyes, Dhingra, & Simoes, 2010; Chakhssi et al., 2018). It thus seems that within this clinical 

population of people with PD’s, an increase in wellbeing is connected to a comparable 

decrease in psychopathology and vice versa. 

 Regarding the influence of the life situation of participants with PD’s the study 

revealed no significant relationship between life situation and the overall level and reduction 

of psychopathology or the overall level and increase in wellbeing. This result does stand 

against the theoretical assumptions that people with a partner would show a higher baseline 

level of wellbeing and a lower level of psychopathology and would benefit differently from 

treatment. It is therefore not indicated to assume anything about the severeness of their 

disorder, based on their current life situation. 

The relatively equal starting point and development of psychopathology could be 

explained by Skodol et al., (2005), who states that through the complex nature of PD’s 

psychopathological symptoms can change rather quickly and dramatically but are relatively 

independent of their life situation. This could be because social impairment is assumed to be 

the most stable impairment within People with PD’s, across time and situations. Additionally, 

if their level of impairment does not change over the course of treatment, the related changes 

within both groups could also be equal (Skodol et al., 2005). The assumption that the more 

severe cases of PD’s, thus people without a partner, would benefit more from treatment in 

regard to psychopathology and wellbeing, could therefore not be supported. 
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An important possible reason for the non-significant result could be because of the 

lack of power within the group of people without a partner. There were only 9 people without 

a partner, who could be taken into account for the relevant analysis, leading to a possible lack 

of power and an insignificant result.  

It appears that the changes in wellbeing or psychopathology within treatment can be 

better predicted for people with a partner than for people without one. Additionally, the 

relationship between psychopathology and wellbeing seems to be stronger for people with a 

partner than for people without one. So even if both groups do not significantly develop 

differently over time, it seems that the relationship strength of the two factors differs between 

both groups, especially when predicting wellbeing with psychopathology. When looking at 

psychopathology predicted by wellbeing, the differences in relationship strength get smaller 

and can even change direction. Meaning that the dual continua model does overall seem to fit 

better for people without a partner than for people with a partner. And it seems to fit best 

when predicting wellbeing with psychopathology. Because here the two constructs seem to be 

more independent of each other.  

This does not go in accordance with the theoretical assumption that the relationship 

between the two constructs would be stronger for people without a partner. 

Reasons for this could be that for people with a partner changes in psychopathology 

could be of direct influence on the relationship with their partner or significant others, and 

therefore possibly on their wellbeing. Leading to a stronger relationship between the two 

constructs, because of their impacts on each other in real life. For people without a partner 

changes in psychopathology do not have such a direct or big impact on their social life and 

wellbeing. Maybe the changes in wellbeing for both groups are of comparable influence on 

their psychopathology because the impact of it affects a less global and more individual level. 

Changes in wellbeing seemed to be smaller than changes in psychopathology, leading to a 

possibly lesser or more indirect effect on their individual level of psychopathology, relatively 

independent of their social surroundings.  

On the other side, it could be that the amount of information about the nature and 

length of the relationship was insufficient to assume the applicability of having a partner as a 

suitable indicator of social functioning. Or that just looking at a partner relationship is 

insufficient in itself and more or other important social relationships should be taken into 

account.  

Again, these results must be taken with caution for their possible insufficiency in 

power. 
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5.3 Limitations /strengths  

The first advantage of this study regarding other studies concerned with the dual continua 

model is that this study makes use of longitudinal research design with more than two points 

in time. Thereby increasing the validity and reliability of its results. The studies so far are 

more cross-sectional, or just compare two separate points in time (Keyes, 2005; Wood, & 

Tarrier, 2010; Concli, Bradley, & Westen, 2006; IsHak et al., 2013; Wood, & Joseph, 2010; 

Schotanus-Dijkstra et al., 2016; Sommers-Spijkermann et al., 2018; Chakhssi et al., 2018). 

Also, the inclusion of a clinical sample is a huge contributor to the validity of this 

research. Hereby it is possible to make first assumptions over the applicability of the dual 

continua model within a real clinical sample.  

Explicitly looking at Personality Disorders is also an explorative advantage of this 

study, because there has been little to no research on the explicit relationship between 

wellbeing and psychopathology concerning people with PD’s. 

On the other side, this study has several limitations concerning the sample of 

participants and the methodological methods used in the analysis. First of a lot of different 

personality disorders were included in the sample. Personality disorders of cluster A, B and C 

can be very different from each other and have a very complex nature. All personality 

disorders can be very different in the combination of their psychopathological 

symptomatology and severity per individual. This can lead to possible individual different 

scores on the MHC-SF or the total OQ-45, influencing the results in a certain direction. Future 

research could here choose to look at one cluster or one specific form of personality disorder, 

to gain a more detailed and specific insight concerning the relationship between wellbeing and 

psychopathology. Also, the various diagnosis could be compared with each other to look at 

possible differences or similarities.  

Furthermore, as already mentioned earlier, there was no equal distribution between a 

participant who indicated to have a partner and people who indicated to have no partner. 

There were almost twice as many people with a partner than without one, leaving 125 people 

with a partner and only 64 people without one. The lack of people without a partner, who 

could have been included in the relevant analysis, could have led to an insufficient amount of 

power for the results to become significant. Especially the mixed model predictions could 

have been influenced by the relatively small number of people without a partner. Results and 

implications about differences between the two life situations must be taken with caution. 

Future research could here choose to try to include a higher number of people without a 

partner, or at least an equally high number of people who concluded all parts of the study. 
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This could help to guarantee a sufficiently high level of power for all relevant analysis and 

increase the content validity of the study and its implications. 

Additionally, one of the biggest limitations is that only 48 out of the 240 people took 

part in all 9 measurement parts. Around 61% finished the first 4 measurements, but 49% of 

the participants did not take part in the following parts. Reasons could be the complex nature 

of PD’s with some people possibly stopping the treatment or switching to some other 

institution. It could also be that the less severe cases of PD completed their treatment earlier 

than the more complex cases, leaving more people in the equation with a higher level of 

psychopathological symptoms and less mental wellbeing. Furthermore, people could have just 

stopped filling out the related questionnaires because of a lack of motivation. 

 Leading to the use of a mixed model analysis in order to compensate for all the 

missing values. A mixed model thus estimates the missing scores, based on the given scores, 

but can therefore only give estimations about the results. So, the fit of the relevant model must 

be considered when looking at the results and theoretical implications of the study. Another 

result of this many missing values was that the linear regression analysis could only be made 

considering the differences in scores within the first year of treatment. Differences in scores 

with later points in time could not be included, to guarantee enough predictive value and 

credibility of the regression. Meaning that with a complete data set over a certain longer time 

period other analysis would be possible, for example, a repeated measure ANOVA, which 

would use fixed values instead of predicting some itself. The regression analysis could also 

use the data of all measurement points in time, taking a two-year time span into consideration 

instead of one.  This could increase the reliability and validity of the study and change the 

results accordingly. 

Furthermore, the scores of the MHC-SF were not normally distributed. The 

distribution within the given sample indicated a somewhat shifted curve into the lower 

spectrum of the score dimensions of the MHC-SF. Also, it showed more extreme differences 

in scores among participants leading to a somewhat deferred distribution. Thus, it seems that 

within a clinical population of people with personality disorders, the overall level of 

wellbeing is rather low, under the average of the normal healthy population (Schotanus-

Dijkstra et al., 2016; Sommers-Spijkermann et al., 2018). Also, the individual differences in 

wellbeing between the various participants and personality disorders seem to be rather large.  

Additionally, life situation was measured with questions about the current living 

situation, thus living together with a partner or without a partner. It was not further specified 

if living without a partner would equal not having a partner in life. So, it is possible that some 
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of the people indicating to live without a partner still have one in their life. Additionally, 

nothing was asked about relationship quality, duration or nature of the relationship, eg. 

Marriage.   

At last, not much is known over the specific contents of the treatment. Thus, which 

treatment method/form was used per patient, for how long, or the details on relationship 

quality between patient and therapist e.g.  

5.4 Future research 

Future research could look at people with PD’s that are in treatment within other 

institutions that use the same or even different treatment approaches like possibly ACT, 

Mindfulness-based CBT, compassionate CBT or wellbeing therapy (Kuyken et al., 2016; 

Foreman et al., 2009; Ruini, & Fava, 2009). To look at whether wellbeing, psychopathology 

and their relationship develop differently or similarly within these other samples.  

Additionally, it could be of interest to split the clinical population per specific 

personality disorder and to look at the relationship in more detail per specific cluster of PD’s 

or per specific PD.  

Furthermore, it could be of use and interest to account for the details of treatment 

regarding the clinical population. So, to look at different classical and innovative treatment 

methods separately, and include details over treatment quality, satisfaction, and content. 

 Also, the life situation could be further specified with more details about the duration, 

quality, and nature of the relationship with their partner, to get a more detailed and specific 

picture about the influence of having a partner in life on the development of wellbeing and 

psychopathology in treatment. 

Additionally, it could be worthwhile to further specify social impairment or look at the 

specific subscale of social wellbeing of the MHC-SF. This subscale could be helpful to get a 

better and more specific insight into the social functioning and satisfaction of people with 

PD’s. It could also be a better factor to look at the influence of the level of social functioning 

on the relationship between wellbeing and psychopathology. People with a partner and 

without a partner could differ in their baseline level of social wellbeing and benefit differently 

from the CBT treatment approach regarding that specific sub-factor of mental wellbeing. 

Because social impairment is a rather complex variable, comparing it with the life 

situation of people could be insufficient. Relationship satisfaction or more specific details 

over the nature of the relationship or a general level of social functioning could be of special 

interest for further research  
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 Of further possible interest could be to repeat the study in other country’s or cultures 

to look at whether a different setting or cultural background is of influence on the results. Of 

special importance could here be the definition of social impairment within different cultures.  

As with burnout, the wanted and valued level of social performance can differ quite 

drastically per culture, leading to a possible different influence of life situation on the 

relationship between psychopathology and wellbeing (Schaufeli, Leiter, & Maslach, 2009).    

Furthermore, could this study be repeated with a longer time period and or a specific 

focus on other demographic groups, such as age, socio-economic status, educational level, 

occupation or a more detailed look at the second year of treatment. 

5.5 Practical implications 

First of it seems that psychological treatment is effective in reducing psychopathological 

symptoms and increasing mental wellbeing, for people with different Personality disorders. 

But considering that the increase in wellbeing appears to be less than the decrease in 

symptoms, the treatment approach could and possibly should include more methods related to 

wellbeing. Despite a significant increase in wellbeing, the overall level still stays far under the 

average for a healthy population leaving enough room for improvement. Just reducing 

psychopathological symptoms seems not to be enough to guarantee a moderate to a high level 

of wellbeing, which goes in accordance with the dual continua model. Specific focus should, 

therefore, be put on increasing wellbeing for people with PD’s. 

Furthermore, even if the main effect of Life situation proved to be non-significant, it 

appears that there is some form of influence this factor has on the relationship of 

psychopathology and mental wellbeing, leading to a closer relationship between the two 

factors for people with a partner. Because of the better predictive capacities regarding this 

group, it could be thinkable to specifically include some form of wellbeing focused treatment, 

like ‘Acceptance and Commitment therapy’, ‘mindfulness-based CBT’, ‘wellbeing therapy’ 

or ‘compassion-focused CBT’ within the classical treatment approach, to further enhance the 

positive relationship between an increase of wellbeing and a decrease in psychopathology. 

Possibly also increasing the effectiveness of treatment in even further reducing levels of 

psychopathology.  

Additionally, even if it seems that changes within wellbeing and psychopathology are 

a little less good to predict for people without a partner, it appears that these people benefit 

similarly from treatment regarding both factors. So, it could also be thinkable to include a 

comparable wellbeing related form of treatment for this group. Because of their slightly lower 
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baseline level of mental wellbeing, it could be helpful to implement it in an earlier stage of 

treatment, a sort pre-treatment, to get them on a similar level of wellbeing early on. Or 

implement it at a later stage, because of the less clear or predictable influence of wellbeing on 

psychopathology. Or possibly both. So start with a wellbeing based form of treatment, 

continue with a more classical approach to reduce psychopathological symptoms, and finish 

the therapy with a second focus on wellbeing oriented forms of therapy. 
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6. Conclusion  

In total, this study explored the development and relationship of wellbeing and 

psychopathology over time within a clinical population of people with various personality 

disorders. It revealed that as expected psychopathology decreased, and wellbeing increased 

significantly over the time span of a 2-year treatment.  

Furthermore, the dual continua model is according to the results, a better fitting model 

for a clinical population of people with PD’s than a one-dimensional model. Both constructs 

are closely related and can equally good predict changes in each other within a time span of 

one year. But the development of wellbeing and psychopathology can be somewhat different 

leading to stronger changes regarding the psychopathological level of participants than their 

level of wellbeing.  

Against the expectations, Life situation had no significant influence on the 

development of wellbeing and psychopathology. Thus, people with a partner and without a 

partner had equal starting levels, to begin with, and benefited equally well from the treatment. 

Rather interestingly wellbeing and psychopathology seem to be more closely related 

for people with a partner than for people without one. Both factors are significant predictors 

of each other for people with a partner, but not for people without a partner. Leading to the 

assumption that the dual continua model fits better for people without a partner. Here the two 

constructs seem more independent of each other. Whereas the development and influence of 

both constructs on each other seem to be more predictable for people with a partner.  
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