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Abstract
Background: Individuals with borderline personality disorder (BPD) may experience additional challenges in their
parenting role, including increased stress and lower self-efficacy and satisfaction. These difficulties have been shown
to impact their children, and may be implicated in the potential intergenerational transmission of personality
vulnerabilities.
Methods: Parental stress and competence variables were examined in a cross-sectional study of 284 parents
(94.72% female, M = 37.37, SD = 8.04 years), of which 69 (24.30%) met caseness for BPD criteria. We completed a
multivariate analysis of variance to test how parents with ‘high BPD features’ (meeting caseness for BPD) compared
to those with ‘low BPD features’ on a range of parenting and mental health variables. Multivariate linear regression
modelling was then utilised to explore whether these parenting variables were associated with personality and
psychological wellbeing, recalled trauma history, orientation to attachment relationships and reflective capacity.
Results: Individuals high in BPD features experienced more stress and lower competence in their parenting role
than those low in BPD features. These parents also reported more personality vulnerabilities, poorer psychological
wellbeing, recalled more traumatic experiences in their childhood, were more likely to endorse insecure attachment
styles and had poorer reflective capacity. In the regression model, parenting stress and competence was associated
with personality traits, general psychological wellbeing, recalled trauma history, attachment style and reflective
capacity variables. Parental reflective capacity had the strongest association with parenting stress, satisfaction,
efficacy, the perception of having a difficult child and a difficult parent-child relationship, and psychological
wellbeing had the greatest association with parenting distress.
Conclusions: Parents who were able to imaginatively enter the subjective world of the child and hold the child’s
mind in mind with less certainty, reported reduced parenting stress and greater parenting satisfaction and efficacy.
Helping to improve personality and mental health functioning, increasing parental reflective capacity and
strengthening parent-child attachment relationships, may reduce parenting stress and increase parenting
competence in individuals with BPD.
Keywords: Personality disorder, Borderline personality disorder, Parenting, Stress, Competence, Mentalizing, Trauma,
Attachment
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Background
Personality disorder is a complex and severe mental
health issue that is characterised by pervasive and enduring difficulties in intra-personal (e.g. identity, self-worth,
accuracy of self-view, self-direction), and inter-personal
functioning (e.g., ability to develop and maintain close
and mutually satisfying relationships, ability to understand others’ perspectives and to manage conflict in relationships) [1]. These difficulties deviate markedly from
the expectations of the individual’s culture and are associated with significant distress or impairment in personal, family, social, educational, occupational or other
important spheres [1, 2]. Globally, personality disorder
affects 7.8% of the general population [3] and as such, is
considered a mental health priority area [4].
Borderline Personality Disorder (BPD), characterised
by marked distress caused by intense affectivity and impulsivity, interpersonal difficulties and distorted cognitions [2], is common in primary care and mental health
settings. Up to 23% of outpatients and 43% of inpatients
in Australian mental health services meet criteria for
BPD [5], compared to approximately 0.7–2% of the general global population [6]. Although BPD is thought to
occur equally amongst men and women in the general
global population [7] women are disproportionately represented in clinical settings, comprising of up to 75% of
those given a BPD diagnosis in the United States of
America according to the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition, text revision
(DSM-IV-TR) [8]. In the Australian context, recent data
from a representative health service found that men and
women had similar rates of presentation with a diagnosed personality disorder [9]. However, women were
more likely to be referred to a personality disorder service or be offered specialist long-term psychological
therapy [9, 10].
For individuals with BPD, emotional dysregulation,
high levels of impulsivity (often leading to self-harm and
suicidality), and disturbed interpersonal functioning, are
thought to lead to difficulties in forming and maintaining inter- and intra-personal relationships [2]. In combination, genetic vulnerability to BPD and negative early
experiences with parents and caregivers are considered
to put a child at increased risk of developing BPD or experiencing its related features in adulthood [11, 12]. As
such, the parent-child relationship is considered an important context for the aetiology and the potential intergenerational transmission of BPD [13].
Parenting challenges associated with borderline
personality disorder

Parents with BPD appear to experience additional emotional and behavioural challenges in their parenting role.
For these individuals, fluctuations in mental wellbeing,
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difficulties with expressing appropriate empathic responses, maintaining a stable and safe environment,
parent-child role confusion (e.g. parentification of children) and interpersonal conflict appear to exacerbate the
everyday challenges of being a parent [14]. Mothers with
BPD are considered to be particularly at risk, with this
group more likely to demonstrate misattuned speech
and behaviour with their infants, including critical, intrusive and frightened or frightening comments and behaviours, and increased role confusion compared to those
with depression and healthy controls [15, 16]. Additionally, these parents also differ in their perceptions of their
parenting ability. Self-report measures assessing parenting perceptions show that mothers with BPD report less
competence (satisfaction and efficacy) and more distress
in their parenting role, and it has been hypothesised that
these difficulties may inadvertently contribute to a
greater likelihood of mothers with BPD struggling with
safe parenting of their children [17]. Thus, a mother’s
level of distress and sense of competency may profoundly affect parenting capacity and compromise responsiveness and sensitivity to the child.
Children of parents who struggle with personality difficulties, particularly BPD, demonstrate lower Apgar
scores, and greater rates of prematurity and special care
nursery referral during early infancy compared to controls [18]. Whilst at 12-months of age, infants of
mothers with BPD have been found to show lower levels
of “availability for positive engagement”, and greater attachment disorganization compared to controls [19].
Young children aged four to seven whose mothers have
BPD tell stories that include more parent-child role reversal, fear of abandonment, negative parent-child relationship expectations, incongruent and shameful
representations of self and poorer emotion regulation,
compared to controls [20]. During adolescence, children
aged 11 to 18 years (averaging 15.52 years) of mothers
with BPD, have been found to exhibit significantly more
emotional (e.g. anxiety/depression, self-esteem and emotional problems more broadly), attentional and behavioural problems (e.g. delinquency, aggression and
behavioural problems more broadly), and more suicidal
tendencies, than children of mothers with depression
only, children of mothers with no psychiatric condition,
or children of mothers with ‘cluster C’ personality disorders [14]. Given the range of challenges encountered by
parents with personality disorder and the possible impact on their children across various developmental
stages, identifying key mechanisms may help to prevent
parents inadvertently transferring these difficulties onto
the child. There is consequently a great need to further
understand and modify the putative intergenerational
transmission of personality vulnerabilities.
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Potential mechanisms underlying parenting challenges

There are a number of mechanisms that have been
hypothesised to underly parenting challenges for individuals with BPD. However, early childhood trauma, attachment and reflectivity capacity or ‘mentalizaton’ have
historically received attention in the literature exploring
parenting and BPD [13]. Many individuals with BPD (up
to 84% in some studies) [21] retrospectively describe experiences of bi-parental neglect and emotional abuse before the age of 18. This history of early trauma may be
associated with challenges for individuals with BPD in
their own parenting role, particularly for those who find
the experience triggers painful memories of early abuse
or neglect that they may attempt to overcompensate
with “overprotection” [14]. A parent’s history of early
trauma may also be associated with negative outcomes
for their children. For example, in a recent study [22] of
youth brought to the attention of child protective services for history of maltreatment, substance abuse and
family violence, 34.3% of mothers had a previous diagnosis or met criteria for BPD. Half of these mothers had
also experienced childhood maltreatment and were also
investigated by child protective services. Given the elevated rates of childhood abuse and neglect reported by
individuals with BPD and the potential for the parentchild relationship to trigger traumatic memories from
the parent’s family of origin, it seems plausible that a
parent’s recalled trauma history may be associated with
their feelings of stress and competence in their parenting
role in the present. However, further investigation is
needed to support this proposition.
A secure attachment relationship in early childhood is
thought to lay the foundation for a child’s capacity to
develop secure relationships in adolescence and adulthood, the capacity for emotional regulation and reflectivity capacity. Conversely, if children do not have their
attachment needs met or receive inappropriate responses
from their caregiver (such as lack of response, inconsistent or abusive responses), they may develop maladaptive
internal working models that result in insecure attachment [23]. Individuals with BPD have been found to
more frequently endorse insecure attachment styles, particularly preoccupied, fearful or unresolved, than the
general population [24]. Moreover, mothers with BPD
are more likely to have infants who also exhibit insecure
or disorganised attachment styles, with intrusive or insensitive maternal relatedness thought to be a key factor
impacting infant attachment organisation [19]. Based on
previous research, the manner or quality of a parent’s
way of relating to their child may also be influenced by
their psychological wellbeing (including their personality
difficulties and perceived parenting stress) [16, 17] and
their relationship to their self (including their role as a
parent and parent-child role confusion) [14]. However,
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the relationship between attachment and perceptions of
parenting stress and competence for individuals with
BPD is not yet known. Further investigation may assist
us to identify possible mechanisms underlying parentings challenges faced by individuals with BPD.
Impairments in reflective capacity have been implicated in various psychiatric disorders, including BPD
[25–30]. Mentalization or ‘reflective functioning’ is the
process through which a person is able to make meaning
of their own behaviour and infer the mental states of
others (i.e., thoughts, feelings and beliefs) and has been
described as the individual’s ability to ‘hold others’
minds in mind’ [31–33]. In the context of the parentchild relationship, parental reflective capacity or ‘parental reflective functioning’ describes a parent’s capacity to
reflect upon their own child’s internal mental experience
and to understand behaviour in the light of the child’s
underlying mental states and intentions, and in doing so
‘hold the child’s mind in mind’ [34, 35]. Parental reflective capacity has been found to be related to motherinfant attachment [36, 37] and sensitive and responsive
caregiving [38, 39]. It also seems plausible that a parent’s
ability to enter and reflect upon the subjective world of
their child may also impact their levels of stress and
their feelings of competence in parenting role. However,
there is currently a gap in literature in regard to the putative relationship between parenting reflective capacity
and perceptions of parenting stress and competence.
Through exploring this relationship, we hope to come
closer to identifying key mechanisms underlying a small
subset of the difficulties that many individuals with BPD
face in their parenting role.
The current study

The current study examines how a parent’s subjective
rating of their stress and competence may be associated
with difficulties in the parent’s life, including their personality and other mental health challenges, their attachment, reflective capacity, and also recalled experiences
from their early family environment. In concordance
with previous literature demonstrating the challenges
faced by individuals with BPD, we hypothesise that:
1. Individuals higher in BPD features will report
greater parenting stress and lesser parenting
competence compared to those lower in BPD
features.
2. Those higher in BPD features are also hypothesised
to report additional challenges, including lesser
psychological wellbeing, lesser parental reflective
capacity, greater attachment difficulties, and will be
more likely to report trauma in their early family
environment, compared to those lower in BPD
features.
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Table 1 Frequencies and percentages of sample characteristics
(N = 284)

Table 1 Frequencies and percentages of sample characteristics
(N = 284) (Continued)

Characteristic

Characteristic

n (%)

Gender

Meets caseness for BPD

Female

269 (94.72)

Male

14 (4.93)

Other

1 (0.35)

Relationship status
Single (never married)

20 (7.04)

Married

166 (58.45)

Separated

23 (8.10)

Widowed

2 (0.70)

Divorced

12 (4.23)

Living together

50 (17.61)

In a relationship (living apart)

4 (1.41)

Other

6 (2.11)

Yes

69 (24.30)

No

215 (75.70)

Child’s gender:
Female

278 (50.92)

Male

268 (49.08)

3. Taken together, personality difficulties,
psychological wellbeing, trauma history, attachment
and parental reflective capacity are hypothesised to
predict parenting stress and competence for the
entire sample.

Methods

Education
High school (not completed)

17 (6.69)

High school (completed)

23 (8.10)

Technical qualification

36 (12.68)

University degree (not completed)

55 (19.37)

Bachelor’s degree

79 (27.82)

Postgraduate degree

65 (22.89)

Other

9 (3.17)

Employment status
Unemployed

24 (8.45)

Working part-time

86 (30.28)

Working full-time

81 (28.52)

Studying part-time

16 (5.63)

Studying full-time

32 (11.27)

Other

35 (12.32)

Income (yearly or joint yearly)
Under $15,000

n (%)

14 (4.93)

$15,000–$29,999

32 (11.27)

$30,000–$49,999

29 (10.21)

$50,000–$74,999

40 (14.08)

$75,000–$99,999

49 (17.25)

$100,000–$150,000

72 (25.35)

Over $150,000

47 (16.55)

Mental health concerns (previous or current)
Yes

202 (71.13)

No

82 (28.87)

Treatment seeking (previous or current)
Yes

187 (65.85)

No

97 (34.15)

Participants and procedure

Participants responded to a call for volunteers to
complete an online survey on “Being a parent today: A
study of stress and satisfaction” via online forums related
to parenting, personality disorder, and general mental
health in 2018. To be eligible for inclusion in this study
participants had to be 19 years and over, currently involved in parenting at least one child aged zero to 19
years, and complete all psychometric measures. Participants were invited to complete standard psychometric
measures of parenting stress and competence, personality and mental health, attachment, reflective capacity
and trauma history on the online survey platform. Participants gave explicit consent to participate after reading the participant information sheet online, and there
was no payment made for their contribution. Data were
analysed using multivariate analyses of variances and
multivariate linear regression modelling. All statistical
analyses were conducting using IBM SPSS statistics v22.
The sample comprised 284 participants, the majority being women who were likely to be married, had
completed or were undertaking tertiary education,
and working full or part-time. The age of participants
varied from 22 to 58 years (M = 37.37). Whilst the age
range of participant’s children ranged from zero (i.e.
participants who completed the survey whilst pregnant) to 41 years (M = 9.26). In regard to clinical features, the majority of participants (71.13%) had
previous or current mental health concerns and had
also previously or were currently engaged in treatment (65.85%). Approximately one quarter (24.30%)
of the sample endorsed seven or more BPD features
and therefore met caseness for BPD according to the
MSI-BPD [40]. Participant demographic and clinical
features are further described in Table 1.
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Parenting stress was assessed using the Parenting Stress
Index 4th Edition – Short Form (PSI-4-SF) [41], an abbreviated version of the full-length Parenting Stress
Index 4th Edition (PSI-4). The PSI-4-SF is measure of
the overarching domains of parenting stress in which
participants are asked to respond to 36-items using a 5point Likert scale ranging from ‘strongly agree’ to
‘strongly disagree’. The PSI-4-SF is delineated into three
subscales, including: parental distress, parent-child difficult interaction, and difficult child, with these three domains combined to form a total stress scale. Scores
obtained within the 16th to 84th percentile are considered normal, whilst scores in the 85th to 89th percentile
are consider high and those in the 90th percentile or
higher are considered clinically significant. The PSI-4-SF
has been found to show good internal consistency for its
subscales, ranging from .88 (difficult child) to .95 (total
stress), test-retest reliability and content and construct
validity [41]. In the present analysis, total stress scale,
parenting distress and parent-child dysfunctional interaction were of primary interest. Cronbach’s alpha estimates for the three subscales of the PSI-4-SF showed
excellent reliability for parent-child difficult interaction
(α = .91) and total stress score (α = .95), and good reliability for parental distress (α = .88), and difficult child
(α = .89).

PID-5-BF assesses the overall severity of personality disorder, with scores ranging from zero to 75 and higher
scores indicating greater overall personality dysfunction.
The measure also assesses five personality trait domains
including negative affect, detachment, antagonism, disinhibition, and psychoticism, with each trait domain ranging in score from zero to 15 and higher scores
indicating greater dysfunction in the specific personality
trait domain. The PID-5-BF is a relatively novel measure
but has been found to have adequate internal
consistency for personal trait domains and validity as a
screening measure of dimensional maladaptive personality traits [44]. In our study, Cronbach’s alpha estimate
for these five different personality trait domains were
considered to demonstrate acceptable reliability for
negative affect (α = .78), detachment (α = .71), disinhibition (α = .75) and psychoticism (α = .77), and poor reliability for antagonism (α = .63). Personality pathology
was also assessed categorically using the McLean Screening Instrument for Borderline Personality Disorder
(MSI-BPD) [40]. The MSI-BPD is a 10-item binary
measure of borderline personality symptomology, with a
score of seven or more indicating that a person may
meet criteria for a diagnosis of BPD. The MSI-BPD has
shown good test-retest reliability [40], concurrent validity [45] and criterion validity [46]. In the current study,
Cronbach’s alpha estimate for the MSI-BPD showed
good reliability (α = .84).

Parenting competence

Psychological wellbeing

Parenting competence was assessed using the Parenting
Sense of Competence Scale (PSOC) [42]. The PSOC is a
17-item self-report measure with each item rated on a 6point Likert scale ranging from 1 ‘strongly disagree’ to 6
‘strongly agree’. The PSOC is further differentiated into
two subscales: parenting efficacy and parenting satisfaction, with higher scores indicating increased efficacy and
satisfaction. The PSOC has been reported as having adequate reliability and validity in the literature [42, 43]. In
the present analysis, Cronbach’s alpha estimates also
showed good reliability for parental satisfaction (α = .82)
and acceptable reliability for parental efficacy (α = .77).

Psychological wellbeing was assessed using the Mental
Health Inventory (MHI-5) [47]. The MHI-5 is a 5-item
self-report measure that is derived from the mental
health dimension of the Medical Outcomes Study 36Item Short Form Health Survey (SF-36). An example
item is “During the past month, how much of the time
were you a happy person?” Participants are asked to respond to using a 6-point Likert scale ranging from 1 ‘all
of the time’ to 6 ‘none of the time’. The MHI-5 has been
found to be valid, and reliable for use with different subgroups and a range of different cultures [48]. In the
current study, Cronbach’s alpha estimates for the MHI-5
showed good reliability (α = .88).

Measures
Parenting stress

Personality traits and severity

Personality was assessed dimensionally across several
different personality trait domains using the Personality
Inventory for the Diagnostic and Statistical Manual of
Mental Disorders 5th edition (DSM-5) – Brief Form
(PID-5-BF) [2]. The PID-5-BF was developed by the
DSM-5 Personality and Personality Disorders workgroup
for the assessment of the alternative trait model for
DSM-5. It is a 25-item self-report measure with each
item rated on a 4-point Likert scale ranging from 0 ‘very
false or often false’ to 3 ‘very true or often true’. The

Trauma history

Parent’s own trauma history was assessed using the
Childhood Trauma Questionnaire (CTQ-SF) [49]. The
CTQ-SF is a 28-item self-report that screens for histories of abuse and neglect on a 5-point Likert scale ranging
from 1 ‘never true’ to 5 ‘very often true’. The CTQ-SF
enquires about five different types of maltreatment,
namely emotional, physical, and sexual abuse, and emotional and physical neglect. The CTQ-SF has been validated with data from 2000 clinical and non-referred
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participants by its authors [49]. Reliability coefficients
for the CTQ-SF range from .92 for sexual abuse to .66
for physical neglect, test-retest intraclass correlations
ranged from r = .79 for physical neglect to overall r = .86.
Satisfactory content, construct, and concurrent validity
was also reported. In the present study the CTQ-SF also
showed excellent reliability for emotional abuse (α = .91),
physical abuse (α = .90), and sexual abuse (α = .96), good
reliability for physical neglect (α = .80), and questionable
reliability for emotional neglect (α = .62).
Attachment style

Adult attachment style was assessed using the Relationship Questionnaire (RQ) [50]. The RQ is a 4-item selfreport measure based on Bowlby’s [51] ‘internal working
model’ in which participants are asked to respond to
four paragraphs representing four attachment styles (secure, dismissing, preoccupied, fearful) using a 7-point
Likert scale ranging from 1 ‘disagree strongly’ to 7 ‘agree
strongly’. In the current study, attachment is measured
dimensionally by style (i.e. secure, dismissing, preoccupied, fearful), rather than categorically (e.g. secure vs. insecure). The RQ is founded on a sound theoretical basis
and has good convergence with other attachment measures [52, 53] and has been shown to be predictive of
therapy rates of change [54]. However, its reliability is
less well studied because the nature of the scale does not
lend itself to reliability estimates [55].
Reflective capacity

Participants’ parental reflective capacity, or their ability
to reflect on the mental states of their child and their
role as a parent, was assessed using the Parental Reflective Function Questionnaire (PRFQ) [56]. The PRFQ is a
36-item self-report measure that utilises a 7-point Likert
scale ranging from 1 ‘strongly disagree’ to 7 ‘strongly
agree’. The PRFQ is comprised of three subscales,
namely: non-mentalizing mode, certainty about mental
states and interest/curiosity in mental states. The PRFQ
is a relatively novel measure, yet preliminary research
suggests that it has good reliability and validity [56]. In
this study the PRFQ showed acceptable reliability for
non-mentalizing mode (α = .71), certainty about mental
states (α = .76) and interest/curiosity about mental states
(α = .72).

Results
Comparing high and low BPD features on parenting and
concomitant variables

We divided the sample into a ‘high BPD features’ and
‘low BPD features’ group, with the ‘high BPD features’
group defined as endorsing seven or more BPD features
on the MSI-BPD [40] and thus meeting caseness for
BPD. Groups were compared on a number of parenting
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stress and competence, personality, psychological wellbeing, trauma history, attachment and reflectivity capacity variables. Results of these analyses are presented in
Table 2.
Parents with high BPD features reported significantly
greater parenting stress, distress, difficult child and difficult parent-child relationships compared to those with
low BPD features, with medium to large effect sizes observed. Parents with high BPD features also reported significantly lower satisfaction and efficacy. This group also
had significantly greater personality disorder severity,
were more likely to endorse the personality trait domains of negative affect, detachment, antagonism, disinhibition, and psychoticism, and had lower psychological
wellbeing. They also recalled significantly higher emotional abuse, physical abuse, sexual abuse, emotional
neglect and physical neglect in their childhood. Parents
with high BPD features were also more likely to endorse
a fearful or preoccupied attachment style. Presence of
dismissive attachment did not significantly differ between the groups (p = .90). Parents with high BPD features also showed poorer reflective capacity (indicated
by increased non-mentalizing and being ‘overly certain’
about mental states) than those with low BPD features,
with large and small effect sizes. Demonstrating an interest and curiosity about mental states did not differ between the groups (p = .11).
Relationship between parenting and concomitant
variables

For the entire sample of 284 participants, bivariate correlations (Pearson’s r) showed significant relationships
between parenting stress and competency variables and
mental health, reflective capacity and most trauma history (with the exception of physical and sexual abuse)
and attachment (with the exception of dismissingavoidant attachment). Scores ranged in magnitude from
small (r = .12, p < .05) to moderate (r = .65, p < .01). Results of the correlational analyses are presented in
Table 3.
Multiple linear regression equations modelled the impact on parenting stress and competence variables from
several independent variables. Dependent variables included parenting stress (i.e. parenting stress, parenting
distress, difficult child, and difficult relationship) and
parenting competence (i.e. efficacy and satisfaction).
Whilst independent variables included parental mental
health (i.e. psychology wellbeing, BPD features and personality traits), trauma history (i.e. emotional neglect,
physical neglect, emotional abuse, physical abuse, sexual
abuse), attachment style (i.e. secure, pre-occupied, dismissing, fearful) and reflective capacity (i.e. nonmentalizing, certainty about mental states, interest/curiosity in mental states). Independent variables were
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Table 2 Comparison of parenting stress and mental health variables between parents with high and low BPD features (N = 284)
Variables

M (SD)

F

p

ηp2

High BPD features (MSI-BPD)
N = 69

Low BPD features (MSI-BPD)
N = 215

Total Stress

110.46 (2.98)

87.94 (1.64)

45.99

<.001

.14

Distress

42.86 (1.03)

31.30 (.58)

96.20

<.001

.25

Difficult child

35.77 (1.13)

30.55 (.64)

16.27

<.001

.06

Difficult relationship

31.84 (1.19)

26.09 (.67)

17.81

<.001

.06

Satisfaction

28.62 (.70)

34.18 (.40)

47.88

<.001

.15

Efficacy

28.39 (.79)

35.60 (.45)

63.39

<.001

.18

Severity

33.28 (1.05)

15.81 (.60)

208.78

<.001

.43

Negative affect

10.03 (.37)

5.48 (.21)

112.96

<.001

.29

Detachment

7.57 (.32)

3.47 (.18)

122.69

<.001

.30

Antagonism

2.71 (.25)

1.77 (.14)

10.62

<.001

.04

PSI-4-SF Parenting stress

PSOC Parenting competence

PID-5-BF Personality disorder

Disinhibition

5.71 (.31)

2.22 (.18)

93.88

<.001

.25

Psychoticism

7.26 (.34)

2.87 (.19)

124.59

.001

.31

16.22 (.52)

22.29 (.29)

104.04

<.001

.27

MHI-5 Psychological wellbeing
CTQ-SF Trauma history
Emotional abuse

15.75 (.70)

10.74 (.40)

38.68

<.001

.12

Physical abuse

10.58 (.62)

8.44 (.35)

9.14

.003

.03

Sexual abuse

10.29 (.66)

7.37 (.38)

14.69

<.001

.05

Emotional neglect

16.09 (.46)

13.56 (.26)

23.00

<.001

.08

Physical neglect

9.55 (.44)

7.43 (.25)

17.89

<.001

.06

Secure

2.96 (.21)

4.34 (.12)

32.36

<.001

.10

Fearful

5.36 (.21)

3.61 (.12)

53.31

<.001

.16

RQ Attachment style

Preoccupied

4.26 (.20)

3.00 (.12)

29.30

<.001

.09

Dismissing

4.10 (.21)

4.07 (.12)

.02

.896

.00

2.77 (.10)

1.91 (.06)

59.77

<.001

.18

PFRQ Reflective capacity
Non-mentalizing
Certainty about mental states

3.41 (.12)

3.78 (.07)

7.36

.007

.03

Interest/curiosity in mental states

5.64 (.09)

5.81 (.05)

2.55

.112

.01

Notes. PSI-4-SF Parenting Stress Index 4th Edition – Short Form, PSOC Parenting Sense of Competency Scale, PID-5-BF Personality Inventory for DSM-5 – Brief Form,
MHI-5 Mental Health Inventory, CTQ-SF Childhood Trauma Questionnaire – Short Form, RQ Relationship Questionnaire, PRFQ Parental Reflective
Functioning Questionnaire

entered simultaneously. Personality disorder severity was
not modelled due to its high correlation with personality
disorder trait domain variables, indicating multicollinearity between the variables. Findings are presented
in Tables 4 and 5.
[In the stress domain, parenting stress was partially explained by greater negative affect and detachment, nonmentalizing, and lesser certainty about mental states and
psychological wellbeing, with the model explaining 59%
of the variance in stress scores, F(19,283) = 19.76,

p < .001. Parenting distress was partially explained by
greater detachment, recalled sexual abuse, nonmentalizing, and lesser psychological wellbeing, with the
model explaining 61% of the variance in distress scores,
F(19,283) = 21.39, p < .001. Perceptions of parenting a
difficult child was partially explained by greater history
of emotional neglect, non-mentalizing, and lesser certainty about mental states and psychological wellbeing,
with the final model explaining 40% of the variance in
difficult child scores, F(19,283) = 9.41, p < .001.
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26. CTQ-SF Physical
neglect

.17**

.23**

.07

.08

.13*

.25**

.06

.02

.15

**
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−.06
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2.12(.89)

4.08(1.75)
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4.46(3.20)
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Notes. *p < .05, **p < .01. PSI-4-SF Parenting Stress Index 4th Edition – Short Form, PSOC Parenting Sense of Competency Scale, PID-5-BF Personality Inventory for DSM-5 – Brief Form, MHI-5 Mental Health Inventory,
CTQ-SF Childhood Trauma Questionnaire – Short Form, RQ Relationships Questionnaire, PRFQ Parental Reflective Functioning Questionnaire
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.42

.13*
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.17**
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**

.39**
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**

**

.62

.56**

.44**

**

.36**

.50**

.41**

9. PID-5-BF Negative affect

.63

.60**

−.63

.52**

−.58

8. PID-5-BF Severity

−.75
**

−.75
**

−.57** −.68** −.40** −.42** .51**

**

6. PSOC Efficacy

**

7. MHI-5 Psych Wellbeing

**

−.62** −.52** −.57** −.53** –

5. PSOC Satisfaction

.81**

.59**

.91**

4. PSI-4-SF Difficult child

5

.54**

–

4

.81

–

3

.90**
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2

3. PSI-4-SF Difficult
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1. PSI-4-SF Total Stress

2PSI-4-SF Distress

1

–

Variables

Table 3 Correlational matrix of parenting and mental health variables (N = 284)
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Table 4 Multivariate linear regressions modelling parenting stress by mental health variables (N = 284)
Parenting stress domains (PSI-4-SF)
Parenting stress
b

SE

β

Parenting distress
t

F(19,283) = 19.76***,
R2 = .59

b

SE

β

Difficult child
t

b

SE

β

Difficult relationship
t

b

SE

β

t

F(19,283) = 21.39***,
R2 = .61

F(19,283) = 9.41***,
R2 = .40

F(19,283) = 13.29***,
R2 = .49

.23

.17 .09

1.37

.35

.20 .13

1.70

.37

.70

.20 .23

3.48**

.08

.24 .03

.31

PID-5-BF Personality traits
Negative affect

.95

.46

.13

2.08*
2.24*

.20 .13

1.87

Detachment

1.22

.54

.15

.44

.24 .14

1.85

Antagonism

−.28

.55

−.02 −.51

−.38 .21 −.08 −1.84

−.04 .25 −.01 −.14

.13

.24 .03

.55

Disinhibition

−.18

.47

−.02 −.38

.01

.18 .00

.08

−.09 .21 −.03 −.41

−.11

.21 −.03 −.52

Psychoticism

−.14

.45

−.02 −.32

.03

.17 .01

.17

−.07 .20 −.02 −.33

−.10

.20 −.04 −.54

MSI-BPD BPD Features

−.27

.59

−.03 −.45

.08

.22 .03

.38

−.12 .26 −.04 −.45

−.23

.26 −.07 −.90

MHI-5 Psychological wellbeing

−1.32 .31

−.26 −4.33*** −.77 .11 −.39 −6.74*** −.37 .14 −.20 −2.74** −.18

Emotional abuse

.10

.33

.02

Physical abuse

−.31

.29

−.06 −1.06

Sexual abuse

.16

.21

.04

.76
1.49

.13 −.09 −1.38

CTQ-SF Trauma history
.314

−.01 .15 −.01 −.07

.03

.14 .02

−.02 .11 −.01 −.22

−.21 .13 −.11 −1.58

−.08

.13 −.04 −.63

.19

.01

.10 .00

.07

−.04

.09 −.02 −.39

.21 .22

2.64**

.08

.12 .05

.08 .11

.68

2.42**

.22

Emotional neglect

.69

.46

.11

−.11 .17 −.04 −.64

.54

.25

.20 .10

1.26

Physical neglect

−.21

.42

−.03 −.49

−.17 .16 −.07 −1.10

−.09 .19 −.04 −.47

.06

.18 .02

.31

Secure

.84

.75

.06

1.13

.35

.28 .07

1.24

.19

.31

.33 .06

.95

Fearful

−.15

.79

−.01 −.19

.23

.29 .04

.78

−.29 .35 −.06 −.84

−.09

.34 −.02 −.25

Pre-occupied

−.77

.67

−.05 −1.15

.28

.25 .05

1.11

−.43 .30 −.08 − 1.45

−.61

.29 −.11 −2.09

Dismissing

1.04

.68

.07

1.53

.25

.25 .04

.99

.49

1.61

.30

.30 .05

1.02

8.24***

2.22 .55 .20

6.77***

5.50

.65 .48

8.53***

RQ Attachment style
.33 .04

.30 .09

.57

PFRQ Reflective capacity
Non-mentalizing

12.18 1.48 .42

Certainty about mental states

−3.88 1.09 −.15 −3.55*** −.63 .41 −.06 −1.54

Interest/curiosity in mental states −.19

1.51 −.01 −.13

4.04***

−.02 .56 −.00 −.04

4.46 .66 .41

−1.4 .49 −.15 −2.87** −1.85 .48 −.18 −3.88***
.51

.68 .04

.76

−.68

.66 −.05 −1.03

Notes. *p < .05, **p < .01, ***p < .001. b unstandardized regression coefficient, SE standard error of the mean, β standardised regression coefficient, R2 amount of
variance accounted for in the dependent variable by each model. PSI-4-SF, Parenting Stress Index 4th Edition – Short Form, PID-5-BD Personality Inventory for
DSM-5 – Brief Form, MHI-5 Mental Health Inventory, CTQ-SF Childhood Trauma Questionnaire – Short Form, RQ Relationships Questionnaire, PRFQ Parental
Reflective Functioning Questionnaire

Perceptions of having a difficult parent-child relationship
was partially explained by greater non-mentalizing
mode, and lesser certainty about mental states, with the
final model explaining 49% of the variance in difficult relationship scores, F(19,283) = 13.29, p < .001.
In the competence domain, parenting satisfaction was
partially explained by greater general psychological wellbeing and certainty about mental states, and lesser nonmentalizing and disinhibition, with the final model
explaining 51% of the variance in satisfaction scores, F(19,
283) = 14.15, p < .001. Parenting efficacy was partially explained by greater general psychological wellbeing, secure
attachment relationships, and certainty about mental
states, and lesser negative affectivity and disinhibition,
dismissing-avoidant attachment style, and nonmentalizing, with the final model explaining 58% of the
variance in efficacy scores, F(19,283) = 19.36, p < .001.

Discussion
The current study compared parents high and low in
BPD features on a range of parenting and mental health
variables, including personality traits, general psychological wellbeing, trauma history, attachment and reflective capacity. We also examined how parenting stress and
competence are associated with personality traits, psychological wellbeing, trauma history, attachment and reflective capacity.
In support of our first hypothesis and in line with previous research [17], individuals high in BPD features
(who met caseness for BPD) were found to report significantly greater parenting stress, distress, difficult child
and difficult parent-child relationships compared to
those with low BPD features. These individuals also reported significantly lower parenting satisfaction and efficacy compared to those lower in BPD features. The
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Table 5 Multivariate linear regressions modelling parenting competence by mental health variables (N = 284)
Parenting competency domains (PSOC)
Parenting satisfaction
b

SE

Parenting efficacy
β

t

F(19,283) = 14.15***, R2 = .51

b

SE

β

t

F(19,283) = 19.36***, R2 = .58

PID-5-BF Personality traits
Negative affect

−.05

.12

−.03

−.44

−.33

.13

−.17

−2.59*

Detachment

−.10

.14

−.05

−.70

−.27

.15

−.12

−1.75

Antagonism

.05

.15

.02

.33

.25

.16

.07

1.62

Disinhibition

−.36

.13

−.17

−2.86**

−.31

.13

−.13

−2.35*

Psychoticism

.20

.12

.11

1.72

.08

.13

.04

.60

MSI-BPD BPD features

.03

.16

.01

.18

.00

.17

.00

.00

MHI-5 Psychological wellbeing

.36

.08

.29

4.42***

.42

.09

.29

4.82***

Emotional abuse

.00

.09

.00

.01

.00

.09

.00

.01

Physical abuse

.08

.08

.07

1.08

.09

.08

.06

1.06

Sexual abuse

.07

.06

.07

1.30

−.05

.06

−.04

−.78

CTQ-SF Trauma history

Emotional neglect

−.15

.12

−.09

−1.21

−.03

.13

−.02

−.24

Physical neglect

.07

.11

.04

.64

.11

.12

.06

.90

Secure

.08

.20

.02

.38

−.80

.21

−.20

−3.81***

Fearful

.02

.21

.01

.09

−.08

.22

−.02

−.34

Pre-occupied

.10

.18

.03

.58

−.14

.19

−.03

−.73

Dismissing

−.01

.18

−.00

−.06

−.39

.19

−.10

−2.07*

RQ Attachment style

PFRQ Reflective capacity
Non-mentalizing

−1.66

.39

−.23

−4.22***

−2.71

.42

−.33

−6.52***

Certainty about mental states

2.21

.29

.36

7.61***

1.13

.31

.16

3.69***

Interest/curiosity in mental states

.60

.40

.07

1.49

−.02

.43

−.00

−.05

Notes. *p < .05, **p < .01, ***p < .001. b = unstandardized regression coefficient, SE standard error of the mean, β standardised regression coefficient, R2 amount of
variance accounted for in the dependent variable by each model. PSOC Parenting Sense of Competency Scale, PID-5-BF Personality Inventory for DSM-5 – Brief
Form, MHI-5 Mental Health Inventory, CTQ-SF Childhood Trauma Questionnaire – Short Form, RQ Relationships Questionnaire, PRFQ Parental Reflective
Functioning Questionnaire

findings reported here contribute to a growing body of
research exploring the impact of personality disorder
and specifically BPD on an individual’s sense of self and
role as a parent [13].
In support of our second hypotheses, individuals high
in BPD features were also found to endorse greater additional challenges compared to those lower in BPD features. Individuals high in BPD features were found to
report significantly greater personality disorder severity
using measures from the alternate trait model for DSM5 [2, 44]. These individuals were also more likely to endorse the personality trait domains of negative affect, detachment, antagonism, disinhibition, and psychoticism.
In the current study, presence of BPD features (indicated
by number of features endorsed by individuals on the
MSI-BPD) was significantly positively correlated with
personality disorder severity and personality trait domains (indicated by the individual’s total score and trait

scores on the PID-5-BF), supporting the use of dimensional measures based on the alternate model of personality disorder in studies of this type. Individuals with
high BPD features were also found to report significantly
lower psychological wellbeing on a measure that is frequently used to screen for anxiety and depression [47], a
finding in line with the known comorbidity of BPD and
general measures of psychopathology [57].
Additionally, individuals with high BPD features also
recalled significantly higher emotional abuse, physical
abuse, sexual abuse, emotional neglect and physical neglect in their childhood compared those with low BPD
features. These findings support the current study’s hypotheses and reinforce an extensive body of research
examining the association between early childhood maltreatment and BPD in adolescence and adulthood [13].
Individuals with high BPD features were also more likely
to endorse a fearful and preoccupied attachment style
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and less likely to endorse a secure attachment style than
those with low BPD features, a finding concordant with
previous studies [24]. However, dismissing-avoidant attachment did not significantly differ between the groups.
This discrepancy may be the result of this sample being
a group of parents where the majority were married
(58.45%) or living with their partner (17.61%), and thus
involved in at least one other attachment relationship.
This non-significant finding could also reflect that like
secure attachment, a dismissing-avoidant style may also
be protective [54].
In the current study, individuals with high BPD features also reported a poorer reflective capacity (indicated
by increased non-mentalizing and being ‘overly certain’
about mental states) than those with low BPD features.
These findings are consistent with a body of research
looking at the relationship between BPD and a parent’s
ability to hold their child’s mind in mind [34, 35, 58, 59].
However, an individual’s interest and curiosity in their
child’s mental states did not significantly differ between
the groups, and both low and high BPD groups endorsed
a high level of curiosity and interest in the mental states
of their children. Given the self-report nature of this
questionnaire, this non-significant finding could be related to participants’ reluctance to report a lower interest or curiosity in the mental states of their child due to
factors such as social desirability. It is also possible that
this interest and curiosity in a child’s mental state does
not differentiate those high and low in BPD features.
In partial support of our third hypothesis, the number
(or severity) of BPD features did not improve the regression model’s attempt to explain parenting stress or competence, despite BPD features being significantly related
in simple correlations. This finding is in contrast to previous research [17], which found that mothers with BPD
reported being less satisfied, less competent and more
distressed than community controls. Yet some personality trait domains, namely negative affectivity, detachment
and disinhibition (which are also implicated in the
DSM-5 criteria for BPD) [2], were associated with parenting stress, distress, difficult parent-child relationship,
satisfaction and efficacy in the current study. As such,
the specific personality traits domains in the alternative
or dimensional models of personality disorder (measured
using the PID-5-BF) may be more sensitive than the
number of BPD characteristics endorsed (measured
using the MSI-BPD) for this population. Parenting stress
(i.e. parenting stress, distress, and perceptions of having
a difficult child) and parenting competence variables (i.e.
satisfaction and efficacy) were found to be associated
with lower general psychological wellbeing. This inverse
relationship between current psychological wellbeing
and parenting stress and competence variables is supported by previous research exploring the relationship
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between mental wellbeing and stress and satisfaction in
parents [41, 60].
In further support of our third hypothesis, parenting
distress and perceptions of having a difficult child were
associated with parent’s recalled traumatic early experiences, specifically sexual abuse and emotional neglect in
the family environment. There was a positive relationship between sexual abuse and parenting stress, and
emotional neglect and difficult child, in that higher sexual abuse and emotional neglect recalled by parents was
found to increase parenting stress and perceptions of
parenting a difficult child in the present. This significant
finding aligns with the literature exploring the possible
impact of childhood trauma on parenting capacity in
adulthood [61]. Having a lived experience of trauma may
amplify the challenges parents already face. A parent
who recalls history of early maladaptive parenting may
experience post-traumatic symptoms triggered by the
presence or demands of their child [62], resulting in increased distress and increased perception of parenting a
‘difficult child’.
In partial support of our third hypothesis, we found
that greater attachment security was associated with
greater parenting efficacy. This finding is in support of
previous research which suggests that secure working
models of attachment promote and sustain effective
caregiving and parenting self-esteem [63]. However, parent’s attachment style did not add to the regression
model for either parenting stress variables or parenting
satisfaction. This may be related to adult attachment being measured dimensionally by style, rather than categorically (e.g. secure vs. insecure), in the present study.
In further support of our third hypothesis, parental reflective capacity or their ability to ‘hold the child’s mind
in mind’ was found to be associated with parenting
stress and competence variables. According to Luyten
et al. [56], the ‘non-mentalizing’ subscale of the PRFQ
captures a non-mentalizing stance, malevolent attributions and an inability to enter the subjective world of the
child. In the current study we found that poorer reflective capacity (indicated by increased non-mentalizing)
was related to greater parenting stress, distress, perception of parenting a difficult child, and having a difficult
parent-child relationship. Greater reflective capacity (indicated by decreased non-mentalizing) was associated
with greater parenting satisfaction and efficacy. Notably,
non-mentalizing had the strongest association with parenting stress, perceptions of having a difficult child, difficult parent-child relationship and parenting efficacy. It
therefore appears that a lesser ability (or inability) to
enter the subjective world of the child increases parenting stress, and conversely that a greater ability to enter
the subjective world of the child has a positive impact
on parenting satisfaction and efficacy. Difficulty holding
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other’s minds in mind [64] and the tendency to create
malevolent attributions to neutral stimuli [65, 66] have
previously been implicated in research exploring the impact of personality disorder, particularly BPD, on these
higher order cognitive processes. Parents who have deficits in reflective capacity are also at increased risk of
having offspring who exhibit disorganised attachment in
childhood, and BPD in adulthood [67]. Moreover, lower
certainty about mental states (indicating the parent was
‘overly certain’) was found to be associated with increased parenting stress, perceptions of parenting a difficult child and difficult parent-child relationship. Whilst
increased certainty (indicating the parent was ‘lacking in
certainty’) was found to be associated with greater parenting satisfaction and efficacy. Notably, certainty about
mental states had the strongest association with parenting satisfaction. In the PRFQ [56], the ‘certainty about
mental states’ subscale reflects a parent’s ability to recognise the opacity of mental states. Lower scores on this
scale reflect a tendency for parents to be overly certain
about mental states of their child (i.e. intrusive mentalizing or hyper-mentalizing) and higher scores reflecting a
lack of certainty about their child’s mental states. Our
finding that lacking in certainty about a child’s mental
states increases parenting satisfaction and efficacy may
be indicative of a parent having a more open, flexible
and reflective understanding of the subjective world of
their child, creating a parent-child relationship that is
experienced as satisfying or fulfilling for the parent. We
believe that that such a relationship would also have a
positive impact on the child, and may help negate the
putative transmission of mental health difficulties from
parents to their children.
There are however a number of limitations to the
current study that must be considered when interpreting
these results. First, this research was reliant on selfreport measures. Therefore, individuals who endorsed
high BPD features and meet caseness may not be generalisable to a clinical BPD population. Although we measured general psychological wellbeing, we did not
control for the high-comorbidity in diagnoses with BPD
(e.g. mood disorders, substance use disorders and other
personality disorders). We also did not control for the
number, age or gender of children, which may have had
an impact of individual’s self-reported parenting stress
and competency. Moreover, we relied on two relatively
novel self-report measures to assess personality pathology (PID-5-BF) [2] and reflective capacity (PRFQ) [56]
and as such, further research confirming the reliability
of these measures is needed. Additionally, we used a
cross-sectional design for this research and therefore we
can only infer correlational relationships and not causal
relationships between parenting stress and competence
and personality and mental health, trauma history,
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attachment and reflective capacity. Future longitudinal
research is therefore needed to test for causal relationships between parenting stress and competence and the
potential underlying mechanism we have identified in a
clinical BPD sample, a psychiatric control and a general
population control group.

Conclusion
Individuals who met caseness for BPD experienced challenges in their parenting but also associated difficulties
in their general psychological wellbeing, attachment and
reflective capacity. These individuals were also more
likely to report a history trauma in their family environment, including abuse and neglect. For the entire sample, poorer reflective capacity (indicated by increased
non-mentalizing and being ‘overly certain’ about mental
states), psychological wellbeing and specific personality
traits (namely negative affect, disinhibition and detachment) had the strongest association with parenting stress
and competence domains. These findings suggest that
parents who were able to imaginatively enter the subjective inner world of the child had less stress and
greater parenting satisfaction and efficacy. In combination, genetic vulnerability to BPD and negative early experiences with parents and caregivers are considered to
put a child at increased risk of developing BPD or experiencing its related features in adulthood [11, 12].
However, parenting practices have the ability to be
modified and thus offer an important context for the development of interventions broadly aiming to improve
the parent-child relationship. In order to decrease parenting stress and increase parenting competence it appears that we need to enhance a parent’s capacity to
hold their child’s mind in mind and their attachment relationships, whilst also addressing their general psychological wellbeing and specific personality traits that place
them at risk. In the context of clinical practice, a number of key strategies, including addressing and reducing
BPD symptoms, increasing parental reflective capacity
and strengthening parent-child attachment relationships,
may be implemented to reduce parenting stress and increase parenting competence in at risk parents. We anticipate that this would have a positive impact on not
only parenting capacity, but also the parent-child relationship and reducing the risk for the potential intergenerational transmission of BPD.
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