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Background: Borderline personality disorder (BPD) is a severe mental disorder

that is characterised by a pervasive pattern of instability of interpersonal

relationships, self-image, and mood as well as marked impulsivity. BPD has its

peak incidence and prevalence from puberty through to emerging adulthood.

BPD is a controversial diagnosis in young people. Commonly, young people with

BPD are under-diagnosed, untreated, are not in employment or training and are

estranged from their families. Yet, they have complex needs and are at high

suicide risk.

Aim: To assess the feasibility of conducting a randomised controlled trial (f-RCT)

of a BRIDGE, a brief intervention programme for young people (age 14-24) with

BPD symptoms (sub-threshold or threshold) in a community sample from

Scotland, UK.

Method: Forty young people (age 14-24) meeting criteria for BPD symptoms, will

be randomised in a 1:1 ratio to receive either a) the BRIDGE intervention plus

service-as-usual or b) service-as-usual alone. Follow up will be 12 weeks and 24

weeks post-intervention. The study is carried out between 2021 to 2024.

Outcome: The two primary outcomes of the MQ funded, BRIDGE project (f-RCT)

are i. recruitment rates and ii. retention rates. The study will present the

acceptability and appropriateness of our putative outcome measures for a

future definitive randomised controlled trial (d-RCT).
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Impact: Young people with BPD benefit from good clinical care and targeted

intervention, however are regularly missed or mislabelled. The community based

feasibility trial would provide initial evidence of variable needs of young people

with complex needs, who maybe missed or excluded from services as they don’t

“fit” a model/diagnosis. Workable multi-agency service model proposed in the

trial would be a major advance in understanding care pathways regardless of

trial outcome.

Clinical Trial Registration: ClinicalTrial.gov, identifier NCT05023447
KEYWORDS

borderline personality disorder (BPD), BPD features, early intervention, young people,
feasibility RCT (fRCT), community intervention, Cognitive Analytic Therapy (CAT)
Introduction

Borderline personality disorder (BPD) is a severe mental

disorder that is characterised by a pervasive pattern of instability

of interpersonal relationships, self-image, and mood as well as

marked impulsivity. BPD has its peak incidence and prevalence

from puberty through to emerging adulthood (1, 2). The adverse

personal, social and economic consequences of BPD during this

developmental period have been summarised in many publications

(3, 4). In brief, BPD among young people uniquely predicts severe

and harmful current problems, increases the complexity of clinical

presentation and treatment delivery and acts as a gateway to diverse

and serious problems later in life that includes a mortality rate 10

times that of general population and an almost two-decade

reduction in life expectancy (5–7). Moreover, those who care for

and about these young people also experience severe difficulties (8).

Despite these compelling facts, along with good evidence that

early intervention can improve these short- and long-term

outcomes (9), BPD is a controversial diagnosis worldwide when

applied to young people (10–12). This is largely because the

condition is associated with a high degree of public, self,

structural and institutional stigma (13, 14). This has commonly

led to clinical cultures in which the diagnosis is avoided or delayed,

or substitute diagnoses are used, in the belief that this is in the best

interests of young people. In turn, this leads to delays in effective

treatment, risks the use of inappropriate and/or ineffective

treatments leading to poor outcomes and risks further

stigmatising people living with the disorder (15).

Young people with the persistent and complex needs that are

characteristic of BPD – i.e. those with the poorest functioning (4)

and most complex psychiatric presentations - often find themselves

falling out of contact with services by age eighteen (16). Barriers to

diagnosis and treatment of BPD in young people include the widely

held beliefs that a BPD diagnosis implies permanent disability, will

lead to clinical and self-experiential discrimination (17), and to

widening social, health and occupational disadvantage. Despite
02
randomised controlled trial (RCT) evidence for the effectiveness

of specialised psychosocial treatments for BPD in young people (9),

the effect sizes for these treatments are modest and not uniformly

sustained at follow-up. Furthermore, these specialised treatments

are often complex and unlikely to be scalable at a population level

within existing service provisions. Scalable approaches to mitigate

against the short- and long-term adverse outcomes for young

people living with BPD, for the benefit of the whole population, is

a public health priority (18). Greater social and health inequality is

bad for everyone (19). We have proposed elsewhere that early

intervention programmes for severe mental illness may benefit from

a developmental clinical staging model by assessing children and

young people in greatest need of mental health services for more

equitable service delivery (20).

Young people with early BPD benefit from good clinical care

and targeted intervention (21), however their needs are often under-

recognised. NICE guidelines for BPD recommend (22) that people

with BPD should not be excluded from any social and health care

services but, in practice, BPD sufferers experience of discrimination

and disengagement from specialist services which perpetuates social

and health inequalities (6, 23), and iatrogenic harm (24).

In this paper, we will outline the protocol of a feasibility

randomised controlled trial (f-RCT) of a novel community based

therapeutic intervention of brief, intensive assessment and

integrated formulation (BRIDGE intervention). BRIDGE

intervention development has been guided by a) the emerging

evidence base for Cognitive Analytic Therapy with young people

(age 15-25) with BPD in an early intervention service (25) and b)

in collaboration with an established Glasgow intervention

programme, called Intensive Support and Monitoring Service

(ISMS; https://dera.ioe.ac.uk/id/eprint/9517/1/0064165.pdf), used

in the Glasgow youth justice system. ISMS has the explicit focus of

reaching a shared formulation with the young person and the multi-

agency system that supports them.

The BRIDGE intervention delivers on three core elements: a)

shared formulation of comprehensive psychiatric, health,
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functioning assessments, b) up to sixteen sessions of Cognitive

Analytic Therapy, c) contextual work with the young person and

multi-agency teams involved with the participant. With this in

mind, this trial aims to establish the feasibility of engaging and

retaining of young people with features of borderline personality

disorder in the community for participation in the f-RCT. We also

aim to map the complex and varied needs of this group of young

people with BPD features, who may otherwise be missed from

services because they don’t “fit” a traditional service model/

diagnosis (26), and to examine the acceptability of the

trial processes.

Our approach to understanding the complex social/service

delivery for this group is informed by syndemics, the term given to

the co-occurrence of multiple, inter-related health problems at the

individual- and population-level, developing and being sustained by

harmful/unhelpful social contexts. This approach (25) is our key

methodology for examining and optimising interdisciplinary

working. Syndemics is embedded within the research methodology,

the multi-agency intervention approach, our international network of

collaborators, and the central role of young people at all stages of

study design, delivery and dissemination.

Societal and professional attitudes to personality disorders, and

the service provision that follows from these attitudes, have an

important part to play in how services are delivered. An important

approach to furthering understanding of complex social/

service delivery is through consultation with individuals with

lived experience of borderline personality disorder has been

a cornerstone of the development and ongoing refinement of

this clinical trial. A Youth Advisory Group (YAG) comprising

individuals from the Transdisciplinary Research for the

Improvement of Youth Mental Public Health network

(TRIUMPH http://triumph.sphsu.gla.ac.uk/) was established at

the funding application stage of the trial and has offered

consultation throughout the trial. Co-investigators with lived

experience of BPD have provided insight and guidance to the

acceptability of procedures (i.e. design and planned recruitment)

on an ongoing basis.
Methods

Trial objectives

To assess the feasibility of conducting a randomised controlled

trial (f-RCT) of BRIDGE, a brief intervention programme for young

people (age 14-24) with BPD features (sub- or full-threshold), in a

community sample of Glasgow, Scotland.
Research questions
Fron
1. Are recruitment and retention rates adequate to suggest a

future full-scale RCT would be possible (quantitative)?
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2. What are the characteristics (in terms of mental health and

service use) of the young people referred to the study

(whether or not eventually randomised).

3. How acceptable are the trial processes and interventions to

the participants (qualitative and Patient and Public

involvement; PPI)?

4. Is it feasible to collect clinical and health economic outcome

data for a future definitive randomised controlled trial

(d-RCT) (missingness and data quality)?

5. Does the trial need adapting for participants in different

settings (qualitative and PPI)?

6. Do trial processes need adapting in order to successfully

recruit participants from different referral routes

(quantitative and qualitative)?
Trial design/settings

Our study design is a single-blind, parallel groups f-RCT

following the Medical Research Council Complex Interventions

Framework (27) over a period of 36 months. After a two-stage

screening process (details below), eligible participants meeting

diagnostic criteria for BPD features are invited to baseline

research assessment, then randomised to BRIDGE and service as

usual (SAU) or SAU (alone).Aspects of feasibility are explored using

qualitative and quantitative methods.

The study is set in the city of Glasgow, Scotland’s largest and

most ethnically diverse city with an estimated population of

635,130, of which almost 12% represent an ethnic minority.

Adolescents and young people represent approximately 12% of

the Glasgow population; over half live in areas in the two most

deprived deciles within Scotland, while only 4% Glaswegian

children live in areas in the least deprived decile within Scotland

(https://www.gov.scot/collections/scottish-index-ofmultiple-

deprivation-2020/).

Inclusion criteria
- 3 or more of the 9 DSM-5 BPD criteria (28) assessed using the

SCID-PD. While clinical symptom remission has been a

critical treatment goal of RCT’s, there is now compelling

evidence for addressing the functional outcomes

characteristic of BPD features at both subthreshold and

threshold levels (9).

- Age 14-24 (inclusive).
Exclusion criteria
- Currently receiving evidence-based psychosocial treatment

for BPD, with a minimum of six sessions attended prior to

any disengagement/drop-out.

- Has received any previous evidence-based psychosocial

treatment for BPD.
frontiersin.org
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- Receiving specialist intensive psychiatric treatment at the

time of study entry, for severe mental health disorder (such

as DSM-V psychosis or severe anorexia nervosa).

- Insufficient fluency in English to complete the study protocol.

- Living out-with Glasgow City health board.
Participant recruitment

Recruitment is taking place over 24-months, from October 2021

to September 2023. As per recommendedMedical Research Council

guidelines for f-RCTs (27), a formal sample size calculation is not

appropriate. Our pilot work (29) suggests that we will achieve a

sample size of forty adolescents and young people (age 14-24), with

subthreshold or full-threshold BPD features, recruited from the

community and randomised to each of the two arms of the trial.

This sample will allow us to estimate the sample size for a phase III

trial and the human resources required to achieve recruitment

and retention.

We will also explore the feasibility of different routes of referral

to the trial. Participants might or might not be involved with a

mental health service provider to meet criteria for trial. However,

there will be an expectation that all participants will be registered

with a general practitioner (GP).Where a participant has no fixed

abode, a GP will be identified within the homelessness GP team.

Participants will be recruited through ethically approved channels

that might include:
- Self-referral through advertisements in public places (i.e.,

transport, libraries, social media).

- Referral from professional within the NHS GG&C (specialist

children’s services, Adult mental health services, GP, A&E).

- Referral from professional within social work, forensic

services, youth support services.

- Referral from third sector organisations.
Professionals within each of the above services will be made

aware of the study through presentations with the trial team. They

will then be regularly asked if any patients on their caseload/service

users meet inclusion criteria for the study and can be approached

for participation. With potential participants, verbal consent will be

sought and noted before referring for further participation with the

clinical trial.

Symptomatic remission, occurring over a number of years, is a

common feature of BPD (30). Yet, there is robust evidence to

support that young people who meet subthreshold criteria for

persistent, long-standing difficulties characteristic of BPD features,

also have psychiatric comorbidity and functional impairment and

are likely to be referred to mental health services for disruptive or

suicidal behaviour (31). To address the heterogeneity inherent in

psychopathology (32) and within subsyndromal BPD (33),

screening for randomisation of participants to BRIDGE

intervention (plus SAU) or SAU would include a) enhanced

phenotyping at phase 2 (below) which will ensure adequately
tiers in Psychiatry 04
defining the screened population and b) a robust measure of

social function (i.e. KIDSCREEN-10) (34).

The screening will include a two phased approach
Phase 1 (screening): Participants (accessed through a range of

settings in Glasgow) will self-complete the brief (15- item) SCID-

II PQ-BPD questionnaire. Potential participants will be either

referred by a professional in a range of settings in Glasgow

or can self-refer: everyone will complete either an online

(www.bridgeproject.co.uk) or paper screening assessment. Those

meeting the cut off for the SCID-II PQ BPD (ref) (>11 out of 15) will

be invited to Phase 2. SCID-II PQ-BPD has good psychometric

properties and is used as a screening tool for BPD in outpatient

youth (35).

Phase 2 (diagnostic screening): All potential participants will be

invited for an interview conducted using the Structured Clinical

Interview for DSM‐V Axis II Personality Disorders (SCID‐5-PD)

BPD module. This will be carried out by a clinician or clinically

trained researcher. Those young people who meet 3 or more SCID-

5-BPD criteria (subthreshold or full-threshold) will be eligible for

randomisation to the BRIDGE study.
Intervention

Brief, intensive assessment and integrated formulation

(BRIDGE) intervention development has been guided by the

emerging evidence base for community based comprehensive

assessment and brief intervention with young people with

longstanding unmet needs characteristic of BPD features.

BRIDGE will be delivered over 3-6 months and
has three foci
1. Comprehensive assessment, taking up to two sessions,

including BPD symptoms, co-presenting difficulties,

neurodevelopmental profile, life events history and

psychosocial functional impact.

2. Up to 16 sessions of Cognitive Analytic Therapy

(CAT) (36).

3. Develop a shared formulation with the young person, using

CAT principles (Reformulation, Recognition and Revision)

and their comprehensive assessment, and, where clinically

applicable, their family and service-providers. Developing a

shared formulation with the young person and multi-

agency group would be unique to the participant, using

contextual CAT.
Treatment fidelity

A fidelity evaluation framework will be optimised to the specific

needs of this complex intervention (37) with the focus on a)

participant responsiveness as engagement and retention is the
frontiersin.org
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primary focus of the trial b) complex intervention adherence

(Frequency, duration and nature of engagement) c) quality of

delivery (protocol adherence, monitoring assessments and

treatment delivery) d) identifying barriers and facilitators

(recruitment, engagement, retention) e) outcome measurement of

change and sustainability. Trial therapists will have two-weekly

supervision with a senior CAT practitioner and supervisor,

accredited by the Association of Cognitive Analytic Therapists

(ACAT), with extensive experience of working with young people

with BPD.
Comparison (SAU)

For participants randomised to SAU, a routine letter

acknowledging their participation will be shared with their service

provider(s), including the GP. SAU, which is likely to range from

social services, mental-health services, forensic services, to no

intervention, will be documented for each participant. The

intervention will be described in detail through the qualitative

process evaluation.

There will be no formal measure of treatment fidelity for SAU.
Procedure

Our three-month pre-trial set-up phase will establish a detailed

system for managing referrals, randomisation, and networking with

likely referral sources, including any self-referrals detailed in

Figure 1. All potential participants will receive a ‘Participant

Information Leaflet’ and a ‘Trial Consent Form’ prior to Screening

1. The trial research team will then invite young people meeting

criteria at screening 1 for an assessment (Phase 2) to determine

eligibility for subthreshold or full-threshold BPD features. The

assessment will be conducted by a clinically trained researcher,

prior to study randomisation.

Young people (age 14-24) or parents (for those aged 14-16 who

are judged by a healthcare professional, i.e. GP, as incapable of

providing written, informed consent) with child assent will

complete the Participant Information sheet (online or paper

format) and consent form. Capacity to consent will be confirmed

and documented by a healthcare professional at diagnostic

screening 2, prior to randomisation.
Randomisation

Randomisation will be managed by the Trial Team at the

University of Glasgow. Participants will be randomised (1:1) to

either BRIDGE (+SAU) or SAU. A statistician from the Robertson

Centre for Biostatistics at the University of Glasgow will generate a

randomisation table. Research outcome assessors will be blind to

treatment allocation. The randomisation list, containing the unique

study ID and participant name, will be stored on a password

protected file within the Trial Team’s private.
Frontiers in Psychiatry 05
Microsoft Teams channel (following sponsor representative

GDPR guidelines, at the university of Glasgow secure server).

Access will be restricted only to those members of the research

team who will remain unblinded throughout the study. A log of

access will be maintained. Participants will be randomised by a

member of the administrative team independent of the trial, using

the randomisation procedure provided by the study statistician.

All participants consenting to participate will be invited to

complete assessments, post-randomisation, at baseline, 12- and 24-

weeks post-randomisation. A minimum data set of care pathways will

be described at baseline. Follow-up of all participants will occur for the

purpose of future modelling of health economics impacts in relation to

quality of life and functional outcomes.

Case-study methodology will be used to understand individual

contexts, involving embedded qualitative evaluation with about 10-

15 young people (five to seven from BRIDGE intervention and five

to seven from SAU’s) and, where possible, their parents and

relevant service providers. Topics will include acceptability of the

three elements of BRIDGE, perceived mechanisms of change and

exploration of requirements for data collection for a future d-RCT,

including for future health economic evaluation.
Measures

The only quantitative outcome measures in the f-RCT are

recruitment (i.e. proportion of young people referred as eligible

who are consented and randomised) and retention (i.e. proportion

of those randomised who complete follow-up assessments at six

months post randomisation).

We have examined the literature and best practice guidelines to

select likely outcome measures for use in a future definitive RCT

(d-RCT) (e.g., the International Committee for Harmonization of

Outcome Measures for Personality Disorder (38). The f-RCT will

investigate the acceptability and appropriateness of these measures

for a future d-RCT which include, at screening 1/pre-

randomisation: The Structured Clinical Interview for DSM‐V

Axis II for Personality disorders (SCID-II PQ-BPD) consists of 15

questions which explore the presence of BPD symptoms using ‘Yes’

or ‘No’ answers. The SCID-II PQ-BPD has been found to have fair-

to-good agreement with a SCID-II interview BPD diagnosis and

good test–retest reliability in young people (35).

Should an individual score a minimum of 11 of the 15 questions

they are invited to the Structured Clinical Interview for DSM‐V

Axis II Personality Disorders (SCID‐5-PD) BPD module. This is a

semi-structured interviewed which explores these 15 questions in

depth measuring on a scale of?-3 to what extent an individual’s

symptoms impact on their functioning. (? = inadequate

information, 1= absent or false, 2 = subthreshold, 3 = threshold

or true. A pervasive pattern of instability in relationships, self-

image, mood, impulsivity, anger and the occurrence of dissociation

are explored. Although the DSM-5 (39) used the criteria that five of

these categories are met, for the purposes of BRIDGE, the presence

of three or more BPD traits will be used as diagnostic inclusion

criteria, as identifying early signs and symptoms is the objective.
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Participant flow diagram.
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In this second screening further measures are carried out.

KIDSCREEN 10 (34) is a health questionnaire for children and

young people, exploring how they have perceived their health to be

in the previous week. The KIDSCREEN 10 (34) is a standardised

assessment tool for health and its impact on quality of life,

demonstrating good internal consistency (Cronbach’s alpha =.82),

and good test-retest reliability (r=.73; ICC=.72) (40).
Frontiers in Psychiatry 06
Participants will complete the following measures pre-

randomisation: Pathways to care and demographic questionnaire,

Mini International Neuropsychiatric Interview (MINI) 7.0.2 (18yrs+)

and the Mini International Neuropsychiatric Interview (MINI-KID)

7.0.2 (under 18yrs) (41); The MINI is a diagnostic, structured tool for

assessing common psychiatric disorders. Studies (42) have shown

that the MINI has psychometric reliability and validity and can be
frontiersin.org
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delivered with short training input and in a brief period of time.

Adverse Childhood Experiences Scale (ACES) (43) asks 10 questions

regarding traumatic experiences that occurred before the age of 18.

Autism Symptoms adolescents (ASSERT) (44)is a self-report tool

with 8-questions pertaining to poor social understanding, rigidity and

repetitive behaviours and interests. Adult ADHD Self-Report Scale

(ASRS) (45) is an 18-question screening tool used by BRIDGE to

screen for attention deficit disorder symptoms such as feelings,

conduct and level of impairment in the previous 6 months. It has 2

subscales; 1) Inattention and 2) Hyperactivity. It has been found to be

a reliable and valid scale, showing high internal consistency

(Cronbach’s alpha 0.88) and rater-administration (Cronbach’s

alpha 0.89) (46).

At baseline, 12- and 24- week follow-up, assessments include:

Borderline symptoms list (BSL-23)

(ref) This 23-item list explores the impact of BPD symptoms in

the course of the previous week (47).

The questions explored include concentration, emotions,

vulnerability and overall daily functioning. A BSL supplement is

also used in BRIDGE which assesses behaviours over the course of

the previous week. The BSL-23 has excellent psychometric

properties, high internal consistency (Cronbach = 0.97) and test-

retest reliability (0.82) (48). Sheehan’s Disability Scale (SDS) (49) is

a self-reporting tool which assess the impact of symptoms on

functional impairment. There are three scales, 1) Work*/school,

2) Social life, 3) Family and home responsibilities. Days lost and

days unproductive due to symptoms are also rated. Barratt

Impulsiveness Scale (BIS-11) (50) is consists of 30 questions

which consider 1) Attentional Facet, 2) Motor Facet, 3) Planning

Facet. The Cronbach alphas range from 0.73 to 0.83 indicating good

reliability. Difficulties in Emotional Regulation Scale-SF (DERS-SF)

(51) consists of 18 questions and measures how an individual relates

to their emotions such as understanding, awareness and acceptance.

In terms of validity and reliability the DERS-SF had a Cronbach-

Alpha range of 0.90-0.98 and 81-96% shared variance. Patient

Health Questionnaire-9 (PHQ – 9) (52) is a self-report tool of 9-

questions which monitors the severity of depression. It measures

areas such as sleep, low mood and appetite. Quality of Life

Questionnaire (EQ-5D 5L) (53) is a short self-report tool which

asks participants to measure their health on that day on a scale of 5

levels - “no problems, I slight problems, moderate problems, severe

problems and unable to carry out activity”.

Quality of Life will be assessed with ICECAP-A (54), with a

Cronbach’s Alpha of 0.86. Suicidal

Ideation Scale (SIS) (55) is a 10-question 1-5 scale (1 being

“never or none of the time and 5 being “always or a great many

times”) which can detect early suicidal ideation among adolescent

and young people in the general population. It was found to have

excellent internal consistency and test-retest reliability.

The feasibility and acceptability of this battery will be explicitly

assessed as one of the trial’s key feasibility parameters: qualitatively,

we will examine the acceptability and appropriateness of these

outcome measures in terms of whether or not participants think

we are asking the right questions and whether the measures are

acceptable or too burdensome. Prior to final decisions about use of

measures in a future d-RCT, the measurement battery will also be
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discussed in the expert Scientific Advisory Group and Youth

Advisory Group.

All the measures will be incorporated into a user-friendly

questionnaire “book” and participants will have the option of

completing on paper, in a telephone interview, or a mixture – a

technique that has worked well in previous studies. These measures

will be conducted by trained researcher assessors, blind to group

status, at 12- and 24-weeks post-randomisation.
Statistical analysis

Statistical analyses will be conducted by a statistician/

researchers who are blinded to treatment allocation. Recruitment,

retention rates and the BRIDGE sessions attended will be calculated

with 95% confidence intervals (CI). A simple descriptive analysis of

recruitment/retention relative to eligible/approached population

will be conducted. While underpowered, between-group change

in each measure after adjustment for baseline will be estimated

using analysis of covariance (ANCOVA). The emphasis will not be

on reporting of significance but variance in outcome measures

between groups by reporting mean differences based on change

from baseline with 95% CI and effect sizes reported. The standard

deviation of the assessments for the putative outcome measures at

baseline and follow-up will be estimated, shaping the future d-RCT.

Statistical analysis plan and data sharing agreement will be agreed

by the Scientific Advisory Group in consultation with the NHS

Scotland’s Mental Health Network PPI group.
Process evaluation

Interpretative Phenomenological Analysis will be used to

explore participant’s experience of engagement and retention with

the BRIDGE project. Process evaluation of the contexts and

experiences of the young person presenting to the BRIDGE

project will enable us to develop a framework for context‐

mechanism‐outcome configurations (CMOCs) (56) that will be

unique to the young person’s experiences and the multi-agency

engagement (or the lack of) around them (57). This would involve

qualitative interviews with ten to fifteen young people and, where

possible, their parents and relevant service providers. Topics will

include acceptability of the three elements of BRIDGE intervention,

perceived mechanisms of change and exploration of requirements

for data collection for a future d-RCT, including for future health

economic evaluation.
Health economics

For the economic analysis, data will be collected on cost of

delivering the intervention, in addition to participant’s use of

health, personal, and social services and broader educational and

societal resources in the six months before study baseline data

collection. Adolescent and young adult’s quality of life will also be

measured within trial using the ICECAP-A (54). Measurement of
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quality of life is an important input for the economic component of

this study and will enable assessment of any short-term change in

quality of life for young people between baseline and 6 months, and

also between the trial arms. The clinical and service use

characteristics of young people referred to the study will be used

to build a health economic logic model for potential lifetime

impacts of BRIDGE.
Evidence of feasibility: pilot study and
expected results

This proposal builds on our previous Pathways study (29),

(2016 – 2018; funded by NHS GGC): majority of recruits came

from Child and Adolescent Mental Health Services (CAMHS);

recruitment barriers included client disengagement with specialist

services before meeting the research team, or clinicians considering

patients as high risk to take part. Yet, once consented to the study,

there were no withdrawals and the completion rate of the

assessments was high, with incomplete data on only 4% of

participants. Our work with Pathways has shown that multi-

modal recruitment methods, with excellent service user

consultation, can achieve high recruitment rates of young people

considered hard-to-reach. In the BRIDGE project, we expect similar

barriers to engagement/referral from services. We expect data from

eligible participants to demonstrate functional difficulties across

different facets of life in those presenting with subthreshold and

threshold BPD. The development of workable multi-agency services

proposed in the trial would be a major advance in optimising care

pathways, regardless of trial outcome.
Discussion

Young people with BPD benefit from evidence-based

psychosocial interventions. However, they are infrequently

identified or are excluded from services. NICE guidelines for BPD

recommend that people with BPD should not be excluded from any

social and health care services. Yet, in practice, discrimination and

disengagement from specialist services perpetuates pre-existing

social and health inequalities. We aim to identify the feasibility of

recruiting and engaging adolescents and young people with features

of BPD to both, research and to the intervention. This feasibility

trial, which will recruit from both health services and the

community will contribute towards the building evidence base on

the complex needs of young people with BPD features who might

otherwise be missed from services because they don’t “fit” a

traditional service model/diagnosis. This description will be useful

to commissioners and policy-makers.

The study has been developed through careful pilot work (29)

and collaborations with local service providers, national and

international experts in BPD research, academics leading complex

clinical trials, youth advisory team, experts by experience and

commissioners who are motivated to reduce health inequalities

and have a specific focus on mental health resilience for the most

vulnerable young people in Scotland. The endeavour to support the
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feasibility trial in Scotland shows commitment to the mission of

early intervention and prevention - not just in principle but through

multi-agency collaboration with the endeavour to improve services

for some of the most vulnerable children and young people. This

feasibility trial includes ongoing consultation with young people

with lived experience, and a dissemination plan to bring together

commissioners and family members. The outcomes of this

feasibility trial will guide a Phase lll clinical trial/definitive RCT.

By conducting a community-based clinical trial with young

people, and not limiting the intervention to specialist mental health

services, we aim to identify ‘hidden’ young people. This might

include, for example, those avoiding contact with services due to

previous trauma or neurodevelopmental conditions (for example,

ADHD) or complex family needs. We also aim to assess pathways to

care and missed opportunities for participation in treatment, and to

examine for the possibility of early identification of young people

with BPD features in the community, and the possibility of early

intervention through joined-up, multi-agency work (schools, youth

workers, counsellors, GP’s).

Transparency and data sharing are now widely encouraged for

intervention clinical trials, although their application is suboptimal.

To promote open science in clinical trials, the fRCT will engage in

cross-disciplinary agreement between the Data Monitoring

Committee (DMEC) and the Trial Steering Committee (TSC), in

consultation with the service user researcher group in NHS

Scotland’s Mental Health Network, for a data sharing protocol for

a d-RCT. Our syndemics approach is our key methodology for

ensuring excellent interdisciplinary working. Syndemics (25) is

embedded within the research methodology, the multi-agency

intervention approach, our international network of collaborators,

and the central role of young people at all stages of study design,

delivery and dissemination.

Currently, BPD is viewed erroneously by many clinicians as

intractable, with ‘trauma’ as its sole aetiology. Moreover, where

specialist services do exist, treatment is usually delayed and/or

limited to a select few. Our own pilot study Pathways study’ (29),

and work from other groups (58), has shown that, despite the high

risk of morbidity and mortality, young people with BPD features are

less likely to be assessed and/or treated and often fall into the service

gap between child and adolescent and adult mental health services

(16). The development of workable, multi-agency services proposed

in the trial would be a major advance in optimising care pathways,

regardless of trial outcome. Societal and professional attitudes to

people living with personality disorders, and to service provision for

this vulnerable group, have an important effect upon how services

are delivered.
Limitations

There are systematic, structural barriers to undertaking clinical

research with young people living with BPD features. We can

therefore never know if we are reaching the entire eligible

population. Participants in the trial will not be receiving a

diagnosis of BPD. Without a diagnosis, it can be hard for young

people to access services, yet, with a diagnosis there is a risk of
frontiersin.org

https://doi.org/10.3389/fpsyt.2024.1389578
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Gajwani et al. 10.3389/fpsyt.2024.1389578
labelling, stigma and discrimination. We are limited to measure the

contribution of structural and individual experiences of stigma and

discrimination on engagement and retention within the study. This

might mean that eligible participants are excluded by gatekeepers

who do not regard them as eligible. We also do not have the

resources to actively engage with potentially eligible participants

who do not have English as a first language. Although a tool is being

developed for the purposes of a treatment fidelity within the f-RCT,

there is limited measurement of treatment fidelity for BRIDGE

intervention and SAU. No measurement of the content of SAU and

no measure of ‘contamination’. The scope of the study limits

mapping and modelling of multi-agency service provisions for

this group of young people and examining the extent of its

contribution to the delivery/completion of the intervention.
Author contributions

RG: Conceptualization, Data curation, Formal analysis,

Funding acquisition, Investigation, Methodology, Project

administration, Resources, Software, Supervision, Validation,

Visualization, Writing – original draft, Writing – review &

editing. FS: Data curation, Investigation, Project administration,

Writing – original draft, Writing – review & editing. KM: Data

curation, Investigation, Writing – original draft, Writing – review &

editing. HS: Investigation, Writing – original draft, Writing – review

& editing. EM: Investigation, Methodology, Writing – original draft,

Writing – review & editing. PM: Investigation, Methodology,

Writing – original draft, Writing – review & editing. DO:

Investigation, Methodology, Writing – original draft, Writing –

review & editing. MS: Investigation, Writing – original draft,

Writing – review & editing. AG: Investigation, Writing – original

draft, Writing – review & editing. AC: Conceptualization,

Investigation, Methodology, Supervision, Writing – original draft,
Frontiers in Psychiatry 09
Writing – review & editing. HM: Supervision, Writing – original

draft, Writing – review & editing, Conceptualization, Data curation,

Funding acquisition, Investigation, Methodology.
Funding

The author(s) declare financial support was received for the

research, authorship, and/or publication of this article. The clinical

trial is funded by MQ as a clinical fellowship: Transforming Mental

Health 2016 | Registered charity in England/Wales: 1139916 &

Scotland: SCO46075 | Company number: 7406055. MQ have

received funding for the project from two funders, the Rosetrees

Trust (Registered with the Charity Commissions, No. 1197546) and

a private family donation. The trial comes under the Research

Governance sponsorship arrangements of NHS Greater Glasgow

and Clyde with a shared ethics agreement with the University

of Glasgow.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be

construed as a potential conflict of interest.
Publisher’s note

All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations,

or those of the publisher, the editors and the reviewers. Any product

that may be evaluated in this article, or claim that may be made by its

manufacturer, is not guaranteed or endorsed by the publisher.
References
1. Winograd G, Cohen P, Chen H. Adolescent borderline symptoms in the
community: prognosis for functioning over 20 years. J Child Psychol Psychiatry.
(2008) 49:933–41. doi: 10.1111/j.1469-7610.2008.01930.x

2. Winsper C. Borderline personality disorder: Course and outcomes across the
lifespan. Curr Opin Psychol. (2021) 37:94–7. doi: 10.1016/j.copsyc.2020.09.010

3. Chanen AM, Sharp C, Nicol K, Kaess M. Early intervention for personality
disorder. Focus. (2022) 20:402–8. doi: 10.1176/appi.focus.20220062

4. Hastrup LH, Jennum P, Ibsen R, Kjellberg J, Simonsen E. Welfare consequences of
early-onset borderline personality disorder: a nationwide register-based case-control study.
Eur Child Adolesc Psychiatry. (2022) 31:253–60. doi: 10.1007/s00787-020-01683-5

5. Fok ML-Y, Hayes RD, Chang C-K, Stewart R, Callard FJ, Moran P. Life expectancy at
birth and all-cause mortality among people with personality disorder. J psychosom Res.
(2012) 73:104–7. doi: 10.1016/j.jpsychores.2012.05.001

6. Moran P, Romaniuk H, Coffey C, Chanen A, Degenhardt L, Borschmann R, et al.
The influence of personality disorder on the future mental health and social adjustment
of young adults: a population-based, longitudinal cohort study. Lancet Psychiatry.
(2016) 3:636–45. doi: 10.1016/S2215-0366(16)30029-3

7. Ha C, Balderas JC, Zanarini MC, Oldham J, Sharp C. Psychiatric comorbidity in
hospitalized adolescents with borderline personality disorder. J Clin Psychiatry. (2014)
75:15864. doi: 10.4088/JCP.13m08696

8. Seigerman MR, Betts JK, Hulbert C, McKechnie B, Rayner VK, Jovev M, et al. A
study comparing the experiences of family and friends of young people with borderline
personality disorder features with family and friends of young people with other serious
illnesses and general population adults. Borderline Pers Disord Emotion Dysregul.
(2020) 7:1–8. doi: 10.1186/s40479-020-00128-4

9. Chanen AM, Nicol K, Betts JK, Thompson KN. Diagnosis and treatment of
borderline personality disorder in young people. Curr Psychiatry Rep. (2020) 22:1–8.
doi: 10.1007/s11920-020-01144-5

10. Hartley S, Baker C, Birtwhistle M, Burgess JL, Chatburn E, Cobbaert L, et al.
Commentary: Bringing together lived experience, clinical and research expertise–a
commentary on the May 2022 debate (should CAMH professionals be diagnosing
personality disorder in adolescence)? Child Adolesc Ment Health. (2022) 27:246–9.
doi: 10.1111/camh.12586

11. Laurenssen EMP, Hutsebaut J, Feenstra DJ, Van Busschbach JJ, Luyten P.
Diagnosis of personality disorders in adolescents: a study among psychologists. Child
Adolesc Psychiatry Ment Health. (2013) 7:1–4. doi: 10.1186/1753-2000-7-3

12. Chanen AM, McCutcheon LK. Complex case: personality disorder in adolescence: the
diagnosis thatdarenot speak itsname.PersMentHealth. (2008) 2(1):35–41. doi: 10.1002/pmh.28

13. Stiles C, Batchelor R, Gumley A, Gajwani R. Experiences of stigma and
discrimination in borderline personality disorder: a systematic review and qualitative
meta-synthesis. J Pers Disord. (2023) 37:177–94. doi: 10.1521/pedi.2023.37.2.177

14. Klein P, Fairweather AK, Lawn S. Structural stigma and its impact on healthcare
for borderline personality disorder: a scoping review. Int J Ment Health Sys. (2022)
16:48. doi: 10.1186/s13033-022-00558-3

15. Biskin RS. The lifetime course of borderline personality disorder. Can J
Psychiatry. (2015) 60:303–8. doi: 10.1177/070674371506000702
frontiersin.org

https://doi.org/10.1111/j.1469-7610.2008.01930.x
https://doi.org/10.1016/j.copsyc.2020.09.010
https://doi.org/10.1176/appi.focus.20220062
https://doi.org/10.1007/s00787-020-01683-5
https://doi.org/10.1016/j.jpsychores.2012.05.001
https://doi.org/10.1016/S2215-0366(16)30029-3
https://doi.org/10.4088/JCP.13m08696
https://doi.org/10.1186/s40479-020-00128-4
https://doi.org/10.1007/s11920-020-01144-5
https://doi.org/10.1111/camh.12586
https://doi.org/10.1186/1753-2000-7-3
https://doi.org/10.1002/pmh.28
https://doi.org/10.1521/pedi.2023.37.2.177
https://doi.org/10.1186/s13033-022-00558-3
https://doi.org/10.1177/070674371506000702
https://doi.org/10.3389/fpsyt.2024.1389578
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Gajwani et al. 10.3389/fpsyt.2024.1389578
16. Singh SP, Paul M, Ford T, Kramer T, Weaver T, McLaren S, et al. Process,
outcome and experience of transition from child to adult mental healthcare:
multiperspective study. Br J Psychiatry. (2010) 197:305–12. doi: 10.1192/
bjp.bp.109.075135

17. Sharp C. Bridging the gap: the assessment and treatment of adolescent
personality disorder in routine clinical care. Arch Dis Childhood. (2017) 102:103–8.
doi: 10.1136/archdischild-2015-310072

18. Holmes EA, O’Connor RC, Perry VH, Tracey I, Wessely S, Arseneault L, et al.
Multidisciplinary research priorities for the COVID-19 pandemic: a call for action for
mental health science. Lancet Psychiatry. (2020) 7:547–60. doi: 10.1016/S2215-0366
(20)30168-1

19. Marmot M. The health gap: the challenge of an unequal world. Lancet. (2015)
386:2442–4. doi: 10.1016/S0140-6736(15)00150-6

20. Minnis H, Gajwani R, Ougrin D. Early intervention and prevention of severe
mental illness: A child and adolescent psychiatry perspective. Front Media SA;. (2022),
963602. doi: 10.3389/fpsyt.2022.963602

21. Choi-Kain LW, Albert EB, Gunderson JG. Evidence-based treatments for
borderline personality disorder: Implementation, integration, and stepped care.
Harvard Rev Psychiatry. (2016) 24:342–56. doi: 10.1097/HRP.0000000000000113

22. Health NCCfM. National Collaborating Centre for Mental Health (UK.
"Borderline personality disorder: treatment and management. (2009).

23. Hastrup LH, Kongerslev MT, Simonsen E. Low vocational outcome among
people diagnosed with borderline personality disorder during first admission to mental
health services in Denmark: a nationwide 9-year register-based study. J Pers Disord.
(2019) 33:326–40. doi: 10.1521/pedi_2018_32_344

24. Amianto F, Ferrero A, Pierò A, Cairo E, Rocca G, Simonelli B, et al. Supervised
team management, with or without structured psychotherapy, in heavy users of a
mental health service with borderline personality disorder: a two-year follow-up
preliminary randomized study. BMC Psychiatry. (2011) 11:1–14. doi: 10.1186/1471-
244X-11-181

25. Singer M, Bulled N, Ostrach B, Mendenhall E. Syndemics and the biosocial
conception of health. Lancet. (2017) 389:941–50. doi: 10.1016/S0140-6736(17)30003-X

26. Vojt G, Skivington K, Sweeting H, Campbell M, Fenton C, Thomson H. Lack of
evidence on mental health and well-being impacts of individual-level interventions for
vulnerable adolescents: systematic mapping review. Public Health. (2018) 161:29–32.
doi: 10.1016/j.puhe.2018.04.003

27. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing
and evaluating complex interventions: the new Medical Research Council guidance.
Bmj. (2008) 337. doi: 10.1136/bmj.a1655

28. First MB, Williams JB, Karg RS, Spitzer RL. Structured clinical interview for
DSM-5 disorders: SCID-5-CV clinician version. Washington, USA: American
Psychiatric Association Publishing Washington, DC (2016).

29. Gajwani R, Wilson N, Nelson R, Gumley A, Smith M, Minnis H. Recruiting and
exploring vulnerabilities among young people at risk, or in the early stages of serious
mental illness (borderline personality disorder and first episode psychosis). Front
Psychiatry. (2022) 13:943509. doi: 10.3389/fpsyt.2022.943509

30. Zanarini MC, Frankenburg FR, Reich DB, Fitzmaurice G. Time to attainment of
recovery from borderline personality disorder and stability of recovery: A 10-year
prospective follow-up study. Am J Psychiatry. (2010) 167:663–7. doi: 10.1176/
appi.ajp.2009.09081130

31. Thompson KN, Jackson H, Cavelti M, Betts J, McCutcheon L, Jovev M, et al. The
clinical significance of subthreshold borderline personality disorder features in
outpatient youth. J Pers Disord. (2019) 33:71–81. doi: 10.1521/pedi_2018_32_330

32. Van Os J. A salience dysregulation syndrome. Br J Psychiatry. (2009) 194:101–3.
doi: 10.1192/bjp.bp.108.054254

33. Cavelti M, Lerch S, Ghinea D, Fischer-Waldschmidt G, Resch F, Koenig J, et al.
Heterogeneity of borderline personality disorder symptoms in help-seeking adolescents.
Borderline Pers Disord Emotion dysregul. (2021) 8:1–14. doi: 10.1186/s40479-021-00147-9

34. Ravens-Sieberer U, Europe KG. The Kidscreen questionnaires: quality of life
questionnaires for children and adolescents. Lengerich, Germany: Pabst Science Publ
(2006).

35. Chanen AM, Jovev M, Djaja D, McDougall E, Yuen HP, Rawlings D, et al.
Screening for borderline personality disorder in outpatient youth. J Pers Disord. (2008)
22:353–64. doi: 10.1521/pedi.2008.22.4.353

36. Ryle A. The contribution of cognitive analytic therapy to the treatment of
borderline personality disorder. J Pers Disord. (2004) 18:3–35. doi: 10.1521/
pedi.18.1.3.32773
Frontiers in Psychiatry 10
37. Carroll C, Patterson M, Wood S, Booth A, Rick J, Balain S. A conceptual
framework for implementation fidelity. Implement sci. (2007) 2:1–9. doi: 10.1186/1748-
5908-2-40

38. Prevolnik Rupel V, Jagger B, Fialho LS, Chadderton L-M, Gintner T, Arntz A,
et al. Standard set of patient-reported outcomes for personality disorder. Qual Life Res.
(2021) 30:3485–500. doi: 10.1007/s11136-021-02870-w

39. American PA. DSM Task Force. Diagnostic and statistical manual of mental
disorders: DSM-5™. 5th ed. American Psychiatric Publishing Inc (2013).

40. Ravens-Sieberer U, Erhart M, Rajmil L, Herdman M, Auquier P, Bruil J, et al.
Reliability, construct and criterion validity of the KIDSCREEN-10 score: a short
measure for children and adolescents’ well-being and health-related quality of life.
Qual Life Res. (2010) 19:1487–500. doi: 10.1007/s11136-010-9706-5

41. Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs J, Weiller E, et al. The
Mini-International Neuropsychiatric Interview (MINI): the development and validation of a
structured diagnostic psychiatric interview for DSM-IV and ICD-10. J Clin Psychiatry. (1998)
59:22–33.

42. Pinninti NR, Madison H, Musser E, Rissmiller D. MINI International
Neuropsychiatric Schedule: clinical utility and patient acceptance. Eur Psychiatry.
(2003) 18:361–4. doi: 10.1016/j.eurpsy.2003.03.004

43. Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM, Edwards V, et al.
Relationship of childhood abuse and household dysfunction to many of the leading
causes of death in adults: The Adverse Childhood Experiences (ACE) Study. Am J Prev
Med. (1998) 14:245–58. doi: 10.1016/S0749-3797(98)00017-8

44. Posserud M-B, Breivik K, Gillberg C, Lundervold AJ. ASSERT–the autism
symptom SElf-ReporT for adolescents and adults: bifactor analysis and validation in
a large adolescent population. Res Dev Disabi. (2013) 34:4495–503. doi: 10.1016/
j.ridd.2013.09.032

45. Kessler RC, Adler L, Ames M, Demler O, Faraone S, Hiripi E, et al. The World
Health Organization Adult ADHD Self-Report Scale (ASRS): a short screening scale for
use in the general population. psychol Med. (2005) 35:245–56. doi: 10.1017/
S0033291704002892

46. Adler LA, Spencer T, Faraone SV, Kessler RC, Howes MJ, Biederman J, et al.
Validity of pilot Adult ADHD Self-Report Scale (ASRS) to rate adult ADHD symptoms.
Ann Clin Psychiatry. (2006) 18:145–8. doi: 10.1080/10401230600801077

47. Bohus M, Kleindienst N, Limberger MF, Stieglitz R-D, Domsalla M, Chapman
AL, et al. The short version of the Borderline Symptom List (BSL-23): development and
initial data on psychometric properties. Psychopathology. (2009) 42:32–9. doi: 10.1159/
000173701

48. Bohus M, Schmahl C, Fydrich T, Steil R, Müller-Engelmann M, Herzog J, et al. A
research programme to evaluate DBT-PTSD, a modular treatment approach for
Complex PTSD after childhood abuse. Borderline Pers Disord Emotion dysregul.
(2019) 6:1–16. doi: 10.1186/s40479-019-0099-y

49. Leon AC, Olfson M, Portera L, Farber L, Sheehan DV. Assessing psychiatric
impairment in primary care with the Sheehan Disability Scale. Int J Psychiatry Med.
(1997) 27:93–105. doi: 10.2190/T8EM-C8YH-373N-1UWD

50. Patton JH, Stanford MS, Barratt ES. Factor structure of the Barratt impulsiveness
scale. J Clin Psychol. (1995) 51:768–74. doi: 10.1002/(ISSN)1097-4679

51. Kaufman EA, Xia M, Fosco G, Yaptangco M, Skidmore CR, Crowell SE. The
Difficulties in Emotion Regulation Scale Short Form (DERS-SF): Validation and
replication in adolescent and adult samples. J Psychopathol Behav assess. (2016)
38:443–55. doi: 10.1007/s10862-015-9529-3

52. Kroenke K, Spitzer RL. The PHQ-9: a new depression diagnostic and severity
measure. NJ: Slack Incorporated Thorofare (2002) p. 509–15.

53. Balestroni G, Bertolotti G. EuroQol-5D (EQ-5D): an instrument for measuring
quality of life. Monaldi Arch Chest Dis. (2012) 78. doi: 10.4081/monaldi.2012.121

54. Al-Janabi H, Flynn T N, Coast J. Development of a self-report measure of
capability wellbeing for adults: the ICECAP-A. Qual Life Res. (2012) 21:167–76.
doi: 10.1007/s11136-011-9927-2

55. Beck AT, Kovacs M, Weissman A. Assessment of suicidal intention: the Scale for
Suicide Ideation. J consult Clin Psychol. (1979) 47:343. doi: 10.1037/0022-006X.47.2.343

56. Pawson R, Tilley N. . Realistic Evaluation London. SAGE Publications Ltd (1997).

57. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance. bmj. (2015)
350. doi: 10.1136/bmj.h1258

58. Chanen A, Sharp C, Hoffman P, for Prevention GA. Prevention and early
intervention for borderline personality disorder: A novel public health priority. World
Psychiatry. (2017) 16:215. doi: 10.1002/wps.20429
frontiersin.org

https://doi.org/10.1192/bjp.bp.109.075135
https://doi.org/10.1192/bjp.bp.109.075135
https://doi.org/10.1136/archdischild-2015-310072
https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1016/S0140-6736(15)00150-6
https://doi.org/10.3389/fpsyt.2022.963602
https://doi.org/10.1097/HRP.0000000000000113
https://doi.org/10.1521/pedi_2018_32_344
https://doi.org/10.1186/1471-244X-11-181
https://doi.org/10.1186/1471-244X-11-181
https://doi.org/10.1016/S0140-6736(17)30003-X
https://doi.org/10.1016/j.puhe.2018.04.003
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.3389/fpsyt.2022.943509
https://doi.org/10.1176/appi.ajp.2009.09081130
https://doi.org/10.1176/appi.ajp.2009.09081130
https://doi.org/10.1521/pedi_2018_32_330
https://doi.org/10.1192/bjp.bp.108.054254
https://doi.org/10.1186/s40479-021-00147-9
https://doi.org/10.1521/pedi.2008.22.4.353
https://doi.org/10.1521/pedi.18.1.3.32773
https://doi.org/10.1521/pedi.18.1.3.32773
https://doi.org/10.1186/1748-5908-2-40
https://doi.org/10.1186/1748-5908-2-40
https://doi.org/10.1007/s11136-021-02870-w
https://doi.org/10.1007/s11136-010-9706-5
https://doi.org/10.1016/j.eurpsy.2003.03.004
https://doi.org/10.1016/S0749-3797(98)00017-8
https://doi.org/10.1016/j.ridd.2013.09.032
https://doi.org/10.1016/j.ridd.2013.09.032
https://doi.org/10.1017/S0033291704002892
https://doi.org/10.1017/S0033291704002892
https://doi.org/10.1080/10401230600801077
https://doi.org/10.1159/000173701
https://doi.org/10.1159/000173701
https://doi.org/10.1186/s40479-019-0099-y
https://doi.org/10.2190/T8EM-C8YH-373N-1UWD
https://doi.org/10.1002/(ISSN)1097-4679
https://doi.org/10.1007/s10862-015-9529-3
https://doi.org/10.4081/monaldi.2012.121
https://doi.org/10.1007/s11136-011-9927-2
https://doi.org/10.1037/0022-006X.47.2.343
https://doi.org/10.1136/bmj.h1258
https://doi.org/10.1002/wps.20429
https://doi.org/10.3389/fpsyt.2024.1389578
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	The BRIDGE project: a feasibility randomised controlled trial of brief, intensive assessment and integrated formulation for young people (age 14-24) with features of borderline personality disorder (Protocol)
	Introduction
	Methods
	Trial objectives
	Research questions
	Trial design/settings
	Inclusion criteria
	Exclusion criteria

	Participant recruitment
	The screening will include a two phased approach

	Intervention
	BRIDGE will be delivered over 3-6 months and has three foci

	Treatment fidelity
	Comparison (SAU)
	Procedure
	Randomisation
	Measures
	Statistical analysis
	Process evaluation
	Health economics
	Evidence of feasibility: pilot study and expected results

	Discussion
	Limitations
	Author contributions
	Funding
	Conflict of interest
	Publisher’s note
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


