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Abstract

Background: The clinical onset of borderline personality disorder (BPD) usually occurs in young people (aged 12–
25 years) and commonly leads to difficulty achieving and maintaining vocational (education and/or employment)
engagement. While current psychosocial interventions lead to improvements in psychopathology, they have little
effect upon functioning. Individual Placement and Support (IPS) is a client-driven model that assists individuals with
severe mental illness to engage with education and/or employment appropriate to their personal goals, and that
provides ongoing support to maintain this engagement. The objective of the INdividual Vocational and Educational
Support Trial (INVEST) is to evaluate the effectiveness of adding IPS to an evidence-based early intervention
programme for BPD, with the aim of improving vocational outcomes.

Methods/design: INVEST is a single-blind, parallel-groups, randomised controlled trial (RCT). The randomisation is
stratified by gender and age and uses random permuted blocks. The interventions are 39 weeks of either IPS, or
‘usual vocational services’ (UVS). Participants will comprise 108 help-seeking young people (aged 15–25 years) with
three or more DSM-5 BPD features and a desire to study or work, recruited from the Helping Young People Early
(HYPE) early intervention programme for BPD at Orygen, in Melbourne, Australia. All participants will receive the
HYPE intervention. After baseline assessment, staff who are blind to the intervention group allocation will conduct
assessments at 13, 26, 39 and 52 weeks. At the 52-week primary endpoint, the primary outcome is the number of
days in mainstream education/employment since baseline. Secondary outcomes include the cost-effectiveness of
the intervention, quality of life, and BPD severity.
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Discussion: Current treatments for BPD have little impact on vocational outcomes and enduring functional impairment is
prevalent among this patient group. IPS is a targeted functional intervention, which has proven effective in improving
vocational outcomes for adults and young people with psychotic disorders. This trial will investigate whether IPS is effective
for improving vocational (employment and educational) outcomes among young people with subthreshold or full-
syndrome BPD.

Trial registration: Australian New Zealand Clinical Trials Registry, ID: ACTRN12619001220156. 13 September 2019.

Keywords: Individual placement and support, Borderline personality disorder, Youth, Early intervention, Adolescents, Young
adults, Education, Employment

Background
Borderline personality disorder (BPD) is a severe mental
disorder that is characterised by difficulty managing
interpersonal relationships, an unstable sense of self, in-
tense and volatile emotions and impulsive behaviours
[1]. The clinical onset of BPD usually occurs between
puberty and young adulthood (‘young people’; aged 12–
25 years) [2]. From this age, BPD is associated with sub-
stantial and enduring impairments in social and occupa-
tional functioning [3–6]. While these impairments are
associated with characteristics of BPD, such as impulsiv-
ity [7], prospective studies have consistently found that
functional impairment persists long after the diagnostic
features of the disorder have attenuated [8–11].
BPD in young people predicts the persistence of func-

tional impairments into adulthood [5, 6]. The severity of
BPD features at age 14 is associated with lower academic
and occupational attainment 20 years later [6]. Personal-
ity disorder severity at age 24 years is associated with
the absence of post-school qualifications, receipt of dis-
ability welfare payments, and relationship difficulties at
age 35 years [5]. Young people, aged 15–18 years, who
experience severe mental illness, including BPD, are
three times more likely to be disengaged from education
than their peers in the general population [12]. Failure
to begin tertiary education is associated with being not
in education, employment or training (NEET) among
19–25 year olds [13] and, in one study of young people
at entry into a specialist BPD treatment programme,
62% were either partially or fully NEET [14].
The enduring effects of early vocational disruption in

this group are evident, with BPD more strongly associated
with unemployment and impairment at work than depres-
sion or anxiety [15]. BPD features are consistently linked
with impaired work performance, with even the presence
of subthreshold features (1–4 Diagnostic and Statistical
Manual of Mental Disorders, version 5 (DSM-5) criteria)
being associated with impaired work performance in a
population sample of 18–64 year-olds [16].
Among outpatients aged 15–25 years, subthreshold

features of BPD were associated with poorer occupa-
tional functioning than among those with no BPD

features [17]. Of all personality disorders, BPD is the
most strongly associated with receipt of disability welfare
payments [18, 19], and people with BPD are more than
eight times more likely to be receiving disability welfare
payments than individuals with no personality disorder
[19]. Over a 10-year follow-along period, people with
BPD were three times more likely to be receiving disabil-
ity welfare payments than those with other personality
disorders [20]. Although 40% of those BPD patients were
able to cease reliance on disability welfare payments at
some point, almost half of those who ceased subse-
quently resumed benefits [20]. At the 10-year assess-
ment, only 55% of the study population reported having
worked or attended school for at least half of the previ-
ous 2 years. Consequently, BPD is among the most
costly mental disorders [21], with indirect (decreased or
lost productivity), rather than direct (treatment-related),
costs accounting for the majority of the costs attribut-
able to BPD [22–24].
Despite wanting to work in the open labour market

[25], people with BPD struggle to maintain employment,
and they find the experience of working more stressful
than individuals with other mental disorders [26]. While
improvements in psychopathology are observed follow-
ing psychological intervention [27], this does not trans-
late into substantial or sustained improvements in
functioning [8]. For example, BPD patients treated with
1 year of dialectical behavioural therapy (DBT) showed
no improvement in occupational functioning following
treatment, or at 1-year follow-up [24].
BPD patients identify employment as helpful for recov-

ery [25]. Self-reported effects of employment among
those experiencing mental ill-health include improved
self-esteem and self-worth, societal acceptance, and in-
creased optimism [28]. Further, employment is viewed
as a benchmark of recovery in those experiencing mental
illness [29], including among young people recently di-
agnosed with a severe mental disorder [30, 31]. Lack of
employment can have adverse consequences upon well-
being [32], exacerbating the stigmatisation so commonly
experienced by individuals with BPD. Unemployment at
a young age also has ‘scarring’ effects, making future
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unemployment more likely [33, 34]. Therefore, specia-
lised and targeted vocational support appears to be ne-
cessary to optimise recovery among young people with
BPD and to prevent long-term disability.
Individual Placement and Support (IPS) has been spe-

cifically designed to provide vocational support for
people living with severe mental illness (i.e., psychotic
disorders) [35]. It is a client-driven model, delivered by a
vocational specialist, that allows for ongoing persona-
lised support, even after a suitable placement has been
obtained. IPS has consistently proved more effective
than other employment services in randomised con-
trolled trials (RCTs) in countries with varying labour
markets, economic conditions and attitudes towards
mental health [32, 36–42]. IPS, inclusive of educational
support, has been implemented successfully in young
people experiencing first-episode psychosis [43–46].
While IPS has been adapted for use in other mental dis-
orders among young people [47], no RCT has investi-
gated its effectiveness among young people with BPD.

Aims and hypotheses
The overall purpose of the INdividual Vocational and
Educational Support Trial (INVEST) is to evaluate the
effectiveness of IPS for improving vocational (educa-
tional and/or occupational) outcomes for young people
with either subthreshold (three to four features) or full-
syndrome (five or more features) BPD, compared with
routinely offered, usual vocational services (UVS) within
a specialist BPD outpatient programme.
The primary hypothesis is that, at the 52-week primary

endpoint, participants receiving IPS will have better out-
comes on the primary (number of days in mainstream
education/employment since baseline) and secondary
(cost-effectiveness of the intervention, quality of life, BPD
severity) outcome measures than those receiving UVS.

Methods/design
Study design
INVEST is a single-blind, parallel-groups RCT of IPS,
compared with UVS. The study design was developed in
accordance with Good Clinical Practice (GCP) Guide-
lines and Standard Protocol Items: Recommendations
for Interventional Trials (SPIRIT) [48]. Figure 1 summa-
rises the trial design. Proposed or necessary changes to
the protocol will be submitted to Melbourne Health Hu-
man Research Ethics Committee for approval, and com-
municated to all relevant parties. The trial was
prospectively registered with the Australian New Zea-
land Clinical Trial Registry (ACTRN12619001220156)
and has been approved by the Melbourne Health Hu-
man Research Ethics Committee (HREC/18/MH/257).
The trial is funded through a project grant awarded by

the National Health and Medical Research Council,
Australia (GNT1144022).

Setting
All study participants will receive standard care in the
Helping Young People Early (HYPE) clinical programme
[49] at Orygen, Melbourne, Australia. Orygen is the Vic-
torian State Government-funded specialist mental health
service for 15- to 25-year-olds residing in western metro-
politan Melbourne, Australia. HYPE integrates general
psychiatric care, clinical case management, and time-
limited, individual psychotherapy within an overall rela-
tional framework (Relational Clinical Care) that is derived
from Cognitive Analytic Therapy (CAT) [50]. This treat-
ment package is typically delivered over a period of 6–7
months. Patients are then offered up to four follow-up ap-
pointments over the subsequent 6 months, allowing ad-
equate time to complete IPS or UVS.
HYPE provides a standardised background clinical

treatment for all INVEST participants. HYPE adherence
and competency are routinely monitored, at least weekly,
through clinical supervision and clinical review pro-
cesses. Individuals randomised to the IPS group will
have contact with an IPS practitioner over the 39-week
intervention period, in accordance with IPS principles.
The study will be conducted by Orygen and the Centre

for Youth Mental Health, The University of Melbourne.
Orygen, Melbourne, Australia is the study sponsor.

Participants
Participants will be recruited from the HYPE programme
at Orygen, Melbourne, Australia. Potential participants
will be identified by case managers, referred to the re-
search team and invited to participate in the study.

Inclusion criteria

� Young people (all genders) aged 15–25 years
inclusive

� Three or more BPD features, assessed by the
Structured Clinical Interview for DSM-5 Personality
Disorders (SCID 5-PD)

� A desire to enter mainstream education and/or
employment (in which they are not currently
engaged)

� Ability to give informed consent and adhere to study
protocol

� Sufficient fluency in English

Exclusion criteria

� Participation interferes with the appropriate clinical
management of risk of harm (or actual harm) to self
or others
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� Participation in another clinical trial which, in the
opinion of the principal investigator, might
confound the trial results

Enrolment, randomisation and retention
Interested participants will complete the informed con-
sent process with a member of the research team. This
involves full written and verbal presentations of the
study information, with all participants providing writ-
ten, informed consent prior to commencement of formal
study screening and eligibility confirmation. For poten-
tial participants aged under 18 years, a parent or legal
guardian will be included in each stage of this process.
Details of complaints and compensation procedures, and
contact information for research personnel are included
in the participant informed consent form. In addition to

study consent, participants will be asked if they consent
to their data being used for future research, and if they
consent to being contacted for future research oppor-
tunities. Participants can opt in or out of one or both of
these and still participate in INVEST.
Once eligibility for the trial is confirmed, the trial coord-

inator will randomly and consecutively assign participants
to receive 39 weeks of either IPS or UVS, in a ratio of 1:1,
using a password-protected computer programme, with a
randomisation sequence that is computer-generated. Ran-
domisation uses permuted blocks and is stratified by gen-
der (female/not female) and age (< 18 years/18–25 years).
A graduate research assistant (RA) will conduct initial

screening and will determine eligibility (in consultation
with the study coordinator and principal investigator).
The RA will also conduct all research assessments at 13,

Fig. 1 Consolidated Standards of Reporting Trias (CONSORT) flow diagram for the INdividual Vocational and Educational Support Trial (INVEST)
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26, 39 and 52 weeks. Intervention group assignment will
be concealed from the RA (single-blind) conducting the
assessments and from the biostatistician conducting the
primary analyses. Blinding of the RA will be achieved
and maintained by frequently reminding clinicians of the
importance of the blind, excluding the RA from all clin-
ical discussions, and forbidding the RA from accessing
participants’ medical records. Any cases of un-blinding
will be documented and another ‘blind’ RA will conduct
assessments thereafter. Blinding of the RAs will be tested
at the end of their employment or the end of the study,
using an online self-report instrument designed specific-
ally for the study. Study investigators will not be blind to
group allocation, and the nature of the intervention pre-
cludes concealment from participants or clinicians.
Recruitment and retention in the trial will be maxi-

mised with thorough training of study RAs, including
study-specific and GCP training. A comprehensive
participant-tracking database will be utilised, and re-
search assessments will take place on site at Orygen, at
the participant’s home, or in the community, according
to participant preference. Whether or not an individual
chooses to participate in the trial will have no bearing
on the clinical care that they receive in HYPE.

Interventions
All participants will receive treatment in the HYPE
programme at Orygen. This has been published else-
where [49] and is comprised of general psychiatric care,
clinical case management, and up to 16 sessions of indi-
vidual psychotherapy where indicated. The programme
is delivered within an overall relational framework (Rela-
tional Clinical Care), derived from CAT. Treatment re-
ceived (i.e., number of sessions, case management v
CAT) will be captured for each participant.

IPS
IPS is a client-driven intervention that will be delivered
by a qualified and fully trained IPS practitioner. The IPS
practitioner identifies the employment and/or education
goals of each individual and provides ongoing support to
the young person, even following engagement in appro-
priate employment/education. IPS practitioners also pro-
vide support (education, advice, etc.) to workplaces and
educational institutions, in order to facilitate and main-
tain the engagement of the young person. IPS was devel-
oped as an evidence-based employment services model
for people with severe mental illness [51]. Since IPS was
originally developed for adults with mental illness, a
modified version of the intervention will be used. Modi-
fied IPS models, to include education, have been imple-
mented successfully overseas [43, 44, 47], and within
Orygen [52]. The model has eight core principles:

1. Competitive employment and mainstream
education. The main aims of IPS are to help job
seekers find employment in the open labour market
and to help clients with educational goals find
suitable educational programmes in mainstream
institutions. IPS practitioners do not help clients
find unpaid internships or sheltered employment

2. Eligibility based on client choice. Involvement in an
IPS service is based on a desire to achieve
vocational goals in a competitive job or mainstream
education. Clients are not excluded on the basis of
diagnosis, disability or symptoms

3. Integration of vocational services and mental health
services. IPS providers and mental health treatment
teams are closely integrated and work
collaboratively

4. Attention to client preferences. Services are based on
individual client preferences. IPS practitioners
actively approach employers and educational
institutions based on the young person’s career
preferences rather than referring to mismatched
opportunities that employers need filled. Decisions
regarding education and employment are based on
client strengths, interests, and what they may have
done in the past and previously enjoyed

5. Personalised benefits counselling. IPS practitioners
provide or help find accurate and understandable
information about the effects that work will have on
the job seeker’s welfare payments

6. Rapid job search. IPS providers start looking for
employment opportunities immediately rather than
providing lengthy assessments, training and
counselling. IPS practitioners work with clients in
the first session to develop a vocational plan based
on client preferences, past experiences, interests,
skills and strengths

7. Targeted job development. IPS practitioners build
employment and educational provider networks and
relationships through systematic contacts guided by
client preferences. IPS practitioners form
relationships by developing an understanding of
each business and its human resource needs,
explaining to hiring personnel what IPS is, and the
benefits for participating businesses/institutions

8. Ongoing individualised support. IPS clients can
continue to receive support for as long as they
require. IPS practitioners continue ongoing support
long after a placement is found. Frequent contacts
between employment specialists and clients are
important to help with any required training and
difficulties faced in the new environment

In the current RCT, ongoing individualised support
from the IPS practitioner (principle 8) will cease at 39
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weeks from baseline. The IPS practitioner will work with
each participant to develop an individualised support
plan, which might include case managers, family mem-
bers or other service providers. This deviation from the
model is necessary to maintain IPS practitioner caseload
and study recruitment at acceptable levels. Time-limited
IPS is comparable to traditional IPS in terms of employ-
ment outcomes [53], and 6 months of IPS has proven
successful in assisting young people with first-episode
psychosis to find employment [54] and to engage with
education [52].
Adherence to the IPS model will be assessed using the

IPS fidelity scale [55], which will determine the extent to
which the IPS intervention is delivered according to the
prescribed model. INVEST will utilise a modified version
of the IPS fidelity scale designed to capture both educa-
tional and employment information, specifically for
young people, ensuring a realistic measure of model ad-
herence with the study population.
Each participant randomised to IPS will be assigned

an IPS practitioner and will receive IPS services in ac-
cordance with the IPS fidelity scale. The un-blind
study coordinator will provide relevant participant in-
formation to the IPS practitioner following random-
isation and facilitate contact between specialist and
participant. The IPS practitioner will meet with the
participant as soon as possible, within 14 days follow-
ing randomisation, to establish the participant’s short-
and long-term vocational goals. Suitable employment/
education opportunities will be identified, after which
the IPS practitioner will provide support and advice
regarding applications, writing a curriculum vitae,
preparing for interview, and accompanying clients to
interviews when this is the client’s preference. Ses-
sions and contact with the IPS practitioner will vary
in terms of length and communication method, but
ongoing support will be provided as required or re-
quested by the participant. Method of communication
(e.g. telephone, face to face), length of interaction,
and topics discussed will be recorded for each inter-
action between the IPS practitioner and participant. A
participant will be considered discontinued from the
intervention in the event of five failed contact at-
tempts within a 1-month period or if a participant
chooses to cease their involvement with the interven-
tion. In the event of discontinuation, participants will
still be permitted to provide research data if desired.

UVS
UVS reflects the vocational support that is routinely
available via case managers for young people attending
the HYPE programme at Orygen. This includes the fol-
lowing educational support, offered in conjunction with
Travancore School – a Victorian Department of

Education and Training school providing education to
those aged 15–18 years, while engaged with mental
health services:

� Work it out (pathways planning). A young person
meets with a Travancore teacher and their case
manager to discuss vocational goals and provide
career pathway planning and support

� Secondary consultation. A Travancore teacher
provides educational information and advice to the
young person’s case manager, and family where
appropriate. A secondary consultation does not
include any school visits or educational setting
liaison

� Outreach. A Travancore teacher offers outreach
support to young people in a current education
setting, or transitioning to a new setting

� School’s in. Learning support is provided within a
small-group setting to a young person who wishes
to re-engage with education

Employment support is not offered as part of UVS at
Orygen. Case managers inform young people that this
type of support can be obtained through Centrelink and/
or employment agencies, and refer to such agencies.
Centrelink is the Australian Government Department of
Human Services programme that delivers payments and
services for the unemployed, people with disabilities, stu-
dents and apprentices. HYPE case managers have no
specialised training or expertise in education networks,
employment seeking or workplace support.

Outcome measures at the primary endpoint
Primary outcome
The primary endpoint of the trial is 52 weeks after base-
line assessment. Assessments will also occur at 13, 26
and 39 weeks after baseline.
The primary outcome is the number of days spent

in mainstream education and/or employment since
baseline. Because some study participants might en-
gage in both education and employment during the
course of the intervention, the number of days spent
in each of education and employment will be separ-
ately recorded. To capture these data as accurately as
possible, participants will receive the following two
text-messages each week:

1. ‘Orygen research. Think about the past 7 days, not
including today. On how many days did you attend
work or employment for which you were paid?’

2. ‘Orygen research. Think about the past 7 days, not
including today. On how many days did you attend
secondary school, education or training, working
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towards a qualification (for example VCE, VCAL,
Certificate, Diploma, Degree, etc)?’

Participants will reply to each message with a number
only (0–7). In order to compensate for any missed mes-
sages/non-responses, participants will be asked at each
research assessment how many days they have attended
education/employment in the past 13 weeks. The mean,
minimum and maximum of the total numbers from the
text-messages and the research assessments will all be
considered in the analysis.

Secondary outcomes

1. Cost-effectiveness of IPS compared with UVS.
Intervention costs will be determined using study
budgetary information, as well as the client contact
information maintained by IPS practitioners. Other
costs will be measured using a Resource Use
Questionnaire (RUQ) adapted for use in this study.
This questionnaire includes information on primary
and specialist health and mental health care,
hospitalisation, pharmaceuticals and other health
and non-health sector services (such as accommo-
dation), as well as other non-health sector resource
use, such as other vocational services. Medicare
(MBS) and the Pharmaceutical Benefits Scheme
(PBS) administrative data will also be requested for
participants who consent to the collection of these
data. Welfare benefits as a primary source of in-
come, and new commencements on welfare bene-
fits, will be measured at each time point

2. Quality of life, as measured by the AQoL-8D (As-
sessment of Quality of Life) [56]. This 35-item self-
report questionnaire assesses for quality of life
across eight dimensions: Independent living, Pain,
Senses, Mental Health, Happiness, Coping, Rela-
tionships, Self-worth. It can also be used to deter-
mine quality-adjusted life years (QALYs) for
economic analysis of the intervention

3. BPD severity, as measured by BPDSI-IV (Borderline
Personality Disorder Severity Index) [57]. This 70-
item semi-structured interview is based upon the
SCID-II BPD module. It assesses current frequency
and severity of each DSM-IV BPD criterion

Additional measures
Interview/researcher rated

� The SCID 5-RV (Structured Clinical Interview for
DSM-5 Research Version) [58] will be used to assess
for mental-state pathology and for syndromal
diagnoses

� The SCID 5-PD (Structured Clinical Interview for
DSM-5 Personality Disorders) [58] will be used to
assess for personality disorder pathology and for
syndromal diagnoses

� The SOFAS (Social and Occupational Functioning
Assessment Scale) [59] is a single-item scale (1–100)
used to rate social and occupational functioning

Self-report

� The BSL-23 (Borderline Symptom List-23) [60] is a
23-item measure that assesses the severity of BPD
pathology, and is sensitive to change over time

� The CEF (Comprehensive Evaluation of
Functioning) is a 92-item measure designed to assess
for functioning across four domains: social, educa-
tion and employment, self-care and health, and par-
ticipation in society. This measure was designed
specifically for use in young people across the study
age range (Fowler et al., in preparation)

� The MFDU (Monitoring the Future, Drug USe) [61]
scale is a 26-item measure to determine short-term
and lifetime drug use

� The PID5-BF (Personality Inventory for DSM-5 brief
form) [62] is a 25-item measure of the 5 DSM-5 Sec-
tion III personality trait domains: negative affect, de-
tachment, antagonism, disinhibition and
psychoticism

� The SDS (Sheehan Disability Scale) [63] assesses for
disability and functional impairment and is sensitive
to change

� The SMU (Social Media Use Questionnaire) is an
eight-question measure that is used to determine so-
cial media use [64].

� The SRASBM (Self-report of Aggression and Social
Behaviour Measure) [63, 65] is a 56-item measure
that assesses for six relationship behaviours: Rela-
tional Aggression, Physical Aggression, Relational
Victimisation, Physical Victimisation, Exclusivity,
and Prosocial Behaviour

The assessment schedule is detailed in Table 1.

Data management
Trial data will be safely stored in password-protected
computer databases, accessible only by members of the
research team. Paper copies of participant files will be
stored in locked filing cabinets in a swipe access storage
area, co-located in a monitored building with research
personnel. All participant files will be de-identified, with
each participant allocated a unique identification num-
ber. Personally identifiable material, such as study con-
sent forms, will be stored separately from research data
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files. This is fully explained in the participant informed
consent form.
Data integrity will be supported by a range of means.

The trial database is programmed to have range checks
for data values, minimising the chance of data being re-
corded incorrectly. Data verification, through double
data entry, will be undertaken on a random sample of 30
cases at baseline, with an a priori acceptable data-entry
error rate set at 0.5%. More data-checking will be con-
ducted if the error rate is above 0.5%. Data monitoring
will be undertaken by the trial sponsor for the duration
of the study. The monitor will be available to advise and
assist with issues relating to study progress, protocol,
regulatory and ethical adherence, and data accuracy.

Statistical methods
Study sample size and power calculation are based on
comparing groups in terms of the primary outcome
measure. A sample size of 54 per group (N = 108) should
detect an effect size of 0.62 with 80% power and a 5%
significance level. This allows for a 14% dropout rate,
based upon two previous RCTs conducted in the same
population and setting [66, 67].
The main intent-to-treat data analysis will employ a t

test to compare the two intervention groups in terms of
the primary outcome measure. As a secondary analysis,
the randomisation stratification variables of age and gen-
der will be used as covariates and the two intervention

groups will be compared using the general linear model.
Other covariates, such as educational level and employ-
ment history, will also be considered. Logistic regression
and general linear model analysis will be employed to
analyse the secondary outcome measures, depending
upon the nature of the measures. Multiple imputation
will be considered if the amount of missing values is
non-trivial.
The cost-effectiveness of IPS, compared with UVS, will

be determined by a cost-consequences analysis compar-
ing the intervention with comparator, with the full
spectrum of differences in outcomes included in the
study.

Dissemination of results
Results of the study will be presented in publications,
presentations and any other forum in a de-identified
form, at the group-analysis level. Study results will be
made available on the Orygen website, presented in plain
language. Authorship of publications will be in accord-
ance with the Orygen publication policy, agreed by study
investigators.

Discussion
Currently, specialised psychosocial treatment for BPD
achieves significant symptomatic recovery but it does
not necessarily lead to functional improvement. More-
over, functional impairment appears to be persistent and

Table 1 Schedule of assessments

Screening Time point (weeks)

Baseline (0) 13 26 39 52

Demographics X X X X X

BPDSI-IV X X X

RUQ briefer baseline economic evaluation X

RUQ full-version X X X X

SCID-5 RV module A X X X

SCID-5-RV modules B, C, D, F, G, I, K, L X X X

SCID-5 PD BPD module X

SCID-5-PD other modules X

SRASBM X

AQoL-8D X X X X X

BSL-23 X X X X X

PID-5 brief version X X X

SDS X X X

CEF X X X

MFDU X X X

SMU X

AQoL-8D Assessment of Quality of Life, BPDSI-IV Borderline Personality Disorder Severity Index, BSL-23 Borderline Symptom List-23, CEF Comprehensive Evaluation
of Functioning, MFDU Monitoring the Future Drug Use, PID-5 Personality Inventory for DSM-5 brief form, RUQ Resource Use Questionnaire, SCID 5-PD Structured
Clinical Interview for DSM-5 Personality Disorders, SCID 5-RV Structured Clinical Interview for DSM-5 Research Version, SDS Sheehan Disability Scale, SMU Social
Media Use Questionnaire, SRASBM Self-Report of Aggression and Social Behaviour Measure

Chanen et al. Trials          (2020) 21:583 Page 8 of 12



to have lifelong consequences for individuals with sub-
threshold borderline pathology or BPD, their families
and society.
INVEST addresses this issue by asking whether adding

IPS, a specific vocational support intervention, to specia-
lised, evidence-based psychosocial treatment for BPD,
achieves superior outcomes for young people, compared
with UVS. INVEST represents the first RCT of IPS for
individuals with a primary diagnosis other than a psych-
otic disorder, and the first RCT of IPS for people of any
age group with borderline pathology. INVEST will also
integrate educational and employment interventions to
meet the developmental needs of young people during
the peak period of onset for severe mental disorders.
The INVEST RCT has several strengths. In order to

reflect ‘real world’ clinical practice, there are minimal ex-
clusion criteria. Participants with concurrent mental dis-
orders, including bipolar, psychotic, substance use or
antisocial personality disorders, who are usually ex-
cluded from RCTs in BPD, are free to participate in the
trial. The inclusion of people with a psychotic disorder
diagnosis is justified, as IPS is already a proven interven-
tion for individuals with such diagnoses. However, previ-
ous trials have not routinely measured borderline
pathology among these participants. This heterogeneous
group of INVEST participants (with a common feature
of borderline personality pathology) will be highly repre-
sentative of young people presenting to a frontline spe-
cialist youth mental health service, increasing the
external validity of the trial.
To date, most RCTs conducted with people with

BPD have restricted their age range to either teen-
agers or ‘adults’ (18 years and older). The age range
for INVEST will be 15 to 25 years, which recognises
the distinct and developmentally coherent period in
economically developed societies, extending from pu-
berty to around 25 years of age, which is believed to
support the acquisition of the culturally embodied
knowledge, skills and self-regulatory capacities that
are needed to achieve independent adult-role func-
tioning and integration into society [68, 69]. Broaden-
ing the age range for inclusion in INVEST increases
the capacity of the intervention to address both edu-
cation and employment, along with the crucial issue
of transition from school to post-school education or
employment. Orygen commences offering services at
age 15 years, increasing the opportunity for early de-
tection of individuals with borderline pathology and
of those with vocational impairment. INVEST expli-
citly targets young people with ‘early stage’ BPD and
it will recruit young people with a broad range of
BPD severity (3–9 BPD features). While the main ob-
jective of this RCT is to evaluate the overall effective-
ness of IPS, compared with UVS, among young

people with borderline pathology, should IPS prove
effective, it will be possible to investigate BPD severity
as a moderator of treatment response.
Each participant will be well-characterised, having

undergone a comprehensive, standardised, multi-method
assessment. This assessment will include characterising
the stage of illness, including whether previous evidence-
based BPD treatment has been received. It is expected
that most participants will be presenting for their first
episode of evidence-based treatment for borderline path-
ology. Such early detection minimises course-of-illness
effects, such as iatrogenic harm, concurrent disorders
and treatment effects.
Care has been taken to minimise confounding of the

study findings. For example, randomisation will be strati-
fied by age and gender, and all participants will receive
the HYPE intervention as background treatment, which
is manualised and standardised. The selection of an ac-
tive, characterised comparison condition, including the
use of government programmes, such as Travancore
School’s Work it Out and government JobActive ser-
vices, is superior to the use of either a waiting list or
uncharacterised treatment as usual condition. The IPS
intervention is manualised and written guidelines detail
the nature of UVS, supporting the potential replication
of these interventions, should they prove effective. Treat-
ment fidelity will be determined using standardised
scales.
While the trial design has attempted to address many

problems identified in the literature, some limitations to
this RCT are anticipated. For practical reasons, INVEST
will not be able to recruit 12–14 year-olds, limiting its
external validity with regard to very young people with
BPD. All INVEST participants will be offered the com-
prehensive HYPE intervention. It is possible that there
might be a ‘ceiling effect’ of this high-quality interven-
tion for improvement in the primary and secondary out-
comes. However, previous data indicate that vocational
outcomes in HYPE lag behind those for psychopathology
(hence, the rationale for the study). All participants will
continue to draw upon usual vocational services
throughout their participation in the trial. While the
routinely available educational support at Orygen, via
the Travancore School, might reduce the effect size for
IPS with regard to educational outcomes, it is not ex-
pected to affect employment outcomes [46]. It was con-
sidered unethical and impractical to deny INVEST
participants access to this ‘usual care’, which has been
available for many years, during the trial. Importantly,
uptake of this educational support is highly variable
among the population attending HYPE. Actual use of all
vocational supports will be captured at each research as-
sessment, enabling the results to be interpreted with this
in mind.
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The transition from childhood to adulthood is the crit-
ical period for educational achievement, learning voca-
tional skills, and early employment experience and
training [70]. However, this is also the peak period for
the onset of severe mental health difficulties, which can
greatly disrupt these processes. Successful implementa-
tion of IPS in an early intervention service for BPD, evi-
denced by improved engagement in education and
employment, is expected to provide greater functional
improvement for young people with BPD. Successful en-
gagement in vocational pursuits profoundly affects the
lives of individuals with mental ill-health, with resulting
improvements in finances, self-esteem and self-worth,
and reduced stigmatisation [51]. In turn, this is likely to
lead to economic benefits, such as greater productivity,
reduced dependency upon welfare payments, and less
mental health service usage. Such outcomes would have
benefits for individuals, families and society.

Trial status
The trial was registered (ACTRN12619001220156) on 3
September 2019. The trial is recruiting, with the first
participant enrolled on 2 October 2019. Recruitment is
expected to be ongoing until 30 June 2021. This protocol
is version 4, dated August 2019.

Abbreviations
AQoL-8D: Assessment of Quality of Life; BPD: Borderline personality disorder;
BPDSI-IV: Borderline Personality Disorder Severity Index; BSL-23: Borderline
Symptom List-23; CEF: Comprehensive Evaluation of Functioning;
HYPE: Helping Young People Early; GCP: Good Clinical Practice;
INVEST: INdividual Vocational and Educational Support Trial; IPS: Individual
Placement and Support; MFDU: Monitoring the Future, Drug USe; NEET: Not
in education, employment or training; PID-BF: Personality Inventory for DSM-
5 brief form; QALYs: Quality-adjusted life years; RCT: Randomised controlled
trial; RUQ: Resource Use Questionnaire; SCID 5-PD: Structured Clinical
Interview for DSM-5 Personality Disorders; SCID 5-RV: Structured Clinical
Interview for DSM-5 Research Version; SDS: Sheehan Disability Scale;
SMU: Social Media Use Questionnaire; SOFAS: Social and Occupational
Functioning Assessment Scale; SRASBM: Self-Report of Aggression and Social
Behaviour Measure; UVS: Usual vocational services

Acknowledgements
No acknowledgements

Authors’ contributions
AC conceived the study, led the study design, obtained funding and assisted
in drafting the manuscript. KN coordinated the study set up, refined the
protocol and drafted the manuscript. EK assisted in the study design and
provided expertise in IPS in youth. GB assisted in the study design and
provided expertise in IPS. CM assisted in the study design and provided
expertise in health economics and economic evaluation. HJ contributed to
study design and provided expertise in the implementation of RCTs. KT
assisted in the study design and drafting the manuscript. MJ assisted in the
study design and provided expertise in research in youth with BPD. HPY
assisted in the study design and provided expertise in statistical analysis and
techniques. JB assisted in the study design and provided expertise in RCT
research in youth with BPD. GC assisted in the study design and provided
expertise on IPS in youth. JR assisted in the study design and provided
expertise in educational support for youth with mental illness. KA assisted in
the study design and provided expertise in IPS in youth. LM assisted in the
study design and provided expertise in early intervention in BPD. All authors
are members of the Trial Steering Committee and will provide ongoing

advice and support. All authors read and approved the final version of the
manuscript. The authors report no conflict of interests.

Funding
This trial is funded by the National Health and Medical Research Council,
Australia (1144022). KA is supported by a NHMRC Career Development
Fellowship (1141207). Funding bodies had no involvement in design of the
study, and will not be involved in collection, analysis and interpretation of
data or in writing the manuscript.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the Melbourne Health Human Ethics Research
Committee (HREC/18/MH/257) in August 2018. Informed consent will be
obtained from all study participants, and their legal parent/guardian where
indicated.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Author details
1Orygen, 35 Poplar Road, Parkville, Melbourne, VIC 3052, Australia. 2Centre for
Youth Mental Health, The University of Melbourne, 35 Poplar Road, Parkville,
Melbourne, VIC 3052, Australia. 3IPS Employment Center, Rockville Institute
and Westat Inc., 85 Mechanic Street, Suite C3-1, Box 4A, Lebanon, NH 03766,
USA. 4Deakin Health Economics, Centre for Population Health Research,
Deakin University, Geelong, VIC 3220, Australia. 5Melbourne School of
Psychological Sciences, Redmond Barry Building, The University of
Melbourne, Parkville, Melbourne, VIC 3010, Australia. 6Travancore School, 35
Poplar Road, Parkville, Melbourne, VIC 3052, Australia.

Received: 22 April 2020 Accepted: 30 May 2020

References
1. Gunderson JG, Herpertz SC, Skodol AE, Torgersen S, Zanarini MC. Borderline

personality disorder. Nat Rev Dis Primers. 2018;4:18029.
2. Chanen AM, Sharp C, Hoffman P, Global Alliance for Prevention and Early

Intervention for Borderline Personality Disorder. Prevention and early
intervention for borderline personality disorder: a novel public health
priority. World Psychiatry. 2017;16(2):215–6.

3. Winsper C, Marwaha S, Lereya ST, Thompson A, Eyden J, Singh SP. Clinical
and psychosocial outcomes of borderline personality disorder in childhood
and adolescence: a systematic review. Psychol Med. 2015;45(11):2237–51.

4. Wright AGC, Zalewski M, Hallquist MN, Hipwell AE, Stepp SD.
Developmental trajectories of borderline personality disorder symptoms
and psychosocial functioning in adolescence. J Personal Disord. 2016;30(3):
351–72.

5. 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(7):636–45.

6. Winograd G, Cohen P, Chen H. Adolescent borderline symptoms in the
community: prognosis for functioning over 20 years. J Child Psychol
Psychiatry. 2008;49(9):933–41.

7. Sio IT, Chanen AM, Killackey EJ, Gleeson J. The relationship between
impulsivity and vocational outcome in outpatient youth with borderline
personality features. Early Interv Psychiatry. 2011;5(3):249–53.

8. Gunderson JG. Ten-year course of borderline personality disorder. Arch Gen
Psychiatry. 2011;68(8):827.

9. Soloff PH, Chiappetta L. 10-year outcome of suicidal behavior in borderline
personality disorder. J Personal Disord. 2018;22:1–19.

10. Alvarez-Tomás I, Soler J, Bados A, Martín-Blanco A, Elices M, Carmona C,
et al. Long-term course of borderline personality disorder: a prospective 10-
year follow-up study. J Personal Disord. 2017;31(5):590–605.

Chanen et al. Trials          (2020) 21:583 Page 10 of 12



11. Zanarini MC, Temes CM, Frankenburg FR, Reich DB, Fitzmaurice GM.
Description and prediction of time-to-attainment of excellent recovery for
borderline patients followed prospectively for 20 years. Psychiatry Res. 2018;
262:40–5.

12. Caruana E, Farhall J, Cotton SM, Parrish E, van-der-El K, Davey CG, et al.
Vocational engagement among young people entering mental health
treatment compared with their general population peers. Early Interv
Psychiatry. 2018. https://doi.org/10.1111/eip.12712.

13. Caruana E, Allott K, Farhall J, Parrish EM, Davey CG, Chanen AM, et al.
Factors associated with vocational disengagement among young people
entering mental health treatment. Early Interv Psychiatry. 2018. https://doi.
org/10.1111/eip.12718.

14. Caruana E, Cotton SM, Farhall J, Parrish EM, Chanen A, Davey CG, et al. A
comparison of vocational engagement among young people with
psychosis, depression and borderline personality pathology. Community
Ment Health J. 2017;54(6):831–41.

15. Skodol AE, Gunderson JG, McGlashan TH, Dyck IR, Stout RL, Bender DS,
et al. Functional impairment in patients with schizotypal, borderline,
avoidant, or obsessive-compulsive personality disorder. Am J Psychiatry.
2002;159(2):276–83.

16. Juurlink TT, ten Have M, Lamers F, van Marle HJF, Anema JR, de Graaf R,
et al. Borderline personality symptoms and work performance: a
population-based survey. BMC Psychiatry. 2018;18(1). https://doi.org/10.
1186/s12888-018-1777-9.

17. 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 Personal Disord. 2018;23:1–11.

18. Ostby KA, Czajkowski N, Knudsen GP, Ystrom E, Gjerde LC, Kendler KS, et al.
Personality disorders are important risk factors for disability pensioning. Soc
Psychiatry Psychiatr Epidemiol. 2014;49(12):2003–11.

19. Knudsen AK, Skogen JC, Harvey SB, Stewart R, Hotopf M, Moran P.
Personality disorders, common mental disorders and receipt of disability
benefits: evidence from the British National Survey of Psychiatric Morbidity.
Psychol Med. 2012;42(12):2631–40.

20. Zanarini MC, Jacoby RJ, Frankenburg FR, Reich DB, Fitzmaurice G. The 10-
year course of social security disability income reported by patients with
borderline personality disorder and axis II comparison subjects. J Personal
Disord. 2009;23(4):346–56.

21. Meuldijk D, McCarthy A, Bourke ME, Grenyer BFS. The value of
psychological treatment for borderline personality disorder: systematic
review and cost offset analysis of economic evaluations. PLoS One.
2017;12(3):e0171592.

22. van Asselt ADI, Dirksen CD, Arntz A, Severens JL. The cost of borderline
personality disorder: societal cost of illness in BPD-patients. Eur Psychiatry.
2007;22(6):354–61.

23. Salvador-Carulla L, Bendeck M, Ferrer M, Andión O, Aragonès E, Casas M,
et al. Cost of borderline personality disorder in Catalonia (Spain). Eur
Psychiatry. 2014;29(8):490–7.

24. Wagner T, Fydrich T, Stiglmayr C, Marschall P, Salize H-J, Renneberg B, et al.
Societal cost-of-illness in patients with borderline personality disorder one
year before, during and after dialectical behavior therapy in routine
outpatient care. Behav Res Ther. 2014;61:12–22.

25. Katsakou C, Marougka S, Barnicot K, Savill M, White H, Lockwood K, et al.
Recovery in Borderline Personality Disorder (BPD): a qualitative study of
service users’ perspectives. PLoS One. 2012;7(5):e36517.

26. Jovev M, Jackson HJ. The relationship of borderline personality disorder, life
events and functioning in an Australian psychiatric sample. J Personal
Disord. 2006;20(3):205–17.

27. Cristea IA, Gentili C, Cotet CD, Palomba D, Barbui C, Cuijpers P. Efficacy of
psychotherapies for borderline personality disorder: a systematic review and
meta-analysis. JAMA Psychiatry. 2017;74(4):319–28.

28. Fossey EM, Harvey CA. Finding and sustaining employment: a qualitative
meta-synthesis of mental health consumer views. Can J Occup Ther. 2010;
77(5):303–14.

29. Strickler DC, Whitley R, Becker DR, Drake RE. First person accounts of long-
term employment activity among people with dual diagnosis. Psychiatr
Rehabil J. 2009;32(4):261–8.

30. Killackey EJ, Jackson HJ, Gleeson J, Hickie IB, McGorry PD. Exciting career
opportunity beckons! Early intervention and vocational rehabilitation in first-
episode psychosis: employing cautious optimism. Aust N Z J Psychiatry.
2006;40(11–12):951–62.

31. Harvey SB, Modini M, Christensen H, Glozier N. Severe mental illness and
work: what can we do to maximise the employment opportunities for
individuals with psychosis? Aust N Z J Psychiatry. 2013;47(5):421–4.

32. Bond GR, Becker DR, Drake RE, Rapp CA, Meisler N, Lehman AF, et al.
Implementing supported employment as an evidence-based practice.
Psychiatr Serv. 2001;52(3):313–22.

33. Marks GN. The occupations and earnings of young Australians: the role of
education and training. Australian Council for Educational Research; 2008. p.
59. https://research.acer.edu.au/lsay_research/108.

34. Ralston K, Feng Z, Everington D, Dibben C. Do young people not in
education, employment or training experience long-term occupational
scarring? A longitudinal analysis over 20 years of follow-up. Contemp Soc
Sci. 2016;11(2-3):203–21. https://doi.org/10.1080/21582041.2016.1194452.

35. Drake RE, Bond GR, Becker DR. IPS principles. In: Individual placement and
support. Oxford University Press; 2012. p. 33–45.

36. Kinoshita Y, Furukawa TA, Kinoshita K, Honyashiki M, Omori IM, Marshall M,
et al. Supported employment for adults with severe mental illness.
Cochrane Database Syst Rev. 2013;(9):CD008297. https://doi.org/10.1002/
14651858.CD008297.pub2.

37. Crowther R, Marshall M, Bond GR, Huxley P. Vocational rehabilitation for
people with severe mental illness. Cochrane Database Syst Rev 2001;
Available from: doi: https://doi.org/10.1002/14651858.cd003080.

38. Marshall T, Goldberg RW, Braude L, Dougherty RH, Daniels AS, Ghose SS,
et al. Supported employment: assessing the evidence. Psychiatr Serv. 2014;
65(1):16–23.

39. Bond GR, Drake RE, Becker DR. Generalizability of the Individual Placement
and Support (IPS) model of supported employment outside the US. World
Psychiatry. 2012;11(1):32–9.

40. Modini M, Tan L, Brinchmann B, Wang M-J, Killackey E, Glozier N, et al.
Supported employment for people with severe mental illness: systematic
review and meta-analysis of the international evidence. Br J Psychiatry.
2016;209(1):14–22.

41. Brinchmann B, Widding-Havneraas T, Modini M, Rinaldi M, Moe CF, McDaid
D, et al. A meta-regression of the impact of policy on the efficacy of
individual placement and support. Acta Psychiatr Scand. 2019. https://doi.
org/10.1111/acps.13129.

42. Metcalfe JD, Drake RE, Bond GR. Economic, labor, and regulatory
moderators of the effect of Individual Placement and Support among
people with severe mental illness: a systematic review and meta-analysis.
Schizophr Bull. 2018;44(1):22–31.

43. Rinaldi M, Perkins R, McNeil K, Hickman N, Singh SP. The Individual
Placement and Support approach to vocational rehabilitation for young
people with first episode psychosis in the UK. J Ment Health. 2010;19(6):
483–91.

44. Hegelstad WTV, ten Velden Hegelstad W, Joa I, Heitmann L, Johannessen
JO, Langeveld J. Job- and school prescription: a local adaptation to
individual placement and support for first episode psychosis. Early Interv
Psychiatry. 2018. https://doi.org/10.1111/eip.12686.

45. Killackey E, Cotton S. 93. Employment and education outcomes from a RCT
of individual placement and support for young people with first-episode
psychosis. Schizophr Bull. 2017;43(Suppl_1):S50–1.

46. Bond GR, Drake RE, Luciano A. Employment and educational outcomes in
early intervention programmes for early psychosis: a systematic review.
Epidemiol Psychiatr Sci. 2015;24(5):446–57.

47. Ellison ML, Klodnick VV, Bond GR, Krzos IM, Kaiser SM, Fagan MA, et al.
Adapting supported employment for emerging adults with serious mental
health conditions. J Behav Health Serv Res. 2014;42(2):206–22.

48. Chan A-W, Tetzlaff JM, Gøtzsche PC, Altman DG, Mann H, Berlin JA, et al.
SPIRIT 2013 explanation and elaboration: guidance for protocols of clinical
trials. BMJ. 2013;346:e7586.

49. Chanen AM, McCutcheon L, Kerr IB. HYPE: a cognitive analytic therapy-
based prevention and early intervention programme for Borderline
Personality Disorder. In: Handbook of borderline personality disorder in
children and adolescents. New York: Springer; 2014. p. 361–83.

50. Ryle A, Kerr IB. Introducing cognitive analytic therapy: principles and
practice. Chichester: Wiley; 2003. p. 286.

51. Drake RE, Bond GR, Becker DR. Individual placement and support: an
evidence-based approach to supported employment. Oxford: Oxford
University Press; 2012. p. 191.

52. Killackey E, Allott K, Woodhead G, Connor S, Dragon S, Ring J. Individual
placement and support, supported education in young people with mental

Chanen et al. Trials          (2020) 21:583 Page 11 of 12

https://doi.org/10.1111/eip.12712
https://doi.org/10.1111/eip.12718
https://doi.org/10.1111/eip.12718
https://doi.org/10.1186/s12888-018-1777-9
https://doi.org/10.1186/s12888-018-1777-9
https://research.acer.edu.au/lsay_research/108
https://doi.org/10.1080/21582041.2016.1194452
https://doi.org/10.1002/14651858.CD008297.pub2
https://doi.org/10.1002/14651858.CD008297.pub2
https://doi.org/10.1002/14651858.cd003080
https://doi.org/10.1111/acps.13129
https://doi.org/10.1111/acps.13129
https://doi.org/10.1111/eip.12686


illness: an exploratory feasibility study. Early Interv Psychiatry. 2017;11(6):
526–31.

53. Burns T, Yeeles K, Langford O, Montes MV, Burgess J, Anderson C. A
randomised controlled trial of time-limited individual placement and
support: IPS-LITE trial. Br J Psychiatry. 2015;207(4):351–6.

54. Killackey E, Allott K, Jackson HJ, Scutella R, Tseng Y-P, Borland J, et al.
Individual placement and support for vocational recovery in first-episode
psychosis: randomised controlled trial. Br J Psychiatry. 2019;214(2):76–82.

55. Bond GR, Peterson AE, Becker DR, Drake RE. Validation of the Revised
Individual Placement and Support Fidelity Scale (IPS-25). Psychiatr Serv.
2012;63(8):758–63.

56. Richardson J, Iezzi A, Khan MA, Maxwell A. Validity and reliability of the
Assessment of Quality of Life (AQoL)-8D Multi-Attribute Utility Instrument.
Patient. 2013;7(1):85–96.

57. Arntz A, van den Hoorn M, Cornelis J, Verheul R, van den Bosch WMC, de
Bie AJHT. Reliability and validity of the borderline personality disorder
severity index. J Personal Disord. 2003;17(1):45–59.

58. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders (DSM-5®). Washington DC: American Psychiatric Pub; 2013.
p. 991.

59. Goldman HH, Skodol AE, Lave TR. Revising axis V for DSM-IV: a review of
measures of social functioning. Am J Psychiatry. 1992;149(9):1148–56.

60. 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(1):32–9.

61. Miech RA, Johnston LD, O’Malley PM, Bachman JG, Schulenberg JE, Patrick ME.
Monitoring the Future national survey results on drug use, 1975–2017: Volume
I, secondary school students; 2018. https://doi.org/10.3998/2027.42/146530.

62. Fossati A, Somma A, Borroni S, Markon KE, Krueger RF. The Personality
Inventory for DSM-5 Brief Form: evidence for reliability and construct
validity in a sample of community-dwelling Italian adolescents. Assessment.
2015;24(5):615–31.

63. Sheehan KH, Sheehan DV. Assessing treatment effects in clinical trials with
the discan metric of the Sheehan Disability Scale. Int Clin Psychopharmacol.
2008;23(2):70–83.

64. Ooi J, Michael J, Lemola S, Butterfill S, Siew CSQ, Walasek L. Interpersonal
functioning in borderline personality disorder traits: a social media
perspective. Sci Rep. 2020;10(1):1068.

65. Linder JR, Crick NR, Andrew Collins W. Relational aggression and
victimization in young adults’ romantic relationships: associations with
perceptions of parent, peer, and romantic relationship quality. Soc Dev.
2002;11(1):69–86.

66. Chanen AM, Jackson HJ, McCutcheon LK, Jovev M, Dudgeon P, Yuen HP,
et al. Early intervention for adolescents with borderline personality disorder
using cognitive analytic therapy: randomised controlled trial. Br J Psychiatry.
2008;193(06):477–84.

67. Chanen A, Jackson H, Cotton SM, Gleeson J, Davey CG, Betts J, et al.
Comparing three forms of early intervention for youth with borderline
personality disorder (the MOBY study): study protocol for a randomised
controlled trial. Trials. 2015;16:476.

68. Dahl RE, Allen NB, Wilbrecht L, Suleiman AB. Importance of investing in
adolescence from a developmental science perspective. Nature. 2018;
554(7693):441–50.

69. Sawyer SM, Azzopardi PS, Wickremarathne D, Patton GC. The age of
adolescence. Lancet Child Adolesc Health. 2018;2(3):223–8.

70. Ennals P, Fossey EM, Harvey CA, Killackey E. Postsecondary education:
kindling opportunities for people with mental illness. Asia Pac Psychiatry.
2013;6(2):115–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Chanen et al. Trials          (2020) 21:583 Page 12 of 12

https://doi.org/10.3998/2027.42/146530

	Abstract
	Background
	Methods/design
	Discussion
	Trial registration

	Background
	Aims and hypotheses

	Methods/design
	Study design
	Setting
	Participants
	Inclusion criteria
	Exclusion criteria

	Enrolment, randomisation and retention
	Interventions
	IPS
	UVS
	Outcome measures at the primary endpoint
	Primary outcome
	Secondary outcomes

	Additional measures
	Interview/researcher rated
	Self-report

	Data management
	Statistical methods
	Dissemination of results

	Discussion
	Trial status
	Abbreviations

	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

