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Abstract

Objective: The increasing focus on adolescent personality disorder has tended to ignore evidence of the developmental
continuity of the period from puberty to young adulthood. This study aims to: (|) describe the characteristics of a sample of
young people with borderline personality disorder (BPD) who had no previous history of evidence-based treatment for the
disorder and (2) compare their characteristics by participant age group.

Methods: One hundred and thirty-nine young people (15 to 25 years) with BPD, newly enrolled in the Monitoring Outcomes
of BPD in Youth randomized controlled trial, completed semi-structured interview and self-report measures assessing
demographic, clinical, and functional characteristics. Younger (aged |5 to 17 years; n = 64) and older (aged 18 to 25 years; n =
75) participants were compared on these same variables using t-tests, chi-square tests, and logistic regression.

Results: Young outpatients with BPD had extensive and severe psychopathology and were functioning poorly. Adolescents
and young adults with BPD showed substantial similarities on 20 key aspects of their presentation. Significant between-groups
differences were observed in household makeup, treatment history, antisocial personality disorder, emotion dysregulation,
substance use, age of commencement and extent of self-harm, and achievement of age-appropriate educational milestones.
Adolescent BPD group membership was predicted by family composition and self-harm, whereas young adult BPD group
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membership was predicted by not achieving age-appropriate milestones, vocational disengagement, and emotion dysregula-
tion. The final model explained 54% of the variance and correctly classified 80.2% of the sample by age.

Conclusions: Both adolescents and young adults with early stage BPD present with severe and often similar problems to one
another, supporting developmental continuity across this age range. However, there are also meaningful differences in pre-
sentation, suggesting that pathways to care might differ by age and/or developmental stage. Detection and intervention for
personality disorder should not be delayed until individuals reach 18 years of age.

Abrégé

Objectif : L'attention croissante portée au trouble de la personnalité limite chez les adolescents a tendance a ignorer les
données probantes de la continuité développementale pour la période de la puberté au jeune age adulte. La présente étude
vise a: (1) décrire les caractéristiques d’un échantillon de jeunes gens souffrant du trouble de la personnalité limite (TPL) qui
n‘avaient pas d’antécédents de traitement fondé sur des données probantes pour le trouble; et (2) comparer les
caractéristiques des participants par groupe d’age.

Méthode : Cent trente-neuf jeunes gens (de |5 a 25 ans) souffrant du TPL, nouvellement inscrits dans 'essai randomisé
controlé MOBY, ont répondu a une entrevue semi-structurée et a des mesures auto-administrées évaluant les
caractéristiques démographiques, cliniques et fonctionnelles. Les participants plus jeunes (de 15 a 17 ans; n = 64) et plus agés
(de 18 a 25 ans; n = 75) ont été comparés selon ces mémes variables a I'aide de t-tests, de tests chi-carré, et de la régression
logistique.

Résultats : Les jeunes patients ambulatoires souffrant du TPL avaient une psychopathologie développée et grave, et avaient
un mauvais fonctionnement. Les adolescents et les jeunes adultes souffrant du TPL révélaient des similarités substantielles a 20
aspects clés de leur présentation. Des différences significatives ont été observées entre les groupes en ce qui concerne la
composition du ménage, les antécédents de traitement, le trouble de la personnalité antisociale, la dérégulation des émotions,
P'utilisation de substances, I'dge du commencement, et I'étendue de l'automutilation, et la réussite des étapes éducatives
appropriées a leur age. L’appartenance au groupe des adolescents souffrant du TPL était prédite par la composition familiale et
'automutilation, alors que I'appartenance au groupe des jeunes adultes souffrant du TPL était prédite par le fait de ne pas
réussir les étapes appropriées a leur age, le désengagement professionnel, et la dérégulation des émotions. Le modéle final
expliquait 54% de la variance et classait correctement 80,2% de I’échantillon selon I'age.

Conclusions : Les adolescents et les jeunes adultes en premiére phase du TPL présentent de graves problemes souvent
semblables les uns aux autres, soutenant la continuité développementale dans cette tranche d’age. Toutefois, il y a également
des différences significatives dans la présentation, ce qui suggére que les trajectoires de soins pourraient différer selon I'age et/
ou le stade développemental. La détection du trouble de la personnalité et I'intervention ne devraient pas retarder avant que
les personnes aient 18 ans.

Keywords
early intervention, borderline personality disorder, randomized controlled trial, treatment, youth, adolescents, young adults,
psychiatry

Introduction stabilize thereafter. However, these processes have been

shown to extend into the third decade of life, with some

Borderline personality disorder (BPD) is a severe mental s
aspects extending even further.”” Research has identified a

disorder commonly emerging during adolescence (10 to 18

years) or early adulthood (19 to 25 years)."* International
consensus is that the diagnosis of BPD is reliable and valid in
adolescence, and that BPD is both common and treatable.>
However, the field has been slow to integrate contemporary,
evidence-based developmental models of the transition from
childhood to adulthood.*

Reluctance to diagnose BPD in young people under the
age of 18 years is often due to the belief that BPD features
are reflective of normative developmental processes (“storm
and stress™), rather than personality pathology.’ Such beliefs
appear to assume that the developmental processes under-
pinning personality development, identity formation, and
executive functioning are in flux before 18 years of age and

distinct and developmentally continuous period in econom-
ically developed societies, extending from puberty (opera-
tionally defined as age 10 to 12 years) to around 25 years of
age (collectively referred to as “young people”), which is
believed to support enculturation.®’” This developmental
period also represents a period of particular vulnerability and
coincides with the peak period of clinical onset for major
mental disorders, including BPD.*!°

Recognition of this vulnerable period of development has
led to the emergence of youth mental health as a construct to
guide developmentally appropriate prevention and early
intervention and care for those with enduring mental ill-
health.'""'? However, the personality disorder (PD) and
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youth mental health fields have been slow to engage with
one another."? For example, in a recent systematic review
and meta-analysis of psychotherapies for adolescents with
BPD,'* one study'” that recruited participants aged 15 to 25
years (mean age 18.4 [standard deviation = 2.9]) was
excluded because the review authors stated that it
“...included a large number of adults... We felt that ado-
lescents were not the primary patient population ...” (p.1)'

While this age group might be developmentally coherent,
there might still be meaningful age-related differences. Nine
publications from 5 studies have used structured diagnostic
assessments to investigate the clinical presentation and func-
tioning of adolescents and young adults with BPD.'”** Only
one of these compared adolescents (13- to 17-year-olds) with
adults (18- to 35-year-old).>> However, these 2 samples were
not collected contemporaneously and the stage of illness was
not reported, thereby confounding the findings with
“duration of illness.”*® No study has used contempora-
neously collected data from individuals at a similar stage
of illness (e.g., first presentation for evidence-based BPD
care) to comprehensively investigate similarities or differ-
ences among the demographic, clinical, and functional char-
acteristics of older versus younger people within this
developmental period. The aims of the current study are
to: (i) describe the clinical characteristics of young people
with first presentation for evidence-based care for Diagnos-
tic and Statistical Manual of Mental Disorders, Fourth Edi-
tion, Text Revision (DSM-1V-TR)/Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition BPD*"*® and (ii)
compare adolescent (15 to 17 years) with young adult (18 to
25 years) participants.

Methods
Design

Participants were enrolled in Monitoring Outcomes of BPD
in Youth (MOBY), a parallel groups, single-blind rando-
mized controlled trial (RCT) that was prospectively regis-
tered with the Australian New Zealand Clinical Trials
Registry (ACTRN12610000100099).>° The current study
reports cross-sectional data from the baseline assessments.

Setting

Participants were recruited from Orygen, which manages both
the State Government-funded specialist mental health service
for 15- to 25-year-olds residing in western and northwestern
metropolitan Melbourne, Victoria, Australia, and also a Fed-
erally funded headspace center within the same geographical
area, which is part of the national network of primary care
youth mental health centers for 12- to 25-year-olds.

Participants

The sample comprised 139 young people aged 15 to 25 years
(inclusive), with a DSM-IV-TR diagnosis of BPD (>5

criteria). Potential participants were excluded if they had:
(i) a DSM-IV-TR psychotic disorder in the past 12 months;
(ii) a lifetime diagnosis of a schizophrenia spectrum disorder
or bipolar I or II disorder; (iii) a mental disorder due to a
medical condition; or (iv) prior evidence-based psychosocial
treatment for BPD.*°

Procedure

Potential participants were recruited between March 2011
and September 2015. All participants (and a parent or guard-
ian for those under 18 years) gave written informed consent.
Assessments were conducted by psychology graduates who
were trained and supervised by the trial coordinator (JB), a
psychologist, and the chief investigator (AC), a psychiatrist.
Participants were reimbursed for their time and expenses.
Ethical approval was granted by the Melbourne Health
Human Research and Ethics Committee (HREC 2010.055).

Measures

Demographic, vocational, and treatment information were
collected, consistent with Australian Bureau of Statistics
variables.>'® Participants were deemed to have achieved
age-appropriate secondary school milestones if they had
passed a year level at the age at which most school students
in Victoria would pass that level (with a tolerance of 1 addi-
tional year).

Mental state disorders and PDs were diagnosed using the
Structured Clinical Interview for DSM-IV (SCID) Axis 1
Disorders—Patient Version** and the SCID Axis II Disor-
ders (SCID-II).* For antisocial PD (ASPD), Criterion B,
requiring individuals to be 18 years or over, was not applied.
This is in keeping with the evidence regarding continuity
of this disorder across the same developmental period.>®
Specific phobia was not assessed.

Severity of BPD: The Borderline PD Severity Index
(BPDSI)*’>* is a 70-item semistructured interview that
assesses for each of the 9 DSM-IV BPD criteria over the
previous 3 months. Inter-rater reliability was found to be
high in the current study, (intraclass correlation coefficient
(ICC) (2,1) = 0.993, P <.001).

Emotion dysregulation: The Difficulties in Emotion Reg-
ulation Scale (DERS)*® is a 36-item, self-report scale.
Higher total score indicates greater difficulties.*’

Depressive symptomatology: The Centre for Epidemiolo-
gic Studies Depression Scale—Revised comprises 20 self-
report items.*! Higher total score indicates greater depression
severity. The Montgomery-Asberg Depression Rating Scale
(MADRS)42 is a 10-item, observer-rated measure, adminis-
tered using the Structured Interview Guide for the
MADRS.*® Higher total score indicates greater depression
severity. Inter-rater reliability was found to be high in the
current study; (ICC(2,1) = 0.969, P <0.001).

Self-harm and suicidality: The Beck Scale for Suicide
Ideation (BSS)* comprises between 6 and 21 self-report
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876 considered

518 excluded
235 didn’t meet inclusion criteria
23 not 15-25 years old
7 unable to provide informed consent & comply with study
procedures

v

v

358 invited to participate

185 less than 13 on BPD screen
20 less than 5 BPD criteria
101 met exclusion criteria
44 psychotic disorder past 12 months/lifetime diagnosis
schizophrenia spectrum disorder
15 bipolar T or II
21 prior evidence-based BPD treatment
21 didn’t meet clinical services’ eligibility criteria (e.g.
catchment area)
182 other
49 not seeking treatment at current clinical services
63 allocated to other trials, clinics or services
17 not eligible for 9 months of treatment
52 unable to seek consent
1 other

A 4
288 consented

>| 70 declined

149 excluded
93 didn’t meet inclusion criteria
93 didn’t have BPD
28 met exclusion criteria
16 psychotic disorder past 12 months/lifetime dx schizophrenia
spectrum disorder

139 randomly assigned

v

3 bipolar I or II
9 didn’t meet clinical services’ eligibility criteria (e.g.
catchment)
28 other
23 didn’t start/complete assessment
5 withdrew

Figure 1. CONSORT flow diagram detailing recruitment. BPD = borderline personality disorder; CONSORT = Consolidated Standards

of Reporting Trials.

items. A higher score (sum of first 19 items) indicates greater
severity. The Suicide Attempt and Self-Injury Interview
(SASIN*® is a structured interview with self-report
questionnaires.

Substance use was assessed using the Opiate Treatment
Index Section II (OTI)*® and the Alcohol Use Disorders
Identification Test (AUDIT).*” The OTI is a semistructured
interview that can be used to generate a Q-score, reflecting
mean quantity used daily, by dividing the total quantity used
in the previous 2 episodes of use by the total number of days
between the last 3 episodes.*® The AUDIT comprises 10
self-report items, with a score greater than 19 indicating
alcohol dependence.*®

Functioning was captured using the Social Adjustment
Scale Self-Report (SAS-SR),* the Inventory of Interper-
sonal Problems Circumplex Version (IIP-C),>*>" and the
Social and Occupational Functioning Assessment Scale
(SOFAS).>? The 54-item SAS-SR measures functioning
over the previous 2 weeks, covering work/study, leisure
activities, and relationships. Higher scores reflect poorer
functioning. The IIP-C is a 64-item self-report question-
naire used to assess interpersonal functioning, which
enables a total raw score to be calculated by summing all
items.>’ The SOFAS was used to capture general social
and occupational functioning.

Quality of life was measured using the 35-item self-report
Assessment of Quality of Life—8 Dimensions.>® This mea-
sure derives a utility score ranging from 0.00 (representing
death) to 1.00 (representing the best health state within this
measure).

Data Analysis

Statistical analyses were performed using the IBM SPSS
Statistics, Version 22. Summary statistics were generated
to characterize the sample, and independent samples #-tests,
chi-square tests, and Fisher exact tests were conducted to
compare the 2 age groups, with o set at 0.05 for all analyses.
Multivariate forward stepwise logistic regression was used
to determine which variables best discriminated between the
age groups.

Results
Participant Flow

In total, 876 young people were considered for inclusion in
the trial (Figure 1), with 288/358 (80%) consenting to par-
ticipate. Of those, 139 were confirmed to be eligible and
were randomized.
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Table I. Demographic Characteristics and Treatment History.

Descriptive Total sample 15to |7 years 18 to 25 years
Characteristics statistic N =139 N =64 N=175 Test statistic
Age M (SD) 19.1 (2.8) 16.6 (0.9) 21.2 (1.9)
Sex (%female) % (n) 80.6 (112)  85.9 (55) 76.0 (57) x*(1) = 2.18, P = 0.140
Socioeconomic disadvantage Y} 2) = 1.67, P = 0.434
Low % (n) 18.0 (25) 14.0 (9) 21.3 (16)
Medium % (n) 49.6 (69) 54.7 (35) 45.3 (34)
High % (n) 32.4 (45) 31.3 (20) 33.3 (25)
Born in Australia %(n) 885 (123)  90.6 (58) 86.7 (65) x*(1) = 0.53, P = 0.466
Indigenous % (n) 3.7 (5) 32(2) 4.0 (3)
Parent(s) born outside Australia % (n) 57.6 (80) 39.0 (25) 45.3 (34) x*(1) = 0.56, P = 0.456
English as main language spoken at home % (n) 97.1 (135) 953 (6l) 98.7 (74) FET, P = 0.334
Relationship status—single % (n) 59.0 (82) 62.5 (40) 56.0 (42) x*(1) = 0.60, P = 0.437
Children % (n) 7.2 (10) 0 (0) 13.3 (10) FET, P = 0.002
Living with a:
Siblings % (n) 51.8 (72) 70.3 (45) 36.0 (27) x*(1) = 16.28, P < 0.001
Biological father and/or mother % (n) 60.4 (84) 81.25 (52) 42.7 (32) x*(1) = 21.50, P < 0.001
Other nonrelatives, e.g., friends, flatmates % (n) 27.3 (38) 203 (13) 33.3 (25) x*(1) = 2.95, P = 0.086
Other relatives, e.g., grandparent, aunty % (n) 15.8 (22) 14.1 (9) 17.3 (13) x*(1) = 0.28, P = 0.598
Partner % (n) 10.8 (15) 3.1 (2) 17.3 (13) $*(1) = 7.24, P = 0.007
Stepfather and/or stepmother % (n) 4.3 (6) 3.1 (2) 27 (2)
Foster parents or a residential placement % (n) 29 (4) 4.7 (3) 1.4 (I
Alone % (n) 29 (4) 1.6 (1) 4.0 (3)
Children % (n) 29 4) 0 (0) 5.3 (4)
Homeless % (n) 0.7 () 0 (0) 1.4 (1)
Treatment history
Medication use (current) % (n) 46.0 (64) 39.1 (25) 52.0 (39) (1) = 2.33, P=.127
Medication use (past 12 months) % (n) 63.3 (88) 50.0 (32) 74.7 (56) x*(1) = 9.05, P = .003
Mental health session use (past 12 % (n) 66.2 (92) 75.0 (48) 58.7 (44) (1) = 4.12, P = .042
months)
Number of sessions (past 12 months) M (SD) 13.6 (22.4) 18.1 (25.8) 9.8 (18.4) t(111.6) =2.14, P =.034°

Note. M = mean; SD = standard deviation; FET = Fisher exact test.
*Categories are not mutually exclusive.

PTest statistic and degrees of freedom modified because equal variances not assumed.

Characteristics of Young People with BPD

The sample primarily comprised single (59%), Australian-
born (88.5%) females (80.6%) of medium-to-high socioeco-
nomic disadvantage (82%) residing with siblings (51.8%)
and/or biological parents (60.4%) who had received
mental-health treatment in the previous 12 months (66.2%
and 63.3% used mental health sessions and medications,
respectively, Table 1). Participants had a mean of 2.6 con-
current mental state disorder diagnoses and 2.4 PDs
(Table 2). In addition to a diagnosis of BPD, 95% (132/
139) of participants met criteria for a DSM-IV-TR mental
state disorder, and 68.4% (95/139) had another concurrent
PD. Overall, 99.3% of participants reported self-harming
behavior (Table 3). The most commonly used substances
in the previous month were tobacco, alcohol, cannabis, and
amphetamines. AUDIT scores indicated that 18.7% (26/139)
of participants were dependent on alcohol. Forty percent of
the sample were not engaged in education, employment,
training, or homemaking (NEET, Table 4).

Characteristics of Young People with BPD by Age

Comparisons between the adolescent (15- to 17-year-olds, n
= 64) and young adult (18- to 25-year-olds, n = 75) groups
are presented in Tables 1 to 4. The adolescents were signif-
icantly more likely to be living with siblings and/or biologi-
cal parent(s). The young adults were significantly more
likely to be living with a partner and to have children. More
of the adolescents utilized psychosocial treatment (mental
health sessions) while more of the young adults used medi-
cations. The young adults evidenced greater emotion regu-
lation difficulties, and a significantly higher number of the
young adults were diagnosed with ASPD compared with
adolescents. The young adults evidenced greater alcohol,
amphetamine, and polysubstance use than the adolescents.
The adolescents commenced self-harming at a younger age
and reported higher levels of nonsuicidal self-injury (NSSI).
A higher number of the young adults had not achieved age-
appropriate secondary school milestones and were NEET.
All variables with a P < 0.10 were entered into a
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Table 2. Diagnostic Characteristics.

Total sample I5to 17 years 18 to 25 years
Diagnoses Descriptive statistic N =139 N = 64 N=75 Test statistic
Mental state diagnoses
Number of current diagnoses M (SD) 2.6 (1.5) 2.5 (1.6) 2.6 (1.4) t(137) = —0.22, P = 0.830
Any mood % (n) 82.0 (114) 82.8 (53) 81.3 (61) %*(1) = 0.05, P = 0.82I
Any anxiety disorder % (n) 71.9 (100) 70.3 (45) 73.3 (55) x*(1) = 0.16, P = 0.693
Any eating disorder % (n) 7.2 (10) 7.8 (5) 6.7 (5) FET, P = 1.000
Any somatoform disorder % (n) 6.5 (9) 3.1 (2) 9.3 (7) FET, P =0.178
Posttraumatic stress disorder % (n) 31.7 (44) 31.3 (20) 32.0 (24) x*(1) = 0.01, P = 0.925
Personality disorders
Number of current diagnoses M (SD) 2.4 (1.4) 22 (1.4) 2.5 (1.4) t(137) = —1.10, P = 0.274
Borderline % (n) 100 (139) 100 (64) 100 (75)
Antisocial % (n) 33.1 (46) 20.3 (13) 44.0 (33) x*(1) = 8.75, P = 0.003
Avoidant % (n) 24.5 (34) 234 (15) 253 (19) %*(1) = 0.07, P = 0.795
Paranoid % (n) 24.5 (34) 20.3 (13) 28.0 (21) 22(1) = 1.10, P = 0.293
Depressive % (n) 19.4 (27) 18.8 (12) 20.0 (15) x*(1) = 0.03, P = 0.853
Passive aggressive % (n) 14.4 (20) 172 (11) 12.0 (9) x*(1) = 0.75, P = 0.385
Obsessive compulsive % (n) 5.8 (8) 6.3 (4) 5.3 (4) FET, P = 1.000
Narcissistic % (n) 4.3 (6) 4.7 (3) 4.0 (3) FET, P = 1.000
Histrionic % (n) 4.3 (6) 3.1 (2) 534 FET, P = 0.687
Dependent % (n) 3.6 (5) 3.1 (2) 4.0 (3) FET, P = 1.000
Schizotypal % (n) 2.2 (3) 4.7 (3) 0 (0) FET, P = 0.095
Schizoid % (n) 0.0 (0) 0 (0) 0 (0)
Previously diagnosed BPD % (n) 18.7 (25)* 14.5 (9)° 222 (16)° %*(1) = 1.30, P = 0.254

Note. BPD = borderline personality disorder; FET = Fisher exact test; M = mean; SD = standard deviation.

*n = 134.
bn = 62.
‘n=72.

multivariable forward stepwise logistic regression analysis
(specifically sex, living with siblings [yes/no], living with
biological father and/or mother [yes/no], NEET [yes/no],
achieved age-appropriate secondary school milestones
[ves/no], medication use past 12 months [yes/no], mental
health session use past 12 months [yes/no], number of men-
tal health sessions past 12 months, SASII—NSSI [past
12 months; yes/no], BSS, BPDSI, ASPD [yes/no], DERS,
OTI tobacco use in past month [yes/no], OTI alcohol use in
past month [yes/no]). The final model had a Nagelkerke R*
of 0.54, with 5 variables discriminating between the age
groups: not achieving age-appropriate secondary school
milestones (odds ratio [OR] = 9.34; 95% confidence interval
[95% CI], 2.79 to 31.27), not living with birth parents
(OR = 8.43; 95% CI, 2.85 to 24.94), NSSI (OR = 0.24;
95% CI, 0.06 to 0.95), NEET status (OR = 2.89; 95% CI,
1.01 to 8.23), and DERS total score (1.03; 95% CI, 1.01 to
8.28). Overall correct classification with this model was
80.2%, with 76.9% of 15- to 17-year-olds and 82.8% of
18 to 25-year-olds correctly classified.

Discussion

To the authors’ knowledge, this is the first study to compare
the characteristics of adolescent (15 to 17 years) with young
adult (18 to 25 years) outpatients with BPD who were at a
similar stage of illness, that is, accessing evidence-based BPD

treatment for the first time. Four key findings emerge from
this study. First, young outpatients with BPD were severely
unwell and were functioning poorly. Second, adolescent and
young adult outpatients with BPD were more notable for their
similarities than for any differences. Third, there were signif-
icant differences between the 2 age groups in household
makeup, treatment history, presence of ASPD, degree of emo-
tion dysregulation, pattern of substance use, age of onset and
extent of self-harm, and achievement of age-appropriate
vocational milestones. Fourth, membership of the adolescent
group was predicted by living with one or both birth parents
and a higher proportion of participants engaging in NSSI,
whereas membership of the young adult group was predicted
by not achieving age-appropriate educational milestones,
NEET status, and emotion dysregulation.

With regard to the first aim of this study, the young peo-
ple (n = 139) with BPD were characterized by acute, severe,
and complex presentations. Consistent with previous studies
of adolescents and adults with BPD, the young people in the
current study had a high burden of mental state and person-
ality psychopathology,>*>¢ high rates of lifetime self-harm,
and a mean age of 13.2 years for the onset of self-harming
behavior.>>>~® Moreover, BPD severity, depressive symp-
tomatology, and emotion regulation difficulties were all
more severe in the current sample than among comparable
samples of adolescents or adults (18- to 65-year-olds) with
BPD.?7*%39%4 Notably, one-third of the sample met criteria



32

The Canadian Journal of Psychiatry 67(1)

Table 3. Clinical Features.

Descriptive ~ Total sample 15to |17 years 18 to 25 years
Characteristics statistic N =139 N =64 N=75 Test statistic
Symptomatology
BPDSI M (SD) 40.2 (12.8)° 39.3 (122)° 409 (13.4)°  t(134) = —0.72,
P =0.473
DERS- M (SD) 132.2 (20.1)° 128.0 (19.0)° 1357 (20.5)° t(135) = —2.28,
P =0.024
CESD-R M (SD) 43.2 (12.8) 41.8 (13.2) 445 (12.5) t(137) = —1.21,
P =0.230
MADRS M (SD) 28.3 (9.3) 278 (10.1) 287 (8.7) t(137) = —0.58,
P =0.562
Substance use
AUDIT M (SD) 10.5 (9.0) 7.1 (6.3) 13.5 (9.9) t(137) = —4.44,
P <0.001
OTIl—Tobacco use in past month % (n) 74.6 (100)"  67.7 (42)8 80.6 (58)" x*(1) = 2.89, P = 0.089
OTl—Alcohol use in past month % (n) 69.4 (93)' 581 (36)8  79.2 (57)" x*(1) = 6.99, P = 0.008
OTIl—Cannabis use in past month % (n) 425 (57)"  37.1 (23)¢ 472 (34)" $*(1) = 1.40, P = 0.237
OTl—Amphetamines use in past month % (n) 164 (22" 65 (4)¢ 25.0 (18)" x*(1) = 8.35, P = 0.004
OTIl—Polysubstance use in past month % (n) 68.7 (92)  56.5 (35)8 79.2 (57)" x*(1) = 7.99, P = 0.005
OTIl—Number of substance classes (past M (SD) 2.4 (1.6)f 1.9 (1.6)8 27 (1.6)" t(132) = —2.89,
month) ' ‘ P = 0.005
OTI Q score—Tobacco use, cigarettes M (SD) 7.0 (8.4) 6.2 (89% 7.7 (7.9) t(132) = —1.05,
P =0.295
OTI Q score—Alcohol, standard drinks M (SD) 1.7 (3.4)f 09 2.1 23 42" t(109.1) = —2.38,
P=0.019
OTI Q score—Cannabis, joints/bongs M (SD) 0.4 (1.6)' 0.4 (2.0 0.5 (l.1) t(131) = —-0.18,
P =0.86l
OTI Q score—Amphetamines, tablets/hits M (SD) 0.06 (0.2)  0.02 (0.1)' 0.1 (0.2)" t(102.3) = —1.99,
P = 0.049
Self-harm
SASIl—Any lifetime self-harm % (n) 99.3 (134)™ 100.0 (63)° 98.6 (7I)'T x*(1) = 0.88, P = 0.348
SASIl—Age of onset (years) M (SD) 13.2 2.8) 12.3 (22)° 140 3.1) t(132) = —3.50,
P =0.001
— past 12 months AQ . . . x (1) =9.38,P=0.
SASII—NSSI 12 h % 77.0 (104)™ 88.9 (56)° 66.7 (48)" (1) = 9.38, P = 0.002
— number of acts (past . . . . . . t(80.9) = 2.09,
SASII—NSSI ber of (past 12 M (SD) 42.4 (95.3)" 61.3 (125.5)° 25.8 (52.7)" (80.9) = 2.09
months) P =0.039
SASIl—Suicide attempts (past 12 months) % (n) 622 (84)™ 63.5 (40)°  61.1 (44)" x*(1) = 0.08, P = 0.776
SASII—Number of suicide attempts M (SD) 1.9 2.6)" 1.9 (24)° 1.8 2.7)" t(133) =0.19, P =0.847
(past 12 months)
BSS M (SD) 11.3 (8.5)" 13.0 (9.0)° 10.0 (7.8)° t(116) =2.0, P =0.051

Note. AUDIT = Alcohol Use Disorders Identification Test; BPDSI = Borderline Personality Disorder Severity Index; BSS = Beck Scale for Suicide Ideation;
CESD-R = Centre for Epidemiologic Studies Depression Scale; DERS = Difficulties in Emotion Regulation Scale; M = mean; MADRS = Montgomery-Asberg
Depression Rating Scale; NSSI = nonsuicidal self-injury; OTl = Opiate Treatment Index Section II; Polysubstances = 2 or more classes of substance; SASIl =
Suicide Attempt and Self-Injury Interview; SD = standard deviation.

= 136.
bp = 63.
‘n=173.
9 = 137.
°n = 74.
1= 134.
gn = 62.
hp = 72.
in = 133.
in=7I.
n=6l.
"n = 135.
"h=118.
°n = 53.
Pn = 65.
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Table 4. Functioning, Vocational Engagement, Academic Achievement, and Quality of Life.

Descriptive Total sample 15 to 17 years 18 to 25 years
Characteristics statistic N =139 N =64 N=175 Test statistic
Functioning and quality of life
SOFAS M (SD) 58.1 (0.5) 59.2 (8.2) 57.1 (7.8) t(137) = 1.54,
P=0.125
IIPC M (SD) 121.5 (33.3) 118.6 (31.8) 123.9 (34.5)  t(137) = —0.94,
P =0.348
SAS-SR M (SD) 2.8 (0.5) 2.8 (0.5) 2.9 (0.5) t(137) = —0.43,
P = 0.666
AQol-8D M (SD) 0.32 (0.13) 0.33 (0.1) 0.31 (0.1) t(137) = 0.98,
P=0.329
Achieved age-appropriate secondary % (n) 65.5 (91) 87.5 (56) 46.7 (35) x*(1) = 25.5,
school milestones a P <0.001
Qualifications postsecondary school
Nil % (n) 734 (102) 93.8 (60) 56.0 (42)
Certificate % (n) 83.8 (31) 6.3 (4) 36.0 (27)
Advanced diploma % (n) 10.8 (4) 0(0) 534
Bachelor degree % (n) 5.4 (2) 0 (0) 27 (2)
Current work status
Unemployed % (n) 38.1 (53) 25.0 (16) 49.3 (37)
Homemaker or student % (n) 30.2 (42) 43.8 (28) 18.7 (14)
Part-time employment (<I|| hrs/week) % (n) 10.8 (15) 15.6 (10) 6.7 (5)
Part-time employment (11 to 30 hrs/ % (n) 1.5 (16) 10.9 (7) 12.0 (9)
week)
Full-time employment (>30 hrs/week) % (n) 7.2 (10) 1.6 (1) 12.0 (9)
Medical or psychiatric leave % (n) 22 (3) 3.1 (2) 1.3 (1)
NEET M (SD) 40.2 (56) 28.1 (18) 50.7 (38) (1) = 7.29,
P = 0.007
Current occupational classification
Sales workers % (n) 64.3 (27)° 94.7 (18)° 39.1 (9)°
Technicians and trades % (n) 11.9 (5)° 0 (0)° 21.7 (5)¢
Laborers % (n) 7.1 3)° 0 (0)° 13.0 3)¢
Community and personal service % (n) 7.1 3)° 0 (0)° 13.0 (3)
workers
Clerical and administrative workers % (n) 48 (2)° 53 () 43 (1)
Managers % (n) 48 (2)° 0 (0)° 8.7 (2)°
Main source of financial support
Parents % (n) 33.1 (45)° 57.4 35 13.3 (10)
Income through employment % (n) 25.0 (34)° 21.3 (13)f 28.0 (21)8
Government (studying) % (n) 18.4 (25)° 16.4 (10)f 20.0 (15)8
Government (unemployment) % (n) 14.7 (20)° 1.6 (1) 25.3 (19)®
Government (parenting) % (n) 2.9 (4)° 0 (0)f 5.3 (4)8
Partner % (n) 2.2 (3)¢ 0 (0)f 4.0 (3)%
Other family or friends % (n) 2.2 (3)° 33 ) 1.3 ()8
Government (disability) % (n) 1.5 (2)¢ 0 (0)f 2.7 (2)%

Note. AQoL-8D = Assessment of Quality of Life-8 Dimensions; [IPC = Inventory of Interpersonal Problems Circumplex Version; M = mean; NEET = not in

education, employment, training or homemaking; SAS-SR = Social Adjustment Scale Self-Report; SD = standard deviation; SOFAS = Social and Occupational
Functioning Assessment Scale.

ZAge-appropriate milestone = Year |2 if |9 years or older, Year | | if I8 years, Year 10 if 17 years old, Year 9 if |6 years old, Year 8 or below if 15 years old
n = 42.

‘h=19.

9 =23.

°n = 136.

fn=6l.

& = 75.

for ASPD, reflecting broad inclusion criteria and few bar- Nearly one-third of the current sample had posttraumatic

riers to referral and a deliberate but uncommon decision not stress disorder, which is around double the 9.9% to 16.9%
to exclude those with ASPD features from treatment  reported in other adolescent samples®®® and more consis-
services. tent with the 23.5% to 29% reported in young adults*>**-%7
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and the 33% to 79% reported in adult samples.®® This might
reflect the older mean age of the sample and consequent
greater chance of being exposed to trauma. This is consistent
with the observation that traumatic experiences in people
with BPD are not limited to childhood.®’

Consistent with the literature, the current sample evi-
denced severe functional impairment.?>~*77* For example,
only 65.5% had passed an age-appropriate year level at
school and 40% were NEET. In line with studies of adults
with BPD,”>"® participants reported severely impaired qual-
ity of life, which was substantially worse than among their
Australian peers (of any age) and also Australians with cur-
rent mental state disorders and medical conditions, including
cancer and cardiovascular disease.””*°

With regard to the second aim of the study, adolescents
(15 to 17 years, n = 64) and young adults (18 to 25 years,
n = 75) in the current study showed substantial similarities
among 20 key aspects of their presentation (e.g., quality of
life, social functioning, mental state, and PD diagnoses). In
concert with the data substantiating the developmental
coherence of this age group, the findings of this study sup-
port the demographic, psychopathological, and functional
consistency of BPD among adolescents and young adults.
Notwithstanding this, there were some notable differences
evident in the household makeup, treatment history, pres-
ence of ASPD (despite allowing for the diagnosis in the
younger group), emotion dysregulation, substance use,
self-harm, and educational/occupational engagement and
achievement. This suggests that a “one size fits all” approach
to early intervention is likely to be inadequate.

It is possible that observed differences in emotion dysre-
gulation reflect greater divergence from normative develop-
ment of regulation skills with increasing age.®'® Greater
emotion dysregulation might reflect the decreasing utility
of individual’s adaptive strategies as they age®* or greater
societal tolerance of higher levels of emotion dysregulation
among adolescents than among young adults. Persistence of
this dysregulation into young adulthood might be increas-
ingly recognized as pathological but might also lead to
increasing substance use and/or use of prescribed psychotro-
pic medication, again bringing this group to clinical
attention.

Differences in substance use were evident, particularly in
terms of polysubstance use, amphetamine, and alcohol use,
with the young adults engaging in substance use at higher
rates and severity. This finding is consistent with the peak
age for the onset of substance use disorders being 18 to 20
years.® The finding might reflect the increasing accessibil-
ity and affordability of alcohol, with the purchase of alcohol
being prohibited in Australia for those under 18 years of age.

The 2 age groups did not differ with regard to the severity
of suicidal ideation and number of suicide attempts. How-
ever, a significantly greater proportion of the adolescent
group reported engaging in NSSI and reported a greater
number of NSSI acts. These findings are consistent with the
natural course of self-harm, which peaks during the teenage

years, then declines in late adolescence and early
adulthood.®>***

A higher proportion of young adults had not completed
the expected level of secondary school education for their
age and a higher proportion were NEET. This finding is
likely to reflect, in part, that a young person cannot leave
schooling until they are 17 years old and that they must
attend a school campus until they finish Year 10. Overall,
the findings are consistent with the literature demonstrating
that mental health problems are associated with school drop-
out.®® Failure to achieve normative educational milestones is
likely to lead to cascading difficulties with pursuing further
study and/or securing employment.

Finally, these findings suggest different pathways to care
for adolescents versus young adults with BPD. In line with
normal development, membership of the adolescent group
was predicted by living with parent(s), as well as NSSI
behaviors. This suggests that there is likely to be a stronger
“safety net” of family, friends, or school staff in which self-
harm is more readily identified, leading to a referral for care.
Consistent with this, a higher proportion of the adolescent
group had a history of psychosocial treatment and they had
attended more mental health-related sessions, compared
with the young adults. In contrast, membership of the young
adult group was predicted by not completing education mile-
stones and NEET status, along with emotion dysregulation
(with a very small OR). Moreover, young adults were more
disconnected from family, work, and study and only 17%
were living with a partner. Taken together, this suggests a
potentially longer pathway to care for young adults. It might
be that, among this group, antisocial behaviors and substance
use are key factors propelling entry into care. Yet, clinical
experience suggests that antisocial behavior and substance
use are often cited as reasons for clinical services to exclude
individuals with BPD from care. Therefore, young adults
with first-presentation BPD might be at particularly high risk
of falling through the cracks of the mental health system,
despite their demonstrably complex presentation and high
need for care. This finding also suggests that the criteria for
entry into BPD care should give equal or greater weight to
factors in addition to self-harm, such as functional
impairment.

Strengths and Limitations

This is a large and well characterized sample of young
outpatients with BPD, having undergone comprehensive,
standardized, multi-method (and multi-informant, where
indicated) assessments, conducted by well-trained psychol-
ogy graduates, as demonstrated by the high inter-rater relia-
bility. All participants were assessed at a similar stage of
illness (i.e., early in the course of the disorder) and they had
not previously received evidence-based treatment for BPD.
Therefore, course of illness effects, such as iatrogenic harm,
polypharmacy, and other treatment effects are likely to have
been minimized. The study had a high consent rate (80%),
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“real-world” inclusion criteria, and minimal exclusion cri-
teria that allowed inclusion of young people with ASPD and
substance use, which are typically associated with BPD. This
means that this sample is likely to be highly representative of
young people presenting to frontline, community mental
health services, in both age categories, thus increasing the
external validity of the findings.

Identifying, recruiting, and retaining such an acutely
unwell group of young people with BPD is challenging.
Despite assertive outreach by the research assistants, 23
young people were unable to complete the assessment in a
timely manner, and 9 individuals moved out of the catch-
ment area within 4 weeks of consent, thus rendering them
ineligible for the study. Previous evidence from our group
indicates that follow-up contact difficulty is associated with
a greater burden of psychopathology, suggesting that the
findings presented here might be an underestimate of the
severity of problems among this sample.® Also, as the sam-
ple in the current study is derived from a RCT, participants
were not only consenting to a cross-sectional assessment but
also to treatment and longitudinal follow-up. This might
have introduced biases into the sample.

Clinical and Research Implications

This study demonstrates the demographic, psychopathologi-
cal, and functional consistency of BPD between the ages of
15 to 25 years. It appears no longer valid to distinguish
adolescents from young adults with BPD, especially at the
point where they turn 18-years-old. Many health systems are
still limited by age divisions that reflect anachronistic devel-
opment models. The current findings suggest that the PD and
youth mental health fields should be more closely aligned, in
order to guide prevention and early intervention and to assist
young people with BPD to better navigate their transition to
adulthood.
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