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Abstract

Background There is an urgent need for accessible interventions to facilitate early intervention for young people
with borderline personality disorder (BPD) symptom:s. Existing evidence-based interventions for adolescent BPD are
highly resource-intensive, and few young people with BPD symptoms have access to timely treatment. We adapted
a brief psychological treatment for adolescent BPD symptoms previously provided within secondary mental health
services for delivery within schools and colleges. This study aimed to assess the feasibility of evaluating the effective-
ness and cost-effectiveness of this intervention (BEST (brief education support treatment)) in a future randomised
controlled trial (RCT).

Methods The feasibility RCT involved 12 schools and colleges. Eligible participants were aged 13-18 years and self-
reported BPD symptoms above a clinical threshold and a history of repeated self-harm. Over 9 months, 32 participants
were randomised to receive either the BEST intervention plus treatment as usual (TAU) or TAU alone. Participants were
assessed at baseline and 12 and 24 weeks. A mixed-methods process evaluation was conducted.

Results Recruitment was slower than anticipated, but participant retention was high (89.5% at 12 weeks and 73.7%
at 24 weeks). Performance of all outcome measures was satisfactory. Fidelity of intervention delivery was high (93.5%
adherent), and we did not identify any evidence of contamination of the control arm. The intervention was perceived
by staff and young people as beneficial to participants, practitioners and the wider school/college and therefore
highly acceptable.

Limitations The study was disrupted by the closure of schools and colleges in response to the COVID-19 pandemic.
This reduced the window for participant recruitment and limited data collection.

Conclusions The intervention was delivered successfully within schools and colleges and was acceptable to staff
and young people. The findings provide support for continuing this programme of research and should inform
the design of a future evaluation of intervention outcomes.
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Key messages regarding feasibility
What uncertainties existed regarding feasibility?

+ Prior to the current study, there were uncertainties
regarding the feasibility of participant recruitment
and retention, suitability of proposed outcome meas-
ures, fidelity of intervention delivery, intervention
acceptability and ability to limit contamination of the
control arm.

What are the key feasibility findings?

+ Recruitment was slower than anticipated and had
to be concluded prematurely due to the COVID-19
pandemic, but participant retention was high. The
proposed outcome measures were acceptable and
performed satisfactorily. Practitioners were able to
deliver the intervention with good fidelity to the
model, and the intervention was acceptable to and
valued by both practitioners and young people. There
was no evidence of direct contamination of the con-
trol arm, but some evidence that it may be challeng-
ing to limit contamination over time due to changes
in staff practices within schools and colleges.

What are the implications of the feasibility findings
for the design of the main study?

«+ The feasibility findings provide support for progress-
ing to a definitive study of the BEST intervention. We
believe providing the intervention through Mental
Health Support Teams in a future trial would facili-
tate more efficient participant recruitment and inter-
vention delivery within schools and colleges.

Background

Borderline personality disorder (BPD) is a mental health
condition characterised by a pervasive pattern of emo-
tional instability, interpersonal dysfunction, disturbed
self-image and impulsive behaviour, including self-harm
and suicide [1]. BPD is associated with severe and per-
sistent functional impairment [2, 3]. Approximately, 80%
of individuals with BPD engage in self-harm, and 75%

attempt suicide [4]. Further, BPD symptoms are among
the best prospective predictors of self-harm in young
people [5].

Symptoms of BPD typically emerge during adolescence
[6], and approximately 3% of children and young people
living in the community present with BPD symptoms [7,
8]. Growing research in adolescent BPD [9] has spurred
the development of the first evidence-based treatments
[10-12], which have been shown to lead to clinically
important improvements in symptoms and reduction of
risk.

It should be acknowledged that the diagnosis of BPD is
controversial, particularly in adolescence [13]. This con-
troversy is rooted partly in concern about the possibility
of reliably distinguishing personality disorder symptoms
from normative adolescent development [14] but per-
haps more so in concern about associating young people
with a diagnosis that has been highly stigmatised [15].
This might help to explain why, despite strong evidence
in support of early intervention for borderline psychopa-
thology [12], access to early treatment for young people
presenting with BPD symptoms is poor [16].

Implementation of evidence-based treatments for ado-
lescent BPD symptoms has also been hindered by the
high level of resources required to deliver these treat-
ments, which are intensive and highly specialised [17]. As
such, late intervention is currently the norm, with treat-
ment being offered to only a small minority of individuals
with chronic disorder, at substantial personal, social and
economic cost [18]. Therefore, there is an urgent need
for accessible, cost-effective interventions to facilitate
early access to treatment for young people presenting
with BPD symptoms. This aligns with a staging approach
to early intervention as has been successfully adopted in
early intervention for psychosis pathways [19-21].

The nature of BPD symptoms also presents some barri-
ers to engaging young people in brief early interventions.
The BEST (brief education support treatment) interven-
tion was designed to overcome these barriers by offering
support within the young person’s school or college in
collaboration with pastoral staff members already famil-
iar to the young person.

We hypothesised that this model of delivery would
improve engagement and retention while containing
education staff member’s anxiety by increasing their
understanding of BPD symptoms and empowering them
with tools to offer effective support. The content of the
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intervention was based on a treatment package for ado-
lescent BPD developed by the Norfolk Youth Service [22]
which aimed to distil key elements of existing evidence-
based interventions for adolescent BPD into a brief prac-
ticable format. This study aimed to assess the feasibility
of the BEST intervention and sought to inform the design
of a future trial of its effectiveness and cost-effectiveness
as an early intervention for young people presenting with
symptoms of BPD.

Methods

Intervention refinement

Before commencing the feasibility randomised controlled
trial (RCT), we piloted the BEST intervention with young
people (n=5) from three of the participating schools
and colleges. The findings of this pilot together with the
results of an evidence synthesis [23] were used to refine
the intervention manual, practitioner training and proce-
dure in preparation for the feasibility RCT.

Feasibility RCT

Design

Eligible young people were randomised in a 1:1 ratio to
receive either BEST plus treatment as usual (TAU) or
TAU alone. Participants were assessed pre-randomisa-
tion and followed up at 12- and 24-week post-randomi-
sation. A parallel mixed-methods process evaluation
explored how the intervention was implemented across
education settings, assessed the acceptability of the inter-
vention and monitored contamination of the control
arm. The feasibility study also trialled the outcome meas-
ure that would be required for an economic evaluation of
any future study. The following factors were considered
in assessing feasibility: (a) rate of recruitment, (b) level of
retention, (c) fidelity of intervention delivery, (d) accept-
ability of the intervention to both staff and young people,
(e) ability to limit contamination of the control arm and
(f) acceptability and suitability of the proposed outcome
measures.

Table 1 Inclusion and exclusion criteria
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Setting

The trial was conducted across 12 educational settings
in the east of England, UK. Each setting identified one
or more members of pastoral staff to be trained to co-
deliver the BEST intervention to participants enrolled at
their school or college.

Participants, sample size and ethical approval
Potential participants were referred by staff either from
participating educational settings or mental health ser-
vices. Young people were screened to ensure they met
trial eligibility criteria (Table 1) prior to randomisation.
The target sample size of 60 young people was selected
with reference to published recommendations for feasi-
bility studies [24, 25] and to enable rates of recruitment
and retention to be estimated with reasonable precision.
Written informed consent or written informed assent
and parental consent in the case of participants aged
under 16 years were obtained for all participants. The
study received Health Research Authority approval fol-
lowing confirmation of a favourable ethical opinion by
Yorkshire and the Humber — South Yorkshire Research
Ethics Committee (Ref.: 18/YH/0416).

Intervention arm: brief education support treatment (BEST)
plus treatment as usual (TAU)

Participants randomised to the BEST plus TAU arm were
offered six BEST intervention sessions in addition to hav-
ing access to all usually available care and support. BEST
sessions lasted approximately 1 h each and were deliv-
ered over a period of up to 12 weeks.

The content of this structured intervention was
informed by two existing evidence-based treatments for
adolescent BPD: mentalisation-based treatment for ado-
lescents (MBT-A) and dialectical behavioural therapy for
adolescents (DBT-A) [26]. Drawing from MBT-A [11],
the intervention aimed to enhance the ability of par-
ticipants to mentalise [27], i.e. to enhance their under-
standing of their own and other people’s behaviour using
mental state concepts. Informed by DBT-A [10, 28],
the intervention aimed to promote understanding of

Inclusion criteria

Exclusion criteria

- Aged 13-18 years (school years 9-13)

-Enrolled at a participating school/college

- Score >34 on the Borderline Personality Features Scale for Children [26]

- History of repeated self-harm assessed using the self-harm subscale

of the Risk Taking and Self Harm Inventory for Adolescents [27] (has inten-
tionally harmed him/herself more than once)

-Willing and able to provide written informed consent or, for under 16s,
written informed assent and parent/carer consent.

- Currently receiving inpatient treatment or a specific psychological inter-
vention

- Moderate/severe learning disability

- Current psychotic disorder (those with sub-threshold psychotic symptoms
will not be excluded) or substance dependence (current substance abuse
will not be an exclusion criterion) requiring care planned treatment.
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symptoms, support the development of positive coping
strategies and facilitate crisis planning. An overview of
the content of each session is available as supplementary
material (Supplementary Table 1).

All sessions were co-delivered by a mental health prac-
titioner and a member of staff from the young person’s
school or college (known in the project as the ‘education
practitioner’). Prior to delivering the intervention, both
educational and mental health staff attended a 1-day
workshop which aimed to introduce relevant theory, pro-
vide opportunities to practice delivering key elements of
each session and enhance the ability of staff to mentalise
during incidents of distress or conflict.

Intervention-specific group supervision was provided
by qualified mental health professionals with experience
of working with young people with symptoms of BPD.
Supervision was used to promote adherence to the inter-
vention manual and ensure appropriate management of
risk and safeguarding concerns.

Control arm: TAU only

The control group received TAU, i.e. the standard care
currently offered to young people with symptoms of BPD.
Schools and colleges were instructed to follow their usual
procedures concerning both internal pastoral support
and referral to external agencies. Participants were not
denied access to any service currently available, includ-
ing specific psychological interventions offered as part
of standard care. To minimise contamination, schools/
colleges were asked to ensure TAU participants were
supported by staff not trained as BEST practitioners
whenever possible.

Randomisation and blinding

Participants were randomised to treatment arms in a 1:1
allocation ratio using pre-set lists of permuted blocks
with randomly distributed block size. Randomisation
was stratified by school/college. The allocation sequence
and web-based allocation process were generated and
managed by the Data Management Team at the Nor-
wich Clinical Trials Unit (CTU) and was not accessible
outside of this team. Research staff collecting follow-up
data remained blind to participant treatment allocations.
Given the nature of the intervention, it was not possible
for participants and practitioners to remain blind.

Data collection

In order to assess the suitability and acceptability of the
proposed outcome measures, participants completed the
following measures at baseline and 12 and 24 weeks: Bor-
derline Personality Disorder Features Scale for Children
(BPEFSC) [26], Difficulties in Emotion Regulation Scale
(DERS) [28], Risk Taking and Self-Harm Inventory for
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Adolescents (self-harm subscale) RTSHI-A [27], Child-
hood and Adolescent Social Support Scale (CASSS) [29]
and time use survey (TUS) [30]. At baseline only, we
administered the Childhood Interview for Borderline
Personality Disorder (CI-BPD) [31] for the purpose of
describing the sample and the psychosis and substance
abuse modules of the Kiddie Schedule for Affective Dis-
orders (K-SADS) [32] to assist in determining eligibility.
Initially, all assessments were completed in person, with
the research assistant visiting the young person at their
school or college, home address or a community venue
according to the participant’s preference. From March
2020 onwards, all assessments were completed over the
telephone to minimise the spread of COVID-19. The
schedule of assessments is shown in Fig. 1.

Process data collected included site profile question-
naires, observational field notes of training workshops,
workshop feedback forms, practitioner log sheets of con-
tacts with participants, video and audio recordings of
intervention sessions, interviews with young people who
received the intervention and focus groups with staff who
delivered the intervention.

To facilitate the health economic component, the EQ-
5D-5L [33] and a modified version of the Client Service
Receipt Inventory (CSRI) [34] were administered at each
assessment time point. We also recorded all resources
required to implement the intervention, including train-
ing, delivering sessions, supervision and travel. Unit costs
were obtained from a published source and relate to the
cost year 2018/2019 [35].

Data analysis
Quantitative data analysis focused on reporting comple-
tion and retention rates and outcome measure summary
statistics at each timepoint. Analysis was undertaken in
Stata (version 17.0/SE). The health economic component
aimed to describe the resources required to provide the
intervention, assess the performance of the CSRI in cap-
turing the health and social care service use of this group
and explore the response characteristics of EQ-5D-5L.
Interviews and focus groups were transcribed verba-
tim and thematically analysed with the aid of NVivo soft-
ware (version 12). Recordings of intervention sessions
were independently rated against a fidelity checklist by
members of the study team and subjected to qualitative
activity analysis to explore how intervention content was
enacted within sessions. For the sake of brevity, only key
process evaluation findings are summarised in the cur-
rent article, but a full account of this aspect of the study is
available in the report prepared for the funder [36].
Pre-specified progression criteria were as follows: (a)
Recruitment rate is within 70% of target, (b) at least 70%
of those randomised to receive the intervention attended
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Fig. 1 SPIRIT Schedule of enrolment, interventions, and assessments

three or more treatment sessions within the 12-week
treatment window, (c) follow-up assessments completed
by at least 75% of participants at 12 weeks and 70% of
participants at 24 weeks and (d) contamination of the
control arm can be sufficiently limited for individual ran-
domisation to be justified.

Impact of COVID-19 pandemic
The feasibility trial was planned to run from Septem-
ber 2019 to October 2020. However, the study was

suspended from March 2020 onwards due to COVID-
19-related restrictions, including the closure of schools
and colleges to nearly all young people. As a result of
the prolonged nature of this disruption, a decision was
taken to conclude the study early. Only those partici-
pants who had reached the 12-week assessment point
before schools and colleges closed were followed up,
with assessments being conducted remotely. Qualita-
tive interviews with participants were also completed
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by telephone, and staff focus groups were conducted
online using video conferencing software.

Results

Recruitment and retention

Recruitment of sites

Schools and colleges were invited to participate via the
research team’s existing contacts and a local network of
school and college leaders. Of the 21 schools and colleges
that expressed an interest in participating and were sent
further information, 16 agreed to take part, and 12 acted
as sites for the study. Characteristics of these 12 schools
and colleges are available as supplementary material
(Supplementary Table 2).

Staff participants

In total, 30 school and college staff members and 21
mental health practitioners gave consent to take part in
the feasibility trial. However, not all staff participants
recruited had the opportunity to deliver the intervention
due to the premature conclusion of the study. Partici-
pating school and college staff were primarily employed
in nonteaching pastoral support roles, for instance as
safeguarding leads, wellbeing coordinators or mental
health advisors. Participating mental health practition-
ers came from a range of professional backgrounds and
were employed in a variety of clinical roles, ranging from
NHS Agenda for Change Band 4 to Band 7. However, the
majority were employed in Band 4 roles, for instance as
assistant psychologists or children’s wellbeing practition-
ers (CWPs). All participating staff (education and mental
health) who delivered the intervention attended an inter-
vention-specific training workshop as detailed above.

Recruitment and retention of young people
We recruited and randomised 32 eligible participants
prior to the suspension of the study. The flow of referrals
and participants through the study is illustrated in Fig. 2.
In total, 61 referrals were received, of whom 54 were
screened for eligibility (7 young people referred were una-
ble to be screened due to the introduction of COVID-19
restrictions and subsequent suspension of the study). The
overall rate of recruitment was slower than anticipated,
largely due to the small number of referrals received from
secondary mental health services. Over 90% of referrals
were received directly from schools and colleges, limit-
ing recruitment during school holidays. The key barrier
to recruitment via mental health teams we identified
was that school or college attended was not routinely
recorded in young people’s medical records, preventing
teams from easily screening for potentially eligible ser-
vice users. Further, mental health services reported that
many of the young people on their caseloads presenting
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with BPD features were not currently engaging in educa-
tion due to the severity of their difficulties.

From October 2019 when the first participant was
recruited until the study was suspended in March 2020,
the average recruitment rate was 5.4 participants per
month. To meet our recruitment progression criterion of
70% of the target sample size, a rate of 4.6 recruits per
month across the initially planned recruitment period
would have been sufficient. Therefore, we believe this
would have been met across the full recruitment period.

Only the subset of participants who had the oppor-
tunity to receive the intervention prior to the closure of
schools and colleges (n=19) was followed up. Of these
19, 17 (89.5%) were retained at 12 weeks and 14 (73.7%)
at 24 weeks.

Participant characteristics
Baseline demographic characteristics of young people
recruited to the feasibility RCT are presented in Table 2.

Suitability of outcome measures

Rates of completion

Most outcome measures were completed in full, and fol-
low-up rates were good: 16 out of 17 participants (93.8%)
at 12 weeks and 12 out of 14 participants (85.7%) at 24
weeks. The research assistant facilitating the assessment
promoted participants to complete any missing items on
self-report measures; only one participant who missed
items declined to complete them.

Data on participants’ school or college attendance and
exclusions during the follow-up period was requested but
only received for 26.3% of those followed-up. However,
this was in the context of multiple competing pressures
on schools and colleges during the COVID-19 lock-
down. We also sought consent to access the information
recorded about participants on the National Pupil Data-
base (NPD) via an optional item on the consent form:
84.2% agreed to this data being requested.

Descriptive statistics
Descriptive statistics for the outcome measures collected
are presented in Table 3.

The current study was not powered to detect signifi-
cant changes in outcomes; however, we were interested
in whether the outcome measures would be suitable
to detect any change as a result of the intervention in a
future trial. Mean changes from baseline by allocated
arm for all continuous measures are presented in Table 4.

These descriptive statistics suggest the proposed out-
come measures are sensitive to change and would be
suitable for use in a future trial. There was greater dif-
ferentiation in mean change from baseline between the
intervention and control groups in DERS scores than in
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Fig. 2 CONSORT diagram for feasibility trial
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BPESC scores. This aligns with the view expressed by Intervention delivery and acceptability
practitioners that emotion regulation may be a more Fidelity of intervention delivery

appropriate primary outcome for a future effectiveness  The majority (n=45) of BEST sessions delivered were
trial than severity of BPD symptoms. successfully recorded. All available session recordings for
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Table 2 Participant baseline characteristics
BEST + TAU TAU
n (%)
Gender Female 13 (72%) 11 (79%)
Male 5 (28%) 3(21%)
Year of education Year 9 4 (22%) 7 (50%)
Year 10 5 (28%) 3 (21%)
Year 11 2(11%) 0 (0%)
Year 12/13/college 7 (39%) 4 (29%)
Ethnic group Mixed — Other 1 (1%) 0 (0%)
Mixed — White and Asian 0 (0%) 1 (7%)
Mixed — White and Black African 0(0) 1 (7%)
White — British 16 (89%) 12 (86%)
White — Other 1 (6%) 0 (0%)
Self-harm within the past month Yes 14 (78%) 9 (64%)
No 4(22%) 5 (36%)
Criteria for DSM-IV BPD Meets < 3 criteria 2(11%) 7 (50%)
Meets four criteria 5 (28%) 3(21%)
Meets 5+ criteria 11 (61%) 4 (29%)
Table 3 Summary statistics for continuous quantitative measures
BEST + TAU TAU only
n Mean SD n Mean SD
BPFSC
Baseline 18 423 53 14 4043 59
12 weeks 413 5.1 8 34.8 7.6
24 weeks 35.0 7 323 7.2
DERS
Baseline 18 74.7 14.5 14 66.6 219
12 weeks 68.0 158 8 62.0 269
24 weeks 46.2 18.5 464 217
CASSS total
Baseline 18 2144 44.9 14 2271 431
12 weeks 186.5 50.0 8 2359 50.7
24 weeks 226.2 521 7 205.5 358
CASSS school
Baseline 18 1139 31.97 14 1238 338
12 weeks 8 106.3 328 8 1276 372
24 weeks 6 125 416 7 107.8 30.0
TUS structured activity 18 437 28.8 14 44.0 20.2
Baseline 8 46.2 253 8 428 222
12 weeks 6 30.7 194 7 19.7 164
24 weeks

BPFSC, Borderline Personality Features Scale for Children; DERS, Difficulties in Emotion Regulation Scale; CASSS, Child and Adolescent Social Support Scale; TUS, Time

Use Survey

those who completed the intervention (n=31) were rated
against the fidelity checklist by members of the research
team. Sessions were deemed adherent if they were rated

1 or 2 (component partially or fully present) on each of
the core components for the session being delivered. A
total of 93.5% of sessions were rated as adherent.
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Table 4 Mean change from baseline for continuous measures

BEST+TAU (n=18) TAU (n=14)
Mean SD Mean SD
BPFSC -3.11 5.7 —5.1 55
12 weeks -7.8 56 —7.1 35
24 weeks
DERS —144 16.6 -3.13 126
12 weeks —37.2 21.1 -17.6 20.0
24 weeks
CASSS total -11.1 484 23.63 30.1
12 weeks 31.0 29.51 —18.7 339
24 weeks
CASSS school 14 26.7 203 256
12 weeks 19.5 15.8 -7.7 24.5
24 weeks
Structured activity (TUS) -48 384 -6.5 174
12 weeks —-276 489 —-276 255
24 weeks

Acceptability of the intervention

In total, 31 participants (20 staff participants and 11
young people) took part in a focus group or in-depth
interview to give qualitative feedback regarding their
experience of the intervention. Practitioners who deliv-
ered the intervention, both school and college staff and
mental health professionals, reflected that they enjoyed
delivering the intervention and found it a useful learning
experience. Practitioners also felt that the intervention
was of benefit to the young people who received it; only
one practitioner felt that it had not been of significant
benefit to the young person they worked with (who was
the only young person who themselves reported that they
had not found the intervention helpful). Perceived ben-
efits included better self-understanding, enhanced emo-
tional and social literacy and improved coping skills.

This was mirrored in the perceptions of the young peo-
ple. All but one of the young people interviewed said that
had found the intervention valuable and believed it had
helped them make positive changes. For instance, one
participant who reported particularly wide-ranging ben-
efits told us:

I've stopped self-harming, I have more friends ... my
family problem at home that got better, 1 haven’t
had many fights with my parents, haven’t shouted
at my parents yet, I haven’t hurt my brothers, I
haven’t done, I haven'’t stole anything or anything,
my schoolwork is getting better (Young Person).

Co-delivery of the intervention by mental health
and school/college staff was viewed as a valuable com-
ponent of the intervention since it was reported to
improve school and college practitioners’ understanding
of the behaviour of young people presenting with BPD
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symptoms and their confidence in their ability to provide
ongoing support:

I've got a lot out of it, the experience, and you know
the little things that you pick on the way you can
use in the future with your young people (Education
Practitioner).

Further, the involvement of school or college staff was
felt to improve young people’s attendance and engage-
ment. However, staff participants also highlighted the
logistical challenges associated with co-delivery, chiefly
the difficulty of arranging sessions to suit the availabil-
ity of both practitioners and the timetable of the young
person.

Young people’s and practitioners’ experience of par-
ticipation will be discussed in more detail in a separate
publication, including their views of the content and
format of sessions, co-delivery model, and staff views of
the training and supervision provided. Further, young
people’s and practitioners’ view will be used in conjunc-
tion with processes observed to have occurred within
recorded sessions to suggest possible mechanisms of
action of the intervention and factors that may help or
hinder the action of these mechanisms.

Contamination of control arm

We did not find any evidence of direct contamination of
the control arm through provision of the intervention or
its components to those allocated to receive TAU during
the trial. However, some education practitioners reported
that they had, or intended to, use resources or strategies
from BEST in their wider practice, and/or that participat-
ing in BEST had changed how they viewed behaviours
that may be symptoms of BPD. As such, it is possible that
the implementation of BEST within schools and colleges
may indirectly impact TAU over time, and this would
need to be monitored in any future trial.

Health economic assessment

All health economic measures were found to perform
adequately. The modified CSRI was able to be completed
in full for most participants with little missing data. The
measure was also generally acceptable; however, one item
concerning service use by the participant’s family on
account of the participant’s mental health or behaviour
was reported by study research assistants as challenging
to gather information on in a sensitive manner. Given
the resource use for this item was comparatively low,
this item could be omitted from the measure in a future
study. Information on the resource use of participants is
available in Supplementary Tables 3, 4 and 5.
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Similarly, the EQ-5D-5L appears to have performed
acceptably in this population; three out of five dimen-
sions showed marked differences from full health (see
Supplementary Table 6 and Supplementary Figs. 1 and
2 for further details). This shows potential for the EQ-
5D-5L to capture change in the health-related quality of
life of young people with BPD symptoms, suggesting it
would be a good candidate for use in a future health eco-
nomic analysis of the BEST intervention.

While the cost-effectiveness of the intervention could
not be established in the current study, the total esti-
mated costs of delivering the intervention were calculated
as £1033 per participant (see Supplementary Tables 7 and
8 for details of this calculation). This would make the cost
of the delivering the intervention very favourable com-
pared to existing BPD interventions [37].

Serious adverse events

Four serious adverse events (SAEs) were recorded
during this feasibility trial (three in TAU arm, one in
BEST + TAU arm). These were three instances of over-
night admissions to acute hospital wards following over-
dose of medication and one voluntary admission to a
psychiatric inpatient unit after presenting to the emer-
gency department in mental health crisis. None was
deemed to be related to the study procedures.

Discussion

The aim of developing the BEST intervention was to
facilitate early intervention for BPD symptoms through
enabling evidence-based treatment to be provided within
a young person’s school or college. The need to improve
the accessibility of mental health support has increased
in urgency since this study was conceived due to the
increased prevalence and severity of mental health dif-
ficulties among young people following the COVID-
19 pandemic [38]. This was highlighted in a recent UK
Health and Social Care Select Committee report [39]
which recommended that the remit of school-based
Mental Health Support Teams (MHSTs) now being rolled
out across England [36] be expanded to provide support
to young people with more complex presentations.

The findings of this feasibility study suggest that it is
possible to deliver the BEST intervention within schools
and colleges with good fidelity, and that it is acceptable
to school and college staff, mental health practitioners
and, most importantly, young people who receive the
intervention. The intervention was perceived as being of
value to participating staff, young people and the wider
school community. The number, pattern and nature of
the serious adverse events reported during the feasibility
study (which were not unexpected given the participant
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group) did not raise any concerns about the safety of the
intervention.

While the costs of delivering the intervention were con-
siderably lower than for existing interventions for ado-
lescent BPD [37], they would likely need to be reduced
further to maximise future adoption, particularly in low-
and middle-income settings. Since providing the initial
practitioner training was a substantial contributor to the
cost of delivery, maximising the number of young people
receiving the intervention per practitioner trained and
exploring the cost-effectiveness of competing training
models [40] could reduce the costs to facilitate scalable
implementation.

While participants reported having experienced the
intervention as beneficial, this study was not powered
to assess the effectiveness of the intervention. Therefore,
further research would be needed to establish whether
the intervention improves outcomes before widespread
implementation could be recommended. We believe
the results of the current study provide support for con-
tinuing the programme of research and suggest that
randomising participants and following them up to 24
weeks would likely be feasible. However, we also identi-
fied several barriers that would need to be overcome for
a definitive trial of the intervention to be successful. Most
of these closely aligned with factors identified in an evi-
dence synthesis of barriers and facilitators to implemen-
tation of indicated mental health interventions within
education settings completed as part of an early stage of
this study [23].

Difficulties identifying potentially eligible young people
led to lower than anticipated referral rates during the fea-
sibility study. Recruiting to mental health trials has been
recognised as challenging [41], and there are particular
barriers to recruitment relating to children and young
people’s mental health services [42]. Most referrals to
this trial were received directly from schools and colleges
rather than from mental health professionals. This refer-
ral route has the potential to facilitate earlier intervention
but only if schools and colleges are well equipped to iden-
tify young people who may benefit [43]. Offering training
to all staff to enable them to recognise possible symptoms
of BPD may achieve this aim [44] but would constitute an
intervention in itself, with corresponding implications for
the design of a future evaluation.

Relatedly, the use of medical/diagnostic language and
use of clinical thresholds for eligibility created some
difficulties within the non-clinical setting of schools
and colleges. Potential referrers were mostly unfamil-
iar with the BPD diagnosis and expressed frustration
that young people who they felt would benefit from the
intervention were ineligible to participate. There has
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also been a recent paradigm shift in the classification
of personality disorders (reflected in the ICD-11 and
DSM-5 Section III), reflecting the view that personality
functioning is better understood as a dimensional con-
tinuum rather than as distinct categories of disorder
[45]. Therefore, broader inclusion criteria less closely
tied to the categorical conception of BPD may be war-
ranted in future work.

In addition, we encountered frequent logistical chal-
lenges associated with secondary mental health staff
co-delivering an intervention within schools and col-
leges. While the consensus among staff participating
in the feasibility study was that these challenges were
outweighed by the benefits, we anticipate that they
would prove prohibitive to widespread and sustained
implementation. However, the accelerated national
roll out of MHSTs means that there is now an expand-
ing school-based workforce of education mental health
practitioners (EMHPs) trained to deliver evidence-
based interventions to children and young people [46,
47]. Given EMHPs have similar levels of training to
staff who delivered the BEST intervention success-
fully in the feasibility study, we believe they would be
well placed to deliver BEST. Offering qualified EMHPs
training to deliver BEST, supervised by more senior
colleagues, would enable MHSTs to offer appropriate
and timely support to young people who might other-
wise fall between the gap of MHSTs ‘mild to moderate’
remit and increasingly high thresholds for specialist
services [47].

Further, participating school and college staft members
reported gaining a better understanding of BPD symp-
toms through their involvement and valued having a
clear therapeutic model for providing support. Since staff
reported that their experience of delivering BEST would
influence their wider work within their school or col-
lege, a future study may need to be cluster randomised to
account for wider school or college impacts.

Limitations

The disruption to and premature closure of the study
due to the COVID-19 pandemic reduced the window
for recruitment and the amount of data it was possible
to collect. Further, since the follow-up period overlapped
with a period of national lockdown, we can have less con-
fidence in the transferability of the findings regarding
participant retention than would otherwise have been
the case. As such, the conclusions drawn from the study
are more tentative than they might otherwise have been.
However, we were nonetheless able to answer our key
feasibility questions and generate findings to inform the
design of a future evaluation.
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Conclusion

The BEST intervention represents a promising
approach to providing young people experiencing BPD
symptoms with timely evidence-based support. We
believe that MHSTs would be well placed to provide
the intervention and, therefore, are currently develop-
ing a protocol for a future study evaluating the impact
of training qualified EMHPs to deliver BEST within
schools and colleges.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/540814-025-01679-5.

Supplementary Material 1. Supplementary figures: Supplementary
Figure 1. Baseline EQ-5D-5L by response level. Supplementary Figure 2.
Combined EQ-5D-5L dimension scores for all time periods by response
level. Supplementary tables: Supplementary Table 1. Overview of BEST
intervention sessions. Supplementary Table 2. Characteristics of schools
and colleges involved in the feasibility trial. Supplementary Table 3.
Reported use of school-based services. Supplementary Table 4. Reported
use of medicines. Supplementary Table 5. Reported use of hospital and
community services. Supplementary Table 6. EQ-5D-5L and EQ-5D-VAS
scores. Supplementary Table 7. Costs of providing workshop training. Sup-
plementary Table 8. Estimated cost of providing intervention.

Acknowledgements

We gratefully acknowledge Sophie Farthing who worked as the BEST research
assistant and Dr. Christine Lowen and Adam Graham who acted as interven-
tion supervisors and contributed to intervention refinement. Our heartfelt
thanks go to the young people, school and college staff members and mental
health practitioners who participated in the research. We would also like to
thank the young people and parents who contributed to the development
and conduct of the study as PPI representatives. We are grateful to members
of the Trial Steering Committee and Data Monitoring and Ethics Committee
for generously contributing their time and expertise.

Authors’ contributions

JW, BG, NM, SM, JM, TC and PF contributed to the initial conception and
development of the study. JW was the study’s chief investigator, responsible
for its overall leadership. NM and SM co-developed the BEST intervention,
wrote the first draft of the description of the intervention, led the training and
supervision of practitioners and monitored intervention fidelity. JM designed
and oversaw the process evaluation component of the study, supported

by TK.TC provided trial management support, supervised members of the
study team and contributed to interpretation of findings. AC was the study’s
statistician; he wrote and implemented the statistical analysis plan. DT was
the study’s health economist, responsible for the design and conduct of the
health economic component. PBJ provided scientific and clinical oversight. PF
provided academic mentorship to the wider study team and methodological
and clinical advice on the design and conduct of the study and interpretation
of findings. BG co-ordinated recruitment, data collection and data manage-
ment and contributed to intervention refinement and data analysis. BG wrote
the first draft of this manuscript. All authors contributed to and approved the
final manuscript.

Funding

This study was funded by the National Institute for Health Research (NIHR)
Health Services & Delivery Research programme (Ref. 17/09/31). The views
expressed are those of the authors and not necessarily those of the NIHR or
the Department of Health and Social Care.

Data availability
This datasets for the current study are available from the corresponding
author on reasonable request.


https://doi.org/10.1186/s40814-025-01679-5
https://doi.org/10.1186/s40814-025-01679-5

Wilson et al. Pilot and Feasibility Studies (2025) 11:102

Declarations

Ethics approval and consent to participate

Written informed consent (or written informed assent and parental consent in
the case of participants aged under 16 years) was obtained for all participants.
The study received Health Research Authority approval following confirma-
tion of a favourable ethical opinion by Yorkshire and the Humber — South
Yorkshire Research Ethics Committee (Ref.: 18/YH/0416).

Consent for publication
Not applicable.

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

Author details

"Norfolk and Suffolk NHS Foundation Trust, Hellesdon Hospital, Drayton
High Road, Norwich, UK. 2Norwich Medical School, University of East Anglia,
Norwich Research Park, Norwich, UK. 3School of Life Course and Population
Sciences, King's College London, London, UK. “Department of Psychiatry,
University of Cambridge, Cambridge, UK. >Anna Freud National Centre

for Children and Families, London, UK. ®Department of Clinical, Educational
and Health Psychology, University College London, London, UK.

Received: 5 October 2023 Accepted: 18 June 2025
Published online: 19 July 2025

References

1. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. 5th Editio. American Psychiatric Association; 2013.

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

3. Grant BF, Chou SP, Goldstein RB, Huang B, Stinson FS, Saha TD, et al. Preva-
lence, correlates, disability, and comorbidity of DSM-IV borderline person-
ality disorder: results from the Wave 2 National Epidemiologic Survey on
Alcohol and Related Conditions. J Clin Psychiatry. 2008;69(4):533-45.

4. Brickman LJ, Ammerman BA, Look AE, Berman ME, McCloskey MS. The
relationship between non-suicidal self-injury and borderline personality
disorder symptoms in a college sample. Borderline Personal Disord Emot
Dysregul. 2014;1(1):14.

5. Glenn CR, Klonsky ED. Prospective prediction of nonsuicidal self-injury: a
1-year longitudinal study in young adults. Behav Ther. 2011;42(4):751-62.

6. Kaess M, Brunner R, Chanen A. Borderline personality disorder in adoles-
cence. Pediatrics. 2014;134(4):782-93.

7. Moran P, Coffey C, Mann A, Carlin JB, Patton GC. Personality and sub-
stance use disorders in young adults. Br J Psychiatry. 2006;188(wave
1):374-9.

8. Zanarini MC, Horwood J, Wolke D, Waylen A, Fitzmaurice G, Grant BF.
Prevalence of DSM-IV borderline personality disorder in two community
samples: 6,330 English 11-year-olds and 34,653 American adults. J Pers
Disord. 2011;25(5):607-19.

9. Sharp C, Fonagy P. Practitioner review: Borderline personality disorder in
adolescence - recent conceptualization, intervention, and implications
for clinical practice. J Child Psychol Psychiatry. 2015;56(12):1266-88.

10. Mehlum L, Termoen AJ, Ramberg M, Haga E, Diep LM, Laberg S, et al.
Dialectical behavior therapy for adolescents with repeated suicidal and
self-harming behavior: a randomized trial. J Am Acad Child Adolesc
Psychiatry. 2014;53(10):1082-91.

11. Rossouw Tl, Fonagy P. Mentalization-based treatment for self-harm in
adolescents: a randomized controlled trial. Journal of the American
Academy of Child and Adolescent Psychiatry. 2012;51(12):1304-1313.e3.

12. Chanen AM, Jackson HJ, McCutcheon LK, Jovev M, Dudgeon P, Hok
PY, et al. Early intervention for adolescents with borderline personality
disorder using cognitive analytic therapy: randomised controlled trial. Br J
Psychiatry. 2008;193(6):477-84.

13. Chanen AM, McCutcheon LK. Prevention and early intervention for
borderline personality disorder: current status and recent evidence. Br J
Psychiatry. 2013;202:524-9.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

Page 12 of 13

. Laurenssen EMP, Hutsebaut J, Feenstra DJ, Van Busschbach JJ, Luyten

P. Diagnosis of personality disorders in adolescents: a study among
psychologists. Child Adolesc Psychiatry Ment Health. 2013;7(1):3.

. Vickers G, Combes H, Lonsdale J. Mental health professionals’ views of

the borderline personality disorder diagnosis for children and young
people: a Q-methodological study. Journal of Mental Health Training,
Education and Practice. 2022;18(1):1-13.

. Chanen AM, Sharp C, Hoffman P. Prevention and early intervention for

borderline personality disorder: a novel public health priority. World
Psychiatry. 2017;16(2):215-6.

. Chanen AM. Borderline personality disorder in young people: are we

there yet? J Clin Psychol. 2015,71(8):778-91.

. Goodman M, Patil U, Triebwasser J, Hoffman P, Weinstein ZA, New A.

Parental burden associated with borderline personality disorder in
female offspring. Journal of personality disorders. 2011;25(1):59-74.

. Chanen AM, Nicol K, Betts JK, Thompson KN. Diagnosis and treatment

of borderline personality disorder in young people. Current Psychiatry
Reports. 2020;22(5):1-8.

Hutsebaut J, Debbané M, Sharp C. Designing a range of mentalizing
interventions for young people using a clinical staging approach to
borderline pathology. Borderline Personality Disorder and Emotion
Dysregulation. 2020;7(1):1-10.

McGorry PD, Killackey E, Yung A. Early intervention in psycho-

sis: concepts, evidence and future directions. World Psychiatry.
2008;7(3):148-56.

Wilson J, Clarke T, Lower R, Ugochukwu U, Maxwell S, Hodgekins

J, etal. Creating an innovative youth mental health service in the
United Kingdom: the Norfolk Youth Service. Early Interv Psychiatry.
2017;12(4):740-746.

Gee B, Wilson J, Clarke T, Farthing S, Carroll B, Jackson C, et al. Review:
Delivering mental health support within schools and colleges - a
thematic synthesis of barriers and facilitators to implementation of
indicated psychological interventions for adolescents. Child Adolesc
Mental Health. 2021;26(1):34-46.

Julious S. Sample size of 12 per group rule of thumb for a pilot study.
Pharm Stat. 2005;4(4):287-91.

Sim J, Lewis M. The size of a pilot study for a clinical trial should be
calculated in relation to considerations of precision and efficiency. J
Clin Epidemiol. 2012;65(3):301-8.

Crick NR, Murray-Close D, Woods K. Borderline personality features

in childhood: a short-term longitudinal study. Dev Psychopathol.
2005;17(4):1051-70.

Vrouva |, Fonagy P, Fearon PRM, Roussow T. The risk-taking and self-
harm inventory for adolescents: development and psychometric evalu-
ation. Psychol Assess. 2010;22(4):852-65.

Gratz KL, Roemer L. Multidimensional assessment of emotion regula-
tion and dysregulation. J Psychopathol Behav Assess. 2004;26(1):41-54.
Malecki CK, Demaray MK. Measuring perceived social support: devel-
opment of the Child and Adolescent Social Support Scale (CASSS).
Psychol Sch. 2002;39(1):1-18.

Hodgekins J, French P, Birchwood M, Mugford M, Christopher R,
Marshall M, et al. Comparing time use in individuals at different stages
of psychosis and a non-clinical comparison group. Schizophr Res.
2015;161:188-93.

Zanarini MC. Childhood interview for DSM-IV borderline personality
disorder (CI-BPD). Belmont, MA: McLean Hospital; 2003.

Kaufman, Birmaher, Rao R. Kiddie-Sads-Present and Lifetime Version
(K-SADS-PL). 1996.

Herdman M, Gudex C, Lloyd A, Janssen M, Kind P, Parkin D, et al. Develop-
ment and preliminary testing of the new five-level version of EQ-5D
(EQ-5D-5L). Quality of Life Research. 2011;20(10):1727-36.

Chisholm D, Knapp MR, Knudsen HC, Amaddeo F, Gaite L, van Wijn-
gaarden B. Client Socio-Demographic and Service Receipt Inventory-
-European version: development of an instrument for international
research. EPSILON Study 5. European Psychiatric Services: Inputs Linked
to Outcome Domains and Needs. The British journal of psychiatry Sup-
plement. 2000;(39):528-33. https://doi.org/10.1192/bjp.177.39.528.
Curtis L, Burns A. Unit Costs of Health and Social Care 2019. Canterbury:
Personal Social Services Research Unit, University of Kent; 2019.


https://doi.org/10.1192/bjp.177.39.s28

Wilson et al. Pilot and Feasibility Studies (2025) 11:102 Page 13 of 13

36. HMTreasury. Spending Review 2025. 2025. Available from: https://www.
gov.uk/government/publications/spending-review-2025-document/
spending-review-2025-html. Cited 2025 Jun 14.

37. Murphy A, Bourke J, Flynn D, Kells M, Joyce M. A cost-effectiveness analy-
sis of dialectical behaviour therapy for treating individuals with borderline
personality disorder in the community. Ir J Med Sci. 2020;189(2):415-23.

38. SamjiH, Wu J, Ladak A, Vossen C, Stewart E, Dove N, et al. Review: Mental
health impacts of the COVID-19 pandemic on children and youth - a
systematic review. Child Adolesc Mental Health. 2022;27(2):173-89.

39. House of Commons Health and Social Care Committee. Children and
young people’s mental health, Eighth Report of Session 2021-22. 2021.

40. Raghavan R, Fitzsimmons-Craft EE, Welch RR, Jo B, Proctor EK, Wilson GT,
et al. Cost-effectiveness of train-the-trainer versus expert consultation
training models for implementing interpersonal psychotherapy in col-
lege mental health settings: evidence from a national cluster randomized
trial. Implement Sci. 2024;19(1):55.

41. Jones H, Cipriani A. Barriers and incentives to recruitment in mental
health clinical trials. Evidence Based Mental Health. 2019;22(2):49-50.

42. Katangwe-Chigamba T, Murdoch J, Wilkinson P, Cestaro V, Seeley C,
Charami-Roupa E, et al. Doing research in non-specialist mental health
services for children and young people: lessons learnt from a process
evaluation of the ICALM (Interpersonal Counselling for Adolescent
Low Mood) feasibility randomised controlled trial. Pilot Feasibility Stud.
2024;10(1):14.

43. Soneson E, Howarth E, Ford T, Humphrey A, Jones PB, Thompson Coon J,
et al. Feasibility of school-based identification of children and adoles-
cents experiencing, or at-risk of developing, mental health difficulties: a
systematic review. Prev Sci. 2020;21(5):581-603.

44. Soneson E, Burn AM, Anderson JK, Humphrey A, Jones PB, Fazel M, et al.
Determining stakeholder priorities and core components for school-
based identification of mental health difficulties: a Delphi study. J Sch
Psychol. 2022;91:209-27.

45, Mulder RT. ICD-11 personality disorders: utility and implications of the
new model. Front Psych. 2021;12(May):10-4.

46. British Psychological Society. Mental Health Support Teams: how to max-
imise the impact of the new workforce for children and young people.
2019.

47. Ellins J, Hocking L, Al-Haboubi M, Newbould J, Fenton SJ, Daniel K, et al.
Implementing Mental Health Support Teams in schools and colleges: the
perspectives of programme implementers and service providers. J Ment
Health. 2024;33(6):714-20.

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


https://www.gov.uk/government/publications/spending-review-2025-document/spending-review-2025-html
https://www.gov.uk/government/publications/spending-review-2025-document/spending-review-2025-html
https://www.gov.uk/government/publications/spending-review-2025-document/spending-review-2025-html

	Feasibility randomised controlled trial of a brief psychological intervention for adolescents with borderline personality disorder symptoms delivered with schools and colleges
	Abstract 
	Background 
	Methods 
	Results 
	Limitations 
	Conclusions 
	Trial registration number 

	Key messages regarding feasibility
	What uncertainties existed regarding feasibility?
	What are the key feasibility findings?
	What are the implications of the feasibility findings for the design of the main study?

	Background
	Methods
	Intervention refinement
	Feasibility RCT​
	Design
	Setting
	Participants, sample size and ethical approval
	Intervention arm: brief education support treatment (BEST) plus treatment as usual (TAU)
	Control arm: TAU only
	Randomisation and blinding
	Data collection
	Data analysis
	Impact of COVID-19 pandemic


	Results
	Recruitment and retention
	Recruitment of sites
	Staff participants
	Recruitment and retention of young people
	Participant characteristics

	Suitability of outcome measures
	Rates of completion
	Descriptive statistics

	Intervention delivery and acceptability
	Fidelity of intervention delivery
	Acceptability of the intervention

	Contamination of control arm
	Health economic assessment
	Serious adverse events

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


