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ABSTRACT
Objectives Many adolescents and young adults with 
emerging mood disorders do not achieve substantial 
improvements in education, employment, or social 
function after receiving standard youth mental health 
care. We have developed a new model of care referred 
to as ‘highly personalised and measurement- based care’ 
(HP&MBC). HP&MBC involves repeated assessment 
of multidimensional domains of morbidity to enable 
continuous and personalised clinical decision- making. 
Although measurement- based care is common in medical 
disease management, it is not a standard practice in 
mental health. This clinical effectiveness trial tests whether 
HP&MBC, supported by continuous digital feedback, 
delivers better functional improvements than standard 
care and digital support.
Method and analysis This controlled implementation 
trial is a PROBE study (Prospective, Randomised, Open, 
Blinded End- point) that comprises a multisite 24- month, 
assessor- blinded, follow- up study of 1500 individuals aged 
15–25 years who present for mental health treatment. 
Eligible participants will be individually randomised (1:1) 
to 12 months of HP&MBC or standardised clinical care. 
The primary outcome measure is social and occupational 
functioning 12 months after trial entry, assessed by the 
Social and Occupational Functioning Assessment Scale. 
Clinical and social outcomes for all participants will be 
monitored for a further 12 months after cessation of active 
care.
Ethics and dissemination This clinical trial has 
been reviewed and approved by the Human Research 
Ethics Committee of the Sydney Local Health District 
(HREC Approval Number: X22- 0042 & 2022/ETH00725, 
Protocol ID: BMC- YMH- 003- 2018, protocol version: V.3, 
03/08/2022). Research findings will be disseminated 

through peer- reviewed journals, presentations at scientific 
conferences, and to user and advocacy groups. Participant 
data will be deidentified.
Trial registration number ACTRN12622000882729.

INTRODUCTION
There has been increasing recognition 
of the premature death and persistent 
disability attributable to the major mental 
disorders.1 2 The largest proportion of this 
excessive morbidity is attributable to mood 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ To our knowledge, this is the first large- scale effec-
tiveness trial that tests whether early intervention 
and secondary prevention deliver substantive im-
provements in functional outcomes for young peo-
ple with major mood disorders.

 ⇒ The trial sample will be large, and the use of minimal 
eligibility criteria maximises the generalisability of 
these findings to other youth mental health settings.

 ⇒ The trial introduces new service roles (i.e., ‘digital 
navigator’, ‘clinical facilitator’) to help clinicians and 
clients access the optimal package of interventions.

 ⇒ Standard care packages are delivered in the same 
setting and by the same health professional as the 
intervention group. So cross- over effects may atten-
uate between groups differences.

 ⇒ The availability and access to specific interventions 
needed to deliver enhanced care to those in the in-
tervention group may be variable across different 
trial sites.
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disorders, reflecting their early age of onset, high popu-
lation prevalence, chronicity, and comorbidity.3 While 
significant investments have been made in youth mental 
health services internationally, there is a lack of substan-
tive evidence for which models of care are optimal for 
improving illness outcomes.

Mood disorders place young people at risk of 
prolonged socioeconomic difficulties, even when their 
mental ill- health subsides.4 5 Our work has identified 
that up to two- thirds of young people in youth mental 
health services experience poor longer- term functional 
outcomes.6 7 Current evidence suggests that youth mental 
health services primarily benefit those in the earlier 
stages of illness and that while brief psychological inter-
ventions are effective for reducing psychological distress, 
they only marginally improve functioning.8 Further, 
current models of care do not appear to be well suited 
to those with comorbidities, mixed or attenuated symp-
tomatology, or social and occupational complexity. Most 
treatment plans are focused narrowly on limited treat-
ment choices or ‘steps’ for discrete disorders. They are 
based on average population effects or clinical experi-
ence,9–17 and are often inaccurate and inconsistent.

The differentiation of young people with ‘reasonable/
good’ from ‘impaired/poor’ functioning at presentation 
is a key factor to be considered (alongside other clinical 
variables) to determine the need for highly personalised 
care with the appropriate type, intensity, sequence, and 
duration of multidisciplinary interventions. This approach 
aligns with optimal models of mental health care and 
should be a key component of youth mental health service 
provision.18 Yet, the evidence- base for health service 
models that guide personalised interventions for young 
people with mood disorders is sparse.19–22 Furthermore, 
it is not standard practice to use measurement- based care 
(MBC) for the monitoring of symptoms and functioning 
to drive continuous and personalised clinical decision- 
making.23–27 Highly personalised and MBC, which entails 
routine assessment of multidimensional outcomes and 
regular monitoring of an individual’s response to treat-
ment, is a core component of the chronic care model and 
supports better- informed clinical decisions.28–34 These 
decisions may include the adjustment of treatment type 
and intensity. Despite good evidence for its effective-
ness and its customary use in physical disease manage-
ment,31 32 it remains largely absent from youth mental 
health care.9 35

Objectives of the study
The primary objective of this large- scale clinical effec-
tiveness trial is to assess the effectiveness of 12 months 
of intensive, personally tailored, assertive care (the digi-
tally supported highly personalised and measurement- 
based care (HP&MBC) package), compared with digitally 
supported standard clinical care. We will test whether the 
HP&MBC package results in a greater improvement of 
social and occupational functioning compared with stan-
dard clinical care. The secondary objective is to assess the 

mental health status of all participants 12 months after 
the HP&MBC and standard care interventions.

We hypothesise that while the standard care packages 
will be an improved offering (through greater standardi-
sation of assessment and access to digital technology), the 
HP&MBC treatment packages will be superior by imple-
menting continuous and proactive monitoring and care 
coordination using digital technologies and providing 
extensive feedback to the clinical service, the treating 
clinician, the young person, and their family or carer.36

METHODS AND ANALYSIS
Study design and setting
This large- scale, prospective study aims to enrol 1500 
mental health treatment- seeking young people with mood 
disorders. The trial was designed with the aid of young 
people with lived experience of mental illness and is a 
PROBE study (Prospective, Randomised, Open, Blinded 
End- point). It comprises a 24 month (12 months active 
treatment, 12 months additional follow- up), multisite, 
two- arm (HP&MBC package vs standardised clinical care), 
randomised (1:1), blinded outcome assessor, controlled 
implementation trial. The trial will be conducted at 
the Brain and Mind Centre (The University of Sydney, 
Australia) and affiliated youth centres that focus on 
treating young people with mental illnesses. As noted 
below, prior to commencing the randomised controlled 
trial (RCT), there will be a pretrial phase (figure 1).

Pretrial phase
The study includes a pretrial phase to allow the digital 
technology platform to be introduced to the clinical teams 
and integrated into the service procedures. This period 
will be used to work through any implementation issues 
prior to commencing the RCT. Also, it permits collection 
of pretrial data from each clinical service, including an 
audit of outcomes in routine clinical practice (e.g., rates 
of improvement or deterioration in social and occupa-
tional function in non- trial clinical cohorts).

RCT and follow-up phase (~24 months)
After the pretrial phase, the RCT phase of the study 
commenced in early 2023, with the first participant 
enrolled on 1 March 2023. Participation in the trial will 
be 24 months following enrolment (baseline assessment), 
including 12 months of active treatment and 12 months 
additional follow- up. Five independent assessments will be 
conducted: at baseline, 3 months, 6 months, 12 months, 
and 24 months. We anticipate recruitment and randomi-
sation of 100% of the target sample size by the end of 
2025, and we estimate data collection to be completed by 
late 2027.

Patient and public involvement
Young people with lived experience of mental illness were 
invited to participate in the study design through consul-
tations with the Brain and Mind Centre Lived Experience 
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Working Group. The working group consists of culturally 
and linguistically diverse young people aged 16–30 years. 
The principles underpinning the trial, and the name 
for this trial ‘EMPOWERED’, were identified by young 
people with lived experience (box 1).

Study population
The study focuses on young people seeking help for 
psychological distress and presenting with early stage 
mood syndromes, characterised not only by the mix of 
anxiety or depressive symptoms and their impact on 

functioning, but also according to stage of illness criteria: 
stage 1a, non- specific anxiety and depressive syndromes; 
stage 1b, attenuated syndromes; or stage 2, first full- 
threshold, major, and discrete mood syndromes.18 
Recruitment is also based on the presentation to care 
and existing functional impairment. This approach is 
consistent with the National Institute of Mental Health 
recommendations for conducting more integrative clin-
ical research.14 Approximately 10 000 individuals aged 
15–25 years present to the Brain and Mind Centre and 
affiliated youth centres per year. We expect that 3000 
individuals will meet the inclusion criteria and that about 
50% of the eligible individuals will consent. In total, 1500 
young people will be included (750 allocated to the active 
12- month care package and 750 allocated to the stan-
dardised care package).

Inclusion and exclusion criteria
Participation in this study will be offered to adolescents 
and young adults aged 15–25 years seeking help for 
psychological distress and classified as clinical stage 1a, 
1b, or 2. The participants must have an initial Social and 
Occupational Functioning Assessment Scale (SOFAS) 
score of ≤70,37 indicating an impaired social and occupa-
tional functioning. Additional exclusion criteria includes 
acute suicidal or aggressive behaviour requiring alterna-
tive care or a depressive syndrome secondary to a primary 
medical condition. Young people who have a clinically 
evident intellectual disability (IQ<70 as per medical 
history review) will be excluded due to the likely difficulty 
in completing the assessments.

Study course and procedures
The clinical trial comprises 12 months active treatment 
and 12 months follow- up phase. That is, each subject will 
be followed for 2 years, whereby five blinded indepen-
dent assessment visits will take place (figure 2).

Individuals referred to the trial will be contacted by 
a research team member who will provide information 
about the study and conduct a preliminary assessment 

Figure 1 Study design and service subgroups. An overview of how the trial design gives rise to distinct groups within a single 
participating service. There are two implementation phases and three research arms associated with this trial which result in 
four distinct groups for each service based on a young person’s exposure and trial participation status. Group 1 is used to 
establish baseline outcome statistics for the service prior to the trial commencing. Groups 2, 3, and 4 differ based on the trial 
status, which will determine what treatments they receive. The primary outcome analysis for the randomised control trial will 
be between groups 3 and 4. Routine outcome evaluation data collection is ongoing from the first phase of the trial, whereby all 
groups will be followed up using the same processes and practices. BAU, business as usual.

Box 1 The EMPOWERED trial principles

1. Educate: to educate young people, and their families and carers, on 
the potential usefulness of technology, and how routine monitoring 
can give them a greater say in their care journey.

2. Measurement- based: to improve continuous and real- time meas-
urement of young people’s symptoms and functioning, and longer- 
term outcomes, so that they can receive more effective care.

3. Personalised: ensuring that treatment is personalised, so that the 
complexity of young people’s needs are recognised, documented, 
acted on and preserved over the care journey.

4. Openness: improving open communication between young people, 
their families and carers, and clinicians by making everyone more 
informed about progress in care.

5. Work collaboratively: helping clinicians and young people to work 
collaboratively to create and respond to treatment goals by facili-
tating treatment monitoring, emphasising functional recovery and 
allowing young people to focus on assessment domains that matter 
most to them.

6. Engage: increasing young people’s engagement in care planning, by 
putting information about their mental health into their own hands.

7. Recovery: earlier recovery through improved clinical and functional 
assessment, and actively monitoring social, education and employ-
ment outcomes, to ensure that young people receive earlier and 
more personalised care.

8. Enhanced Digitally: leverage the advanced capabilities of digital 
technologies to facilitate the assessment, monitoring and manage-
ment of mental health problems, and support shared and informed 
decision- making.
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of the inclusion and exclusion criteria. Potential partic-
ipants interested in taking part in the study will then 
be provided with a copy of the participant information 
statement (online supplemental material 1), and an 
appointment will be scheduled for an enrolment visit. 
During the enrolment/baseline visit (Visit 0), the study 
will be explained in lay terms and any questions will be 
answered. Following informed consent, participants will 
be given relevant assessments to confirm that they meet 
the inclusion criteria.

Participants who meet the inclusion criteria will be 
randomised to one of the two treatment arms using a 

1:1 individual person randomisation algorithm (using 
Research Electronic Data Capture (REDCap))38 taking age, 
gender, and treatment centre as stratification factors into 
account. The care packages will be delivered within the first 
12 months of the study by clinicians operating within each 
service. During this study phase, three study visits will take 
place: (1) Visit 1 (3 months after trial entry); (2) Visit 2 (6 
months after trial entry); and (3) Visit 3 (12 months after 
trial entry). A follow- up visit (Visit 4) will be conducted 12 
months after completion of the care packages (figure 2). 
All follow- up assessments will be carried out by blinded- 
independent assessors from the research team.

Individual screening
(preliminary ax of the inclusion & exclusion 

criteria; approx. n=3000)

• Did not receive allocated intervention 
(n=#)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

• Allocated to intervention arm
(approx. n=750)

• Receive HP&MBC 

• Allocated to standard arm
(approx. n=750)

• Receive treatment as usual 
(still has access to Innowell)

• Informed consent
• Eligibility assessment - standardised 

clinical assessments
• Baseline data collection 

• Self-report questionnaires on Innowell 
• Initial assessments

Abbreviations
- HP&MBC: Highly personalised 

and  measurement-based care
- CF: Clinical facilitator
- DN: Digital navigator

Excluded if participant:
• Did not consent (n=#)
• Did not complete the 

questionnaires (n=#)
• Did not complete the 

initial assessment (n=#)
Randomisation

(approx. n = 1500)

Screening

Allocation

• Did not receive allocated intervention 
(n=#)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

Visit 0: Enrolment and 
Baseline Data Collection

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

• Analysed (n=#)
• Excluded from analysis (n=#)

Visit 1: 3 months Follow Up

Visit 2: 6 months Follow Up

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

Visit 3: 12 months Follow Up
END OF TREATMENT PACKAGE

Participants can choose to continue care as 
per usual (without CF involved in care)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

• Lost to follow-up (n=#)
• Discontinued intervention (n=#)

Visit 4: 24 months Follow Up

• Analysed (n=#)
• Excluded from analysis (n=#)

Analysis

Pretrial Phase • DN and research staff provide training 
on HP&MBC and Innowell.

• Baseline outcome statistics for service 
prior to trial commencement       
(approx. 3 months)

Figure 2 Study flow diagram (consort style).

 on O
ctober 13, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-072082 on 11 O

ctober 2023. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjopen-2023-072082
http://bmjopen.bmj.com/


5Hickie IB, et al. BMJ Open 2023;13:e072082. doi:10.1136/bmjopen-2023-072082

Open access

Care packages
To coordinate ongoing clinical care and functional 
recovery, real- time data feedback will be provided in both 
treatment arms using health information technology. 
As demonstrated in our longitudinal studies,7 8 39 those 
with attenuated syndromes often receive only brief inter-
ventions (six or fewer sessions of psychological support) 
and exit services with residual high levels of impairment. 
There is a fundamental mismatch between the time 
course of impairment (typically well- established by the 
time the young person presents to clinical care) and the 
brief clinical interventions provided by early intervention 
services. Therefore, we now use personalised technolo-
gies to tailor, plan, and track the relationships between 
clinical care delivery (and sequencing) and functional 
recovery strategies. The real- time data feedback will 
support optimal combinations of indirect and direct 
intervention strategies until the young person achieves: 
(1) syndromal remission and risk reduction and (2) social 
and occupational recovery. This real- time data feedback 
will be supported by the Innowell Platform.40

The digitally supported HP&MBC package represents 
an intensive, personalised and assertive treatment 
package. It builds on the usual processes provided by the 
services at each centre, including systematic assessment 
and allocation of clinical care within multidisciplinary 
team environments. The HP&MBC package uses two key 
streams, namely (1) the therapeutic power of active and 
continuous feedback with regards to illness type, course, 
response to interventions, and social and economic 
impact of care; and (2) the capacity of new assessment 
and monitoring techniques to tailor treatment options—
with the standardisation of those stepped- care options 
into an ongoing and proactive shared care plan.

The HP&MBC package includes:
1. Initial digital assessment covering the domains of symp-

toms, social and occupational functioning, self- harm 
and suicidal thoughts and behaviours (STBs), physical 
health, and alcohol and other substance misuse.

2. Feedback of the initial ‘dashboard’ of results to the 
user of care and family members, clinical services, and 
the principal treating clinician (figure 3).

3. Continuous outcome monitoring and feedback—reg-
ular review of ‘dashboard’ to the user of care and fam-
ily members, clinical services, and principal treating 
clinician (monthly for first 12 months, may vary based 
on individual needs).

4. More detailed online, clinical, neuropsychological, 
and lab- based testing as recommended by digital or 
clinical protocols, including the use of specific indi-
vidual monitoring devices (e.g., wearable activity mon-
itors, mood monitors) to inform broad diagnostic cat-
egorisation and then assign a more specific series of 
highly personalised treatment options.

5. Determination of indicative subtype of depressive 
syndrome by incorporation of clinical factors and life 
course, to link to specific intervention strategies.

6. Utilisation of online shared care planning by the user 
of care and family members, clinical services, and prin-
cipal treating clinician.

Active and continuous feedback will guide evidence- 
based decision- making related to treatment plans as it 
supports the choice of optimal combinations of interven-
tions. The measurement- based feedback will help detect 
unmet needs, increase the likelihood that clinicians 
identify young people who are non- responsive to treat-
ment and facilitate the process to adjust the care plan to 
improve the young person’s outcomes.

The standard care package builds on the usual service 
systems (largely Medicare- funded psychological care), 
including systematic assessment and allocation of clinical 
care within multidisciplinary team environments.

The standardised care package includes:
1. Initial digital assessment covering the domains of 

symptoms, social and occupational function, self- harm 
and STBs, physical health, and alcohol and other sub-
stance misuse.

2. Feedback of the initial ‘dashboard’ of results to the 
user and treating clinician at baseline.

3. Provision of standard multidisciplinary care options 
and ongoing access to other relevant psychological 
and pharmacological options.

In this study, the following targeted therapies (over 
and above standard psychological care), which have been 
shown in various studies to have beneficial effects,18 41–49 
are of particular relevance.
1. Social and Functional Recovery Therapies: interventions 

that target social recovery include direct support to 
return to work, re- engaging in education or train-
ing, and social skills training to reduce isolation and 
improve relationships with peers and family. Key 
components of these interventions include setting 
meaningful recovery goals, establishing the external 
resources to support recovery, and using outreach 
graded behavioural experiments to re- establish 
functioning.

2. Circadian Interventions: pharmacological (e.g., agomel-
atine, brexpiprazole), physical (e.g., light therapy), or 
behavioural interventions (e.g., sleep–wake reschedul-
ing) that target dysregulation of sleep–wake behaviours 
and biological circadian rhythms.

3. Cognitive- Behaviour Therapies (CBT) and Social Therapies 
Groups: CBT teaches the individual to link their feel-
ings, thoughts and patterns of behaviours to reduce 
psychological distress. A greater focus on social cogni-
tion training may be needed for those with social cog-
nitive impairment.

4. Dialectic Behaviour Therapy (DBT): DBT is a modified 
version of CBT designed to treat symptoms often asso-
ciated with emotional dysregulation and poor distress 
tolerance such as self- harm, suicidal behaviour, and 
substance use. The emphasis is on moving away from 
harmful coping behaviours and incorporates mindful-
ness, distress tolerance, emotional regulation, and in-
terpersonal effectiveness strategies.
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5. Healthy lifestyle and cardiometabolic health targeted treat-
ments: the World Health Organisation (WHO) 
guidelines recommend that lifestyle behavioural inter-
ventions should be considered the first- line treatments 
for managing physical health (including cardiomet-
abolic health) for those with severe mental illness. 
Psychoeducational interventions focusing on healthy 
lifestyle habits including diet, physical activity, and 
sleep practices have been shown to ameliorate both 
the physical and mental health concerns of young peo-
ple with psychiatric disorders.

While these therapies will be available to participants 
in both treatment arms, those in the HP&MBC treatment 
group will be actively referred to the specific optimal treat-
ment programme/programmes based on the outcomes 
of the continuous assessment data that will be made 
available to the participant and their treating clinician. 
In addition to the targeted therapies mentioned above, 
additional relevant therapies may be introduced over the 
course of the study as the clinical needs of participants 
become apparent.

Service roles
Two additional service roles will be employed for the 
trial (table 1). The first is a ‘clinical facilitator’ who is 
an independent clinician focused on ensuring optimal 
uptake of the HP&MBC by treating clinicians. This will be 
achieved by working collaboratively with clinicians with 
the aim of reducing the additional tasks associated with 
enhanced and rapid communication, and tracking, inter-
preting, and actioning feedback. The second role is a 
‘digital navigator’ who will operate for participants across 
both arms of the trial. The primary focus of the role is 
to provide peer support for young people to motivate 
them to provide outcome data; regularly remind them of 
the purpose of collecting data and how it can improve 
their treatment journey; help the young person, carer, 
and clinician address technical issues; and provide guid-
ance about useful e- tools to be used in treatment. Data 
in the form of research observations and field notes will 
be collected to document the process of how these roles 
function

Figure 3 An example dashboard of results from the Innowell Platform.
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Assessments
A series of standardised clinical assessments will be 
conducted at the enrolment visit (Visit 0) to assess inclu-
sion and exclusion criteria (table 2), including:
1. Structured Clinical Interview for Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition,50 
to assess the presence of mental health and substance 
use disorders.

2. A framework for clinical staging18 51 will be applied 
to assess illness severity and differentiate those in the 
earliest phases with non- specific clinical presentations 
(stages 1a ‘seeking help’) from those at greater- risk 
with more specific, subthreshold presentations (stage 
1b ‘attenuated syndromes’) and those who have 
reached a threshold for a progressive or recurrent dis-
order meeting diagnostic criteria (stage 2, 3 or 4).

Table 1 Role descriptions of the facilitator team

Description of roles Tasks Examples

Clinical facilitator
Only available for participants in the 
intervention arm
The purpose of this role is to facilitate the 
use of the HP&MBC by clinicians. This is 
achieved by working collaboratively with 
clinicians with the aim of reducing burden 
associated with communication, tracking, 
and interpreting and actioning feedback. 
The main responsibilities of this role 
include:
1. Assisting clinicians to review and 

aid identification of any domains 
of concern (eg, increased risk or 
decreased social support).

2. Providing logistical support in making 
referrals for clients.

This role does not have any clinical 
responsibility towards clients as this is a 
support role.

 ► Ensure that each participant has 
a clear functional recovery plan 
that has been discussed with the 
young person and their clinician 
(i.e., what is the plan and who is 
involved?)

 ► Promote and assist with the use of 
routine client feedback to inform 
personalised treatment options

 ► Reduce time burden for 
clinicians by monitoring client 
progress using technology and 
alerting clinicians if significant 
deteriorations/risk arise

 ► Performing administrative tasks 
to facilitate referrals, and identify 
appropriate treatment options 
recommended by the youth model

 ► Regularly assess with clinicians 
how client feedback has been 
used in sessions to inform 
treatment

 ► Develop a good understanding 
of referral options in the relevant 
area including community 
organisations, schools, public 
health services, online services, 
and apps

 ► Assist with identifying appropriate 
care options and help with the 
logistics of the organisation of 
clinical care

SOFAS deterioration
CF notes that patient X’s SOFAS has deteriorated 
10 points since their last report 1 month ago. CF 
communicates with X’s psychiatrist, using their 
preferred communication method, letting them know 
that there has been a deterioration. Psychiatrist 
notifies CF that they have commenced a new course 
of treatment at their last appointment 2 weeks ago 
and will continue monitoring their symptoms. CF 
also communicates with psychologist to let them 
know about deterioration and notes that psychiatrist 
has changed medication recently. Psychologist 
notes that client X has recently begun exposure 
exercises in their weekly therapy sessions that they 
are finding highly distressing.
One month later, the client reports further 
deterioration to SOFAS and that they have 
experienced an increase in passive suicidal 
ideation. CF communicates this to the psychiatrist 
and psychologist. Psychiatrist requests DBT and 
CF facilitates meeting between psychologist and 
psychiatrist to discuss options.
CF also contacts three local community and public 
health services that offer DBT programmes and 
finds that Cremorne Health Centre has a spot 
available for client X. CF passes this information to 
psychiatrist to make referral.

Digital navigator
Available to participants in both arms of 
the trial
The primary focus of the role is to:
1. Provide peer support for clients to 

motivate them to provide outcome 
data—regularly remind the clients of 
the purpose of collecting data and 
how it can improve their treatment 
journey.

2. Help client, carer, and clinician to 
address other technical issues.

3. Provide guidance about useful e- tools 
(online resources and apps) to be 
used in treatment.

 ► Troubleshoot any issues related to 
technology for clients, caregivers 
and clinicians

 ► Remind clients to complete 
Innowell questionnaires. Routinely 
follow- up with clients, through 
their preferred method (e.g., text, 
email, or face to face) to ensure 
regular data collection

 ► Research evidence- based e- tools 
that clinicians can confidently use 
as part of treatment

Enrolment of a new participant
Client X newly joined the trial. The DN will organise 
a brief meeting with the client to introduce Innowell 
and to educate them on the purpose of using the 
platform and its potential benefits.
After 1 month, DN follows up with client X to collect 
feedback about their experience of Innowell and 
whether regular reporting about their symptoms has 
been used by clinicians to inform treatment.
Client X states that they liked how their functional 
scores were discussed during the session but 
wished that their physical health status was 
addressed. DN relays the feedback and suggests an 
app that can monitor client physical status to CF. CF 
alerts clinicians about client X’s physical scores and 
promotes active response.

CBT, cognitive- behaviour therapy; CF, clinical facilitator; DBT, dialectic behaviour therapy; DN, digital navigator; HP&MBC, highly 
personalised and measurement- based care; SOFAS, Social and Occupational Functioning Assessment Scale.
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3. SOFAS to record the clinician’s judgement of overall 
social and occupational function.

4. A mental risk assessment to assess acute suicidal 
behaviour.

As summarised in table 2, individuals who fulfil all 
inclusion and exclusion criteria will undergo additional 
clinician/researcher- administered baseline assessments 
evaluating depressive symptomatology, personal social 
performance and self- report questionnaires which will be 
provided to collect information regarding demographics, 
mental and physical health history, quality of life, self- 
harm, STBs, alcohol and substance use, and physical 
health. Furthermore, blood samples will be collected 
to assess metabolic, inflammatory, and standard blood 
markers.

While social and occupational functioning, illness 
severity, and depressive symptoms will be assessed at 

every subsequent visit (Visits 1–4), the structured clin-
ical interview will only be repeated at the end of the 
active treatment phase (12 months after trial entry, Visit 
3; and 24 months after trial entry, Visit 4). Self- report 
questionnaires will be provided at each visit during the 
active treatment phase (Visits 1–3). Blood samples will 
be collected at baseline, 6 months, and 12 months after 
trial entry (i.e., at visits 0, 2, and 3) to monitor changes in 
metabolic, inflammatory, and standard blood markers. 
Blood test results for young people in the intervention 
arm will be immediately relayed to treating clinicians, 
to provide more data to determine the appropriate 
treatment for the participant. For example, non- specific 
immunosuppressive therapies or innovative immune 
therapies could be the optimal treatment approach for 
young people with atypical major mood or psychotic 
disorders.

Table 2 Overview of research assessments

Domain Assessment Administration

Time points (months)

0 3 6 12 24

Clinical diagnosis Structured Clinical Interview to 
assess for DSM- 5 Mental Health 
and Substance Use Disorders

Researcher 
administered

✓ ✓

Acute suicidal and 
aggressive behaviour 
(exclusion criteria)

CAARMS (7.3 and 5.4) Researcher 
administered

✓

Social and 
occupational 
functioning

SOFAS Researcher 
administered

✓ ✓ ✓ ✓ ✓

Social and 
occupational 
functioning

PSP Researcher 
administered

✓ ✓ ✓ ✓ ✓

Depressive 
symptoms

QIDS- C Researcher 
administered

✓ ✓ ✓ ✓ ✓

Illness severity Clinical staging Researcher 
administered

✓ ✓ ✓ ✓ ✓

Quality of life ReQoL- 10 Self- report ✓ ✓ ✓ ✓ ✓

Self- harm/suicidal 
thoughts and 
behaviours

SIDAS/adaptation of the C- SSRS/B- 
NSS- AT

Self- report ✓ ✓ ✓ ✓ ✓

Alcohol and 
substance use

AUDIT- C: Alcohol use
WHO- ASSIST: Alcohol and other 
substance use

Self- report ✓ ✓ ✓ ✓ ✓

Physical health Height/weight/waist/BMI Self- report ✓ ✓ ✓ ✓ ✓

Physical health IPAQ (physical activity) Self- report ✓ ✓ ✓ ✓ ✓

Physical health Metabolic, inflammatory and 
standard clinical bloods

Researcher 
administered

✓ ✓ ✓

Resource use Resource Use Questionnaire Self- report ✓ ✓ ✓ ✓ ✓

AUDIT- C, Alcohol Use Disorders Identification Test – Consumption; BMI, Body Mass Index; B- NSSI- AT, Brief Non- suicidal Self- injury 
Assessment Tool; CAARMS (7.3), Comprehensive Assessment of At- Risk Mental States – item 7.3; C- SSRS, Columbia- Suicide Severity 
Rating Scale; DSM- 5, Diagnostic and Statistical Manual of Mental Disorders, fifth edition; IPAQ, International Physical Activity Questionnaire 
– short version; PSP, Personal and Social Performance Scale; QIDS- C, Quick Inventory of Depressive Symptomatology – Clinician- rated; 
ReQoL- 10, Recovering Quality of Life Questionnaire (10- item version); SIDAS, Suicidal Ideation Attributes Scale; SOFAS, Social and 
Occupational Functioning Assessment Scale; WHO- ASSIST, WHO Alcohol, Smoking and Substance Involvement Screening Test (version 3.1).
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Resource use that will also be used to estimate costs will 
be measured using two main procedures:
1. Participants will be asked for access to administrative 

datasets including the Medicare Benefits Schedule and 
Pharmaceutical Benefits Schedule data for the dura-
tion of the study.

2. The resource use questionnaire, used in multiple men-
tal health economic evaluations, captures the broad 
range of health and welfare services used by partici-
pants and is complementary to any administrative data 
also included in the evaluation.52 53

Microcosting techniques will be used to assess the costs 
of the intervention. Standardised economic evaluation 
techniques, including incremental analysis of mean differ-
ences using generalised linear models and bootstrapping 
to determine confidence intervals, will also be conducted. 
Lifetime and population cost- effectiveness will be also 
determined using economic modelling techniques.

Primary and secondary outcomes
Primary efficacy endpoint:

 ► Changes in social and occupational function from 
baseline to 12 months, as assessed by the SOFAS.

Key secondary endpoints:
 ► Change from baseline in self- harm, STBs (Brief Non- 

suicidal Self- injury Assessment Tool, B- NSSI- AT;54 
Suicidal Ideation Attributes Scale, SIDAS;55 C- SSRS, 
Columbia- Suicide Severity Rating Scale).56

 ► Change from baseline in depressive symptoms (Quick 
Inventory of Depressive Symptomatology, QIDS).57

 ► Change from baseline in quality of life (Recovering 
Quality of Life Questionnaire, ReQoL).58 59

 ► Change from baseline in alcohol and substance use 
(WHO Alcohol, Smoking and Substance Involvement 
Screening Test, WHO- ASSIST;60 AUDIT- C, Alcohol 
Use Disorders Identification Test – Consumption).61

 ► Change from baseline in physical health (Interna-
tional Physical Activity Questionnaire – short version, 
IPAQ62 63; height, weight, waist).

 ► Change from baseline in metabolic, inflammatory 
and standard blood measures (metabolic and inflam-
matory markers, e.g., assessment of triglycerides, 
cholesterol, glucose, iron).

 ► Resource use as well as lifetime and population 
cost- effectiveness.

 ► Costs of the treatment packages based on detailed 
economic evaluation.

Sample size calculation
This trial seeks to recruit 1500 young people, with 750 
allocated to active 12- month intervention and 750 to 
standard clinical care. We anticipate an attrition rate 
of approximately 10%–20% over short- term follow- up 
(first 12 months) and up to 30% over the longer- term 
follow- up (at 24 months). Therefore, we would expect 
1350 participants at 6 months follow- up (675 in each 
arm), 1200 participants at 12 months follow- up (600 in 
each arm) and 1050 participants at 2 years follow- up (525 

in each arm). Assuming that we have at least 434 young 
people at the 2- year follow- up time point for the primary 
outcome analysis only, and conservatively assuming a 
small effect size difference of 0.2 in favour of those young 
people receiving the active intervention, with α=0.05, 
we have 95% power. For categorical secondary analyses 
with a small effect size of 0.2, α=0.05, and power=95%, 
the sample size at 2- year follow- up is 325 participants. 
There are also embedded subgroups for secondary anal-
yses (e.g., by baseline suicidal behaviours, depressive 
subtype, alcohol or other substance misuse, and base-
line SOFAS bands). For these subgroups, assuming that 
we have at least 195 young people at the 2- year follow- up 
time point for the primary outcome analysis only, and 
conservatively assuming a medium effect size difference 
of 0.3 in favour of those young people receiving the active 
intervention, with α=0.05, we have 95% power. For cate-
gorical secondary analyses with a medium effect size of 
0.3, α=0.05, and power=95%, the sample size at 2- year 
follow- up is 144 participants.

Data analysis plan
The primary outcome will be analysed using a repeated- 
measure linear mixed model including all available 
SOFAS scores measured at months 0, 3, 6, 12, and 24. 
Fixed effects will include the randomised group, visit as 
a categorical variable, and the interaction between group 
and visit. The baseline SOFAS score will be included as a 
covariate alongside sex, age, and site (stratification vari-
ables). To account for correlations between repeated 
measures, a random patient intercept will be included. 
In case of convergence issues with the inclusion of the 
random effect, we will replace the random effect with a 
repeated effect assuming a compound symmetry cova-
riance structure. This model will be used to derive the 
effect of the intervention at 12 months, expressed as the 
adjusted mean difference and its 95% confidence interval. 
The effect of the intervention at other timepoints will be 
estimated using a similar approach.

Secondary outcomes will be analysed using a similar 
approach. For binary outcomes, logistic regression (bino-
mial distribution with logit link) will be used in place of 
linear regression. The effect of the intervention will be 
estimated as the odds ratio and 95% confidence inter-
vals and converted to an absolute risk difference using 
the Hummel and Wiseman method.64 Given that linear 
mixed models use all data available and make valid 
inference under the assumption that data are missing at 
random, the primary analysis will not impute missing data; 
however, sensitivity analyses will be conducted to assess 
the robustness of the results under different assumptions 
about the missing data mechanism. A detailed statistical 
analysis plan including mock tables will be developed 
prior to unblinding and database lock.

The economic evaluation of the HP&MBC package 
is critical to translate this research into practice. It will 
comprise both a ‘within- trial’ design whereby the indi-
vidual level costs and outcomes of the two groups 

 on O
ctober 13, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-072082 on 11 O

ctober 2023. D
ow

nloaded from
 

http://bmjopen.bmj.com/


10 Hickie IB, et al. BMJ Open 2023;13:e072082. doi:10.1136/bmjopen-2023-072082

Open access 

(HP&MBC and Standard Care packages) will be included 
in the evaluation over the duration of the trial. A modelled 
evaluation will be undertaken to capture full costs and 
consequences of HP&MBC using the results of this trial 
and the broader epidemiological literature to estimate 
likely longer- term health gains, cost impacts, and scale- up 
costs at the population level. The calculation of quality- 
adjusted life years will be conducted, thus enabling a 
cost- utility analysis to be undertaken. Cost- utility analyses 
are useful to decision- makers as they are associated with 
inherent value for money connotations. Detailed costing 
of the HP&MBC approach along with how it has been 
implemented within each site will be undertaken using 
information from the researchers, clinical staff, and 
budgetary personnel.

Data management and security
All data collected for the purposes of the study will be 
linked to unique study ID codes and will not contain iden-
tifiable information. Data collection will be conducted 
only by authorised members of study staff, to whom 
this duty has been allocated and who are named on the 
Human Ethics application and Governance approvals 
for the trial. Research data will be stored in REDCap and 
electronic data generated by participant outcomes will be 
electronically stored via the Innowell Platform.

Any publications or reports based on this study will 
include only pooled results from participants. Routine 
internal audits of data files will ensure completeness of 
data collection. Data for which hardcopies are generated 
will be stored in both original hard copy and electronic 
form. Hardcopies will be retained so that comparison 
between electronic and original data is possible to ensure 
accuracy of data entry and resolve issues concerning 
spurious data in the electronic file. This data will be kept 
under (1) lock and key at trial site or (2) electronic file 
that is password protected and accessible only by research 
staff responsible for data entry or monitoring.

Monitoring will be done by investigator Yun Ju Chris-
tine Song as she is removed from the day- to- day activities 
and has clinical research associate experience. This will 
be at site initiation, after the first 50 patients are enrolled 
and then 6 monthly after, and at the close- out visit. The 
monitoring visits will involve a self- audit checklist, 10% 
source data verification, review of adverse events and 
serious adverse events, inclusion and exclusion criteria 
review, and a protocol deviation review.

Participant safety
Safety reporting is subject to the National Health and 
Medical Research Council’s guidance on Safety Moni-
toring and Reporting in non- therapeutic good trials. 
Participants do not give up any legal rights to compensa-
tion by participating in this study. If a participant suffers 
any injuries or complications as a result of the research 
project, they will be advised to contact the study team 
and will be assisted with arranging appropriate medical 
treatment.

ETHICS AND DISSEMINATION
The study will be performed according to the Declaration 
of Helsinki (2008) and the International Conference on 
Harmonisation—Good Clinical Practice (ICH- GCP) and 
has been reviewed and approved by the Human Research 
Ethics Committee (HREC) of the Sydney Local Health 
District (HREC Approval Number: X22- 0042 & 2022/
ETH00725, Protocol ID: BMC- YMH- 003- 2018, protocol 
version: V.3, 03/08/2022). The study has been registered 
in the Australian New Zealand Clinical Trial Registry 
(ACTRN12622000882729). Any amendments will be 
submitted to the HREC for review prior to implementa-
tion as per HREC guidelines.

The results of this study will be disseminated as widely 
as possible into the scientific and broader community, 
including publication in peer- reviewed journals, schol-
arly book chapters, presentation at conferences and 
publication in conference proceedings. This will include 
one paper investigating the primary outcome measure 
of this study (SOFAS scores), one paper determining 
the economic feasibility of the HP&MBC package, and a 
series of papers investigating secondary outcomes (e.g., 
depression, suicidality). For each paper, all authors will 
satisfy the Vancouver criteria for authorship.

Author affiliations
1Brain and Mind Centre, The University of Sydney, Camperdown, New South Wales, 
Australia
2Faculty of Medicine Mannheim, Psychiatry and Psychotherapy, Central Institute of 
Mental Health, Heidelberg University, Mannheim, Germany
3Newcastle University, Newcastle upon Tyne, UK
4Centre for Youth Mental Health, University of Melbourne Australia, Parkville, 
Victoria, Australia
5Orygen, The National Centre of Excellence in Youth Mental Health, Parkville, 
Victoria, Australia
6School of Public Health and Preventive Medicine, Monash University, Clayton, 
Victoria, Australia
7Mind Plasticity, Sydney, New South Wales, Australia
8headspace Camperdown, Camperdown, New South Wales, Australia
9George Institute for Global Health, Newtown, New South Wales, Australia
10Thompson Institute, University of the Sunshine Coast, Birtinya, Queensland, 
Australia

Twitter Frank Iorfino @frankiorfino and Adam J Guastella @adam_guastella

Acknowledgements We are deeply indebted to all clinicians and health 
professionals at the participating centres who contribute to this clinical trial. 
Particularly to the Mind Plasticity Consortia and the headspace Camperdown 
Consortia.

Contributors IBH conceived the research idea and is the principal investigator. FI, 
AN, YJCS and NZ contributed to the study design and conception. CR, AN, YJCS and 
NZ wrote the study protocol with input from IBH, FI, WC, AJG, FML, JS, PM, CM, EK, 
MKC, SM, MA, CG, JC, DK, RB, BH, AL, MLH, DFH, MPC, HCC and EMS. FI and CR 
wrote the manuscript with input from IBH, AN, NZ, YJCS, NZ, WC, AJG, FML, JS, PM, 
CM, EK, MKC, SM, MA, CG, JC, DK, RB, BH, AL, MLH, DFH and EMS.

Funding This trial is an investigator- initiated trial funded by the NHMRC – 2020 
Clinical Trials and Cohort Studies, Application ID: 2001568. Ian B Hickie is supported 
by a NHMRC L3 Investigator Grant (GNT2016346). Frank Iorfino is supported by a 
NHMRC EL1 Investigator Grant (GNT2018157). Jacob J Crouse is supported by a 
NHMRC Emerging Leadership Fellowship (GNT2008197).

Competing interests Professor Ian Hickie is the Co- Director, Health and Policy at 
the Brain and Mind Centre (BMC) University of Sydney, Australia. The BMC operates 
an early- intervention youth services at Camperdown under contract to headspace. 
Professor Hickie has previously led community- based and pharmaceutical industry- 

 on O
ctober 13, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-072082 on 11 O

ctober 2023. D
ow

nloaded from
 

https://twitter.com/frankiorfino
https://twitter.com/adam_guastella
http://bmjopen.bmj.com/


11Hickie IB, et al. BMJ Open 2023;13:e072082. doi:10.1136/bmjopen-2023-072082

Open access

supported (Wyeth, Eli Lily, Servier, Pfizer, AstraZeneca, Janssen Cilag) projects 
focused on the identification and better management ofanxiety and depression. He 
is the Chief Scientific Advisor to, and a 3.2% equity shareholder in, InnoWell Pty 
Ltd which aims to transform mental health services through the use of innovative 
technologies. A/Prof Elizabeth Scott is a Research Affiliate, The University of Sydney 
and Consultant Psychiatrist. She has received honoraria for educational seminars 
related to the clinical management of depressive disorders supported by Servier 
and Eli- Lilly pharmaceuticals. She has participated in a national advisory board for 
the antidepressant compound Pristiq, manufactured by Pfizer. She was the National 
Coordinator of an antidepressant trial sponsored by Servier. Professor Jan Scott is 
a visiting professor at Diderot University, the Norwegian University of Science and 
Technology, Swinburne University of Technology and The University of Sydney and 
a ‘Science without Borders’ fellow (Brazil). She has received grant funding from 
the UK Medical Research Council and from the UK Research for Patient Benefit 
programme; she declares no financial or other conflict of interests in relation to the 
topics addressed in this paper.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting or dissemination plans of this research. Refer to the 
Methods section for further details.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Frank Iorfino http://orcid.org/0000-0003-1109-0972
Alissa Nichles http://orcid.org/0000-0001-6404-7199
Natalia Zmicerevska http://orcid.org/0000-0001-7649-4711
William Capon http://orcid.org/0000-0001-6500-9629
Adam J Guastella http://orcid.org/0000-0001-8178-4625
Jan Scott http://orcid.org/0000-0002-7203-8601
Min K Chong http://orcid.org/0000-0003-4562-731X
Sarah McKenna http://orcid.org/0000-0002-8560-6399
Jacob J Crouse http://orcid.org/0000-0002-3805-2936
Maree L Hackett http://orcid.org/0000-0003-1211-9087

REFERENCES
 1 Bloom D, Cafiero ET, Jané-Llopis E, et al. The global economic 

burden of non- communicable diseases, program on the global 
demography of aging. Geneva: World Economic Forum, 2012.

 2 Gustavsson A, Svensson M, Jacobi F, et al. Cost of disorders of the 
brain in Europe 2010. Eur Neuropsychopharmacol 2011;21:718–79. 

 3 Lopez AD, Mathers CD, Ezzati M, et al. Global and regional burden 
of disease and risk factors, 2001: systematic analysis of population 
health data. The Lancet 2006;367:1747–57. 

 4 Merikangas KR, He J, Burstein M, et al. Lifetime prevalence of mental 
disorders in U.S. adolescents: results from the National Comorbidity 
survey replication--adolescent supplement (NCS- A). J Am Acad 
Child Adolesc Psychiatry 2011;50:32–45. 

 5 Copeland WE, Wolke D, Shanahan L, et al. Adult functional outcomes 
of common childhood psychiatric problems: a prospective, 
longitudinal study. JAMA Psychiatry 2015;72:892–9. 

 6 Iorfino F, Scott EM, Hickie IB. Social and occupational outcomes for 
young people who attend early intervention mental health services: a 
longitudinal study. Med J Aust 2022;217:218. 

 7 Iorfino F, Hermens DF, Cross SP, et al. Delineating the trajectories of 
social and occupational functioning of young people attending early 

intervention mental health services in Australia: a longitudinal study. 
BMJ Open 2018;8:e020678. 

 8 Cross SPM, Hermens DF, Hickie IB. Treatment patterns and short- 
term outcomes in an early intervention youth mental health service. 
Early Interv Psychiatry 2016;10:88–97. 

 9 Hatfield D, McCullough L, Frantz SHB, et al. Do we know when our 
clients get worse? An investigation of therapists' ability to detect 
negative client change. Clin Psychol Psychother 2009;17:n 

 10 Walfish S, McAlister B, O’Donnell P, et al. An investigation of 
self- assessment bias in mental health providers. Psychol Rep 
2012;110:639–44. 

 11 Scott J, Davenport TA, Parker R, et al. Pathways to depression by 
age 16 years: examining trajectories for self- reported psychological 
and somatic phenotypes across adolescence. J Affect Disord 
2018;230:1–6. 

 12 Hansell NK, Wright MJ, Medland SE, et al. Genetic co- morbidity 
between neuroticism, anxiety/depression and somatic distress in 
a population sample of adolescent and young adult twins. Psychol 
Med 2012;42:1249–60. 

 13 Scott J, Leboyer M, Hickie I, et al. Clinical staging in psychiatry: a 
cross- cutting model of diagnosis with Heuristic and practical value. 
Br J Psychiatry 2013;202:243–5. 

 14 Cuthbert BN. The RDoC framework: facilitating transition from ICD/
DSM to dimensional approaches that integrate Neuroscience and 
psychopathology. World Psychiatry 2014;13:28–35. 

 15 Casey BJ, Craddock N, Cuthbert BN, et al. DSM- 5 and RDoC: 
progress in psychiatry research? Nat Rev Neurosci 2013;14:810–4. 

 16 Ægisdóttir S, White MJ, Spengler PM, et al. The meta- analysis of 
clinical judgment project: fifty- six years of accumulated research on 
clinical versus statistical prediction. The Counseling Psychologist 
2006;34:341–82. 

 17 Woodford R, Spittal MJ, Milner A, et al. Accuracy of clinician 
predictions of future self‐harm: a systematic review and 
meta‐analysis of predictive studies. Suicide Life Threat Behav 
2019;49:23–40. 

 18 Hickie IB, Scott EM, Cross SP, et al. Right care, first time: a highly 
personalised and measurement‐based care model to manage youth 
mental health. Med J Aust 2019;211 Suppl 9:S3–46. 

 19 Iorfino F, Carpenter JS, Cross SP, et al. Multidimensional outcomes 
in youth mental health care: what matters and why? Med J Aust 
2019;211:S4–11.

 20 Insel TR. The arrival of preemptive psychiatry. Early Interv Psychiatry 
2007;1:5–6. 

 21 Insel TR. Translating scientific opportunity into public health impact: 
a strategic plan for research on mental illness. Arch Gen Psychiatry 
2009;66:128–33. 

 22 Hickie IB, Hermens DF, Scott EM. Targeted primary care- based 
mental health services for young Australians. Comment. Med J Aust 
2012;196:627. 

 23 Harding KJK, Rush AJ, Arbuckle M, et al. Measurement- based care 
in psychiatric practice: a policy framework for implementation. J Clin 
Psychiatry 2011;72:1136–43. 

 24 Goldberg SB, Buck B, Raphaely S, et al. Measuring psychiatric 
symptoms remotely: a systematic review of remote measurement- 
based care. Curr Psychiatry Rep 2018;20:81. 

 25 Fortney JC, Unützer J, Wrenn G, et al. A tipping point for 
measurement- based care. Psychiatr Serv 2017;68:179–88. 

 26 Waldrop J, McGuinness TM. Measurement- based care in psychiatry. 
J Psychosoc Nurs Ment Health Serv 2017;55:30–5. 

 27 Hickie IB. The role of new technologies in monitoring the evolution of 
psychopathology and providing measurement‐based care in young 
people. World Psychiatry 2020;19:38–9. 

 28 Lewis CC, Scott K, Marti CN, et al. Implementing measurement- 
based care (iMBC) for depression in community mental health: a 
dynamic cluster randomized trial study protocol. Implement Sci 
2015;10:127. 

 29 Scott K, Lewis CC. Using measurement- based care to enhance any 
treatment. Cogn Behav Pract 2015;22:49–59. 

 30 Bickman L, Kelley SD, Breda C, et al. Effects of routine feedback 
to clinicians on mental health outcomes of youths: results of a 
randomized trial. Psychiatr Serv 2011;62:1423–9. 

 31 Shimokawa K, Lambert MJ, Smart DW. Enhancing treatment 
outcome of patients at risk of treatment failure: meta- analytic and 
mega- analytic review of a psychotherapy quality assurance system. 
J Consult Clin Psychol 2010;78:298–311. 

 32 Tam HE, Ronan K. The application of a feedback- informed approach 
in psychological service with youth: systematic review and meta- 
analysis. Clin Psychol Rev 2017;55:41–55. 

 33 Bauer AM, Baldwin SA, Anguera JA, et al. Comparing approaches 
to mobile depression assessment for measurement- based care: 
prospective study. J Med Internet Res 2018;20:e10001. 

 on O
ctober 13, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-072082 on 11 O

ctober 2023. D
ow

nloaded from
 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-1109-0972
http://orcid.org/0000-0001-6404-7199
http://orcid.org/0000-0001-7649-4711
http://orcid.org/0000-0001-6500-9629
http://orcid.org/0000-0001-8178-4625
http://orcid.org/0000-0002-7203-8601
http://orcid.org/0000-0003-4562-731X
http://orcid.org/0000-0002-8560-6399
http://orcid.org/0000-0002-3805-2936
http://orcid.org/0000-0003-1211-9087
http://dx.doi.org/10.1016/j.euroneuro.2011.08.008
http://dx.doi.org/10.1016/S0140-6736(06)68770-9
http://dx.doi.org/10.1016/j.jaac.2010.10.006
http://dx.doi.org/10.1016/j.jaac.2010.10.006
http://dx.doi.org/10.1001/jamapsychiatry.2015.0730
http://dx.doi.org/10.5694/mja2.51653
http://dx.doi.org/10.1136/bmjopen-2017-020678
http://dx.doi.org/10.1111/eip.12191
http://dx.doi.org/10.1002/cpp.656
http://dx.doi.org/10.2466/02.07.17.PR0.110.2.639-644
http://dx.doi.org/10.1016/j.jad.2017.12.007
http://dx.doi.org/10.1017/S0033291711002431
http://dx.doi.org/10.1017/S0033291711002431
http://dx.doi.org/10.1192/bjp.bp.112.110858
http://dx.doi.org/10.1002/wps.20087
http://dx.doi.org/10.1038/nrn3621
http://dx.doi.org/10.1177/0011000005285875
http://dx.doi.org/10.1111/sltb.12395
http://dx.doi.org/10.5694/mja2.50383
http://dx.doi.org/10.1111/j.1751-7893.2007.00017.x
http://dx.doi.org/10.1001/archgenpsychiatry.2008.540
http://dx.doi.org/10.5694/mja12.10634
http://dx.doi.org/10.4088/JCP.10r06282whi
http://dx.doi.org/10.4088/JCP.10r06282whi
http://dx.doi.org/10.1007/s11920-018-0958-z
http://dx.doi.org/10.1176/appi.ps.201500439
http://dx.doi.org/10.3928/02793695-20170818-01
http://dx.doi.org/10.1002/wps.20697
http://dx.doi.org/10.1186/s13012-015-0313-2
http://dx.doi.org/10.1016/j.cbpra.2014.01.010
http://dx.doi.org/10.1176/appi.ps.002052011
http://dx.doi.org/10.1037/a0019247
http://dx.doi.org/10.1016/j.cpr.2017.04.005
http://dx.doi.org/10.2196/10001
http://bmjopen.bmj.com/


12 Hickie IB, et al. BMJ Open 2023;13:e072082. doi:10.1136/bmjopen-2023-072082

Open access 

 34 Woltmann E, Grogan- Kaylor A, Perron B, et al. Comparative 
effectiveness of collaborative chronic care models for mental health 
conditions across primary, specialty, and behavioral health care 
settings: systematic review and meta- analysis. Am J Psychiatry 
2012;169:790–804. 

 35 LaMonica HM, Iorfino F, Lee GY, et al. Informing the future of 
integrated digital and clinical mental health care: synthesis of the 
outcomes from project synergy. JMIR Ment Health 2022;9:e33060. 

 36 Hickie IB. “Implementing 21st century “End‐To‐End” and technology‐
enhanced care for young people”. World Psychiatry 2022;21:79–81. 

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

 38 Harris PA, Taylor R, Thielke R, et al. Research electronic data capture 
(Redcap)--A Metadata- driven methodology and Workflow process 
for providing Translational research Informatics support. Journal of 
Biomedical Informatics 2009;42:377–81. 

 39 Cross SP, Scott JL, Hermens DF, et al. Variability in clinical 
outcomes for youths treated for subthreshold severe mental 
disorders at an early intervention service. Psychiatr Serv 
2018;69:555–61. 

 40 Iorfino F, Cross SP, Davenport T, et al. A Digital platform designed 
for youth mental health services to deliver personalized and 
measurement- based care. Front Psychiatry 2019;10:595. 

 41 Fowler D, Hodgekins J, French P, et al. Social recovery therapy 
in combination with early intervention services for enhancement 
of social recovery in patients with first- episode psychosis 
(SUPEREDEN3): a single- blind, randomised controlled trial. Lancet 
Psychiatry 2018;5:41–50. 

 42 Scaini S, Belotti R, Ogliari A, et al. A comprehensive meta- analysis 
of cognitive- behavioral interventions for social anxiety disorder in 
children and adolescents. J Anxiety Disord 2016;42:105–12. 

 43 Carpenter JK, Andrews LA, Witcraft SM, et al. Cognitive 
behavioral therapy for anxiety and related disorders: a meta- 
analysis of randomized placebo- controlled trials. Depress Anxiety 
2018;35:502–14. 

 44 Robillard R, Carpenter JS, Feilds K- L, et al. Parallel changes in 
mood and melatonin rhythm following an adjunctive multimodal 
chronobiological intervention with agomelatine in people with 
depression: a proof of concept open label study. Front Psychiatry 
2018;9:624. 

 45 Wu JQ, Appleman ER, Salazar RD, et al. Cognitive behavioral therapy 
for insomnia comorbid with psychiatric and medical conditions: a 
meta- analysis. JAMA Intern Med 2015;175:1461–72. 

 46 Cunningham JEA, Stamp JA, Shapiro CM. Sleep and major 
depressive disorder: a review of non- pharmacological 
chronotherapeutic treatments for unipolar depression. Sleep Med 
2019;61:6–18. 

 47 Kopelowicz A, Liberman RP, Zarate R. Recent advances 
in social skills training for schizophrenia. Schizophr Bull 
2006;32 Suppl 1:S12–23. 

 48 Eisner L, Eddie D, Harley R, et al. Dialectical behavior therapy group 
skills training for bipolar disorder. Behav Ther 2017;48:557–66. 

 49 Ritschel LA, Lim NE, Stewart LM. Transdiagnostic applications of 
DBT for adolescents and adults. Am J Psychother 2015;69:111–28. 

 50 American Psychiatric Association. Diagnostic and statistical 
Manual of mental disorders. May 22, 2013. 10.1176/appi.books. 
9780890425596 Available: https://psychiatryonline.org/doi/book/10. 
1176/appi.books.9780890425596

 51 McGorry P, Hickie IB. Clinical staging in psychiatry: making diagnosis 
work for research and treatment. Cambridge: Cambridge University 
Press, 2019.

 52 Lee YY, Mihalopoulos C, Chatterton ML, et al. Economic evaluation 
of the target- D platform to match depression management to 
severity prognosis in primary care: a within- trial cost- utility analysis. 
PLoS One 2022;17:e0268948. 

 53 Chatterton ML, Rapee RM, Catchpool M, et al. Economic evaluation 
of stepped care for the management of childhood anxiety 
disorders: results from a randomised trial. Aust N Z J Psychiatry 
2019;53:673–82. 

 54 Whitlock J, Exner- Cortens D, Purington A. Assessment of 
Nonsuicidal self- injury: development and initial validation of the 
non- suicidal self- injury- assessment tool (NSSI- AT). Psychological 
Assessment 2014;26:935–46. 

 55 van Spijker BAJ, Batterham PJ, Calear AL, et al. The suicidal Ideation 
attributes scale (SIDAS): community- based validation study of a 
new scale for the measurement of suicidal Ideation. Suicide & Life- 
Threatening Behavior 2014;44:408–19. 

 56 Posner K, Brown GK, Stanley B, et al. The Columbia- suicide severity 
rating scale: initial validity and internal consistency findings from 
three Multisite studies with adolescents and adults. The American 
Journal of Psychiatry 2011;168:1266–77. 

 57 Rush AJ, Trivedi MH, Ibrahim HM, et al. The 16- item quick inventory 
of depressive Symptomatology (QIDS), clinician rating (QIDS- C), and 
self- report (QIDS- SR): a Psychometric evaluation in patients with 
chronic major depression. Biological Psychiatry 2003;54:573–83. 

 58 Keetharuth AD, Brazier J, Connell J, et al. Recovering quality of 
life (ReQoL): a new generic self- reported outcome measure for use 
with people experiencing mental health difficulties. Br J Psychiatry 
2018;212:42–9. 

 59 Keetharuth AD, Rowen D, Bjorner JB, et al. Estimating a preference- 
based index for mental health from the recovering quality of life 
measure: valuation of recovering quality of life utility index. Value 
Health 2021;24:281–90. 

 60 WHO ASSIST Working Group. The alcohol, smoking and substance 
involvement screening test (ASSIST): development, Reliability and 
feasibility. Addiction (Abingdon, England) 2002;97:1183–94. 

 61 Bradley KA, DeBenedetti AF, Volk RJ, et al. AUDIT- C as a brief 
screen for alcohol misuse in primary care. Alcoholism, Clinical and 
Experimental Research 2007;31:1208–17. 

 62 Craig CL, Marshall AL, Sjöström M, et al. International physical 
activity questionnaire: 12- country Reliability and validity. Medicine 
and Science in Sports and Exercise 2003;35:1381–95. 

 63 Lee PH, Macfarlane DJ, Lam TH, et al. Validity of the International 
physical activity questionnaire short form (IPAQ- SF): a systematic 
review. The International Journal of Behavioral Nutrition and Physical 
Activity 2011;8:115. 

 64 Reeve R. Confidence interval of difference of proportions in logistic 
regression in presence of covariates. Stat Methods Med Res 
2018;27:451–65. 

 on O
ctober 13, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-072082 on 11 O

ctober 2023. D
ow

nloaded from
 

http://dx.doi.org/10.1176/appi.ajp.2012.11111616
http://dx.doi.org/10.2196/33060
http://dx.doi.org/10.1002/wps.20928
http://dx.doi.org/10.1176/ajp.149.9.1148
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1176/appi.ps.201700046
http://dx.doi.org/10.3389/fpsyt.2019.00595
http://dx.doi.org/10.1016/S2215-0366(17)30476-5
http://dx.doi.org/10.1016/S2215-0366(17)30476-5
http://dx.doi.org/10.1016/j.janxdis.2016.05.008
http://dx.doi.org/10.1002/da.22728
http://dx.doi.org/10.3389/fpsyt.2018.00624
http://dx.doi.org/10.1001/jamainternmed.2015.3006
http://dx.doi.org/10.1016/j.sleep.2019.04.012
http://dx.doi.org/10.1093/schbul/sbl023
http://dx.doi.org/10.1016/j.beth.2016.12.006
http://dx.doi.org/10.1176/appi.psychotherapy.2015.69.2.111
https://psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596
https://psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596
http://dx.doi.org/10.1371/journal.pone.0268948
http://dx.doi.org/10.1177/0004867418823272
http://dx.doi.org/10.1037/a0036611
http://dx.doi.org/10.1037/a0036611
http://dx.doi.org/10.1111/sltb.12084
http://dx.doi.org/10.1111/sltb.12084
http://dx.doi.org/10.1176/appi.ajp.2011.10111704
http://dx.doi.org/10.1176/appi.ajp.2011.10111704
http://dx.doi.org/10.1016/s0006-3223(02)01866-8
http://dx.doi.org/10.1192/bjp.2017.10
http://dx.doi.org/10.1016/j.jval.2020.10.012
http://dx.doi.org/10.1016/j.jval.2020.10.012
http://dx.doi.org/10.1046/j.1360-0443.2002.00185.x
http://dx.doi.org/10.1111/j.1530-0277.2007.00403.x
http://dx.doi.org/10.1111/j.1530-0277.2007.00403.x
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
http://dx.doi.org/10.1186/1479-5868-8-115
http://dx.doi.org/10.1186/1479-5868-8-115
http://dx.doi.org/10.1177/0962280216631583
http://bmjopen.bmj.com/

	EMPOWERED trial: protocol for a randomised control trial of digitally supported, highly personalised and measurement-based care to improve functional outcomes in young people with mood disorders
	Abstract
	Introduction
	Objectives of the study

	Methods and analysis
	Study design and setting
	Pretrial phase
	RCT and follow-up phase (~24 months)
	Patient and public involvement
	Study population
	Inclusion and exclusion criteria
	Study course and procedures
	Care packages
	Service roles
	Assessments
	Primary and secondary outcomes
	Sample size calculation
	Data analysis plan
	Data management and security
	Participant safety

	Ethics and dissemination
	References


