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Abstract 

Introduction: Early detection of, and timely intervention for, mental health and risk behaviours 

can significantly improve youth health outcomes. YouthCHAT is a user-friendly, time efficient, and 

culturally safe screening tool for early detection of youth psychosocial issues. With a validated, 

non-modifiable core, adaptable elements of YouthCHAT allow tailoring to specific contextual 

needs.   

 

Aims: This study aimed to use an implementation science approach in the implementation and 

process evaluation of YouthCHAT in primary care settings in Te Tai Tokerau (Northland), 

Aotearoa (New Zealand).Objectives included the evaluation of youth and provider acceptability 

and feasibility of implementation of YouthCHAT, and identification of the enablers and barriers to 

its implementation, to create a comprehensive framework for a wider scale rollout.  

 

Method: This is a three phase, three-year iterative, mixed-methods, bicultural study, using a co-

design approach and conducted in partnership with Māori. Based on the Māori metaphor “he awa 

whiria” (braided river) to describe combining the strengths of two distinct worldviews into a 

“workable whole,” a bicultural research framework was created. Data from each phase were used 

to evaluate the feasibility and acceptability of YouthCHAT and assess the implementation 

processes. 

 

Findings: Complex interventions must be acceptable and feasible for users to be successfully 

implemented into practice. Usage barriers need to be identified early in the process, and 

guidelines to integrating the intervention into workflow provided. Communication with both top-

down and bottom-up messaging and clinical champions (organic not appointed), are key. 



 

 

ii 

Involving end users in the development of the intervention is empowering and provides a sense of 

ownership. 

 

Conclusion: YouthCHAT is a user-friendly, time efficient, and culturally safe screening tool for 

the early detection of psychosocial issues in New Zealand youth. However, it cannot do so if it is 

not used in practice. The Consolidated Framework for Implementation Research has been 

expanded into a model which directs feasible, acceptable, and culturally relevant implementation 

of YouthCHAT, tailored to context while maintaining the integrity of the tool. 
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Glossary 

This section provides an outline of the key concepts used throughout this thesis. These 

definitions are specifically used within the context of this study. 

Complex 

Intervention 

Evidence-based techniques, clinical guidelines, or technological tools 

Health and 

wellbeing 

 

The World Health Organization define health as being “not merely the 

absence of disease or infirmity”1 but as necessitating physical, mental and 

spiritual wellbeing. Wellbeing is the ability to set and achieve goals, satisfy 

needs, cope with stress and adapt or adjust to the environment,1 and 

consists of ten domains:2 

Physical wellbeing 

Psychological/Emotional wellbeing  

Social wellbeing 

Intellectual/Cognitive wellbeing 

Spiritual wellbeing 

Occupational wellbeing 

Environmental wellbeing 

Cultural wellbeing 

Economic wellbeing 

Climate wellbeing 

Health risk 

behaviours 

Health risk behaviours increase the chances of preventable health problems, 

injury (intentional and unintentional) and death.3 4 
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Primary health 

care 

 

This study will follow the NZ Ministry of Health’s definition of primary health 

care, the provision of accessible, evidence based, culturally acceptable and 

practical health care in the community. Primary health care settings are the 

first point of contact with health services and includes community 

participation and include general practice, nurse led clinics, youth clinics, 

school-based clinics, and outreach clinics.5  

Primary health 

care provider 

 

Primary health care providers are health professionals working in primary 

health offering a wide variety of services including screening, assessment, 

diagnosis, treatment, health management, health education, and 

counselling.6 In this study the term primary health care provider will be used 

to refer to registered nurses, general practitioners and guidance counsellors 

working in a primary care context. 

Psychosocial 

issues 

Mental health issues and health risk behaviours 

Resilience 

 

In this study resilience will refer to the ability to develop healthy coping 

strategies, to cope with trauma and stress, and to recover from adversity.7 

Resilience stems from positive characteristics in a young person’s life, such 

as family and peer support, a strong cultural identity, community connection, 

and involvement in groups where they feel accepted and valued.8 

Youth Many words are used to describe the stage of transition between child and 

adulthood. The terms adolescent, youth, young person and young adult are 

all used to refer to a person during this period of their life. The United 

Nations use the term youth to refer to those between the ages of 15 and 24 

years,9 whereas the World Health Organisation use “young people” to refer 

to those between 10 and 24 years of age, and “adolescents” for those 

between 10 and 19 years of age.10 For the purposes of this study the terms 
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“youth,” “young person/people,” “adolescent,” and the Māori word “rangatani 

(Māori youth)” will be synonymous and refer to those aged 12 – 24 years of 

age, the definition used by the NZ Ministry of Health11 and the Ministry of 

Youth Affairs12 
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Chapter 1 Introduction 

1.1 Researcher interest 

I discovered a passion for working with youth when I was employed as a school nurse in an urban 

New Zealand (NZ) high school, between 2012 and 2017. My understanding of the specific health 

needs of youth grew as I undertook postgraduate study and professional development. I adopted 

a strength-based approach to health management respecting the autonomy and individuality of 

youth, identifying and nurturing their strengths and abilities, and supporting young people to 

develop skills and strategies to make positive choices about their health and wellbeing.  

 

Comprehensive assessment of mental health issues and health risk behaviours (psychosocial 

issues) must be carried out to identify if there are any concerns and, if so, initiate timely 

interventions. However, registered nurses (RNs) working in primary health care can have 

difficulties engaging with young people about sensitive issues such as sexual health. The work 

undertaken for my masters degree explored strategies that may be useful for RNs to initiate 

discussions about sexual health with youth in primary health care. Registered nurses thought that 

a screening tool would make it easier for them to raise such issues during a consultation.13 I 

identified that YouthCHAT is a very suitable tool for this purpose. Developed in NZ, YouthCHAT 

is an electronic multi-item psychosocial screening tool for young people.  

 

I decided that for my PhD thesis, I wished to conduct research into the implementation of 

YouthCHAT to detect psychosocial issues and facilitate appropriate intervention delivery to 

improve health outcomes for young people in primary health care settings. Concurrently the 

Northland Youth Health Governance Group contacted my primary supervisor and her YouthCHAT 

team wishing to evaluate their ongoing implementation of YouthCHAT in Te Tai Tokerau 

(Northland). An application for a joint grant with the New Zealand Health Research Council (HRC) 



 

 

2 

and the Global Alliance for Chronic Diseases (GACD) was successful. This project was entitled 

‘Primary care e-screening for mental health among Te Tai Tokerau youth’, with my PhD 

embedded within this, hence my thesis became ‘An evaluation of primary care e-screening for 

mental health among Te Tai Tokerau youth’. 

 

1.2 Background 

1.2.1 The impact of mental health and risk behaviour issues amongst New Zealand’s youth  

While New Zealanders are living longer, the time they spend in poor health has increased to an 

average 10 years.14 Over a third of this is avoidable by minimising engagement in health risk 

behaviours,14 such as tobacco and substance abuse, often established during adolescence.15 16 

Moreover, health risk behaviours alongside mental health issues are the leading contributors to 

health and disability loss for New Zealand’s (NZ) youth.17 Mental health concerns, particularly 

anxiety and depression, affect a quarter of NZ’s youth population.14 15 16 18 19 Anxiety and 

depression are two major factors contributing to NZ’s high youth suicide rate, the highest in the 

developed world.20 Suicide is the second leading cause of death for NZ youth and, rangatahi 

Māori (Māori youth), especially for those in remote, socio-economically deprived areas, are more 

than twice as likely to die from suicide than non-Māori.21 22 As well as having significantly higher 

rates of psychosocial issues than their Non-Māori peers, rangatahi Māori also have poorer 

educational, employment, financial, social and health outcomes, and a lower life expectancy.23-27  

 

In Te Tai Tokerau, a significant proportion of the population (35%) are Māori, and over half reside 

in rural, isolated areas. With high unemployment rates or low income jobs, most live in socio-

economically deprived areas, with sub-standard housing, poor nutrition, and high rates of tobacco 

use and addiction issues.28 Despite a reduction of smoking, binge-drinking, and unsafe sex 

among Māori youth, significant disparities remain with high rates of suicide attempts, self-harm, 

exposure to violence, socio-economic factors, and inequities in access to healthcare.29  
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Adolescence is a time of great change physically, emotionally, cognitively and socially.30 During 

this period, young people are attempting to develop autonomy and create their identity,30 31 47 48 

and are likely to experiment with risk-taking behaviours (such as smoking, substance use, 

dangerous driving, and unsafe sex.)30 During adolescence, many young people discover 

strengths and resilience, develop healthy coping strategies, and make positive decisions about 

their health and wellbeing. However, for some, the risk-taking nature and perception of self-

invincibility of adolescents can result in the continuation of health risk behaviours that can lead to 

ongoing health problems, the development of unhealthy coping strategies in adulthood, serious 

injury or death.30-33 It is not uncommon for youth to engage in multiple risk behaviours, which 

contribute to the development of mental health issues (including depression and anxiety). Many 

long term mental health disorders have their onset during adolescence14 18 and, risk behaviours 

established at this time can have a significant negative impact on long-term mental, physical, 

emotional, financial and social wellbeing.30-33 Studies show that the social, emotional, and 

psychological wellbeing of NZ’s youth is getting worse.34 35 Rates of problematic alcohol use in NZ 

are highest amongst 15-24-year-olds17 36 and more secondary school students are reporting 

mood disorders, self-harm, and peer problems, suggesting that the mental health needs of NZ’s 

youth are not being met.35  

 

1.2.2 The mental health and risk behaviour needs of youth in primary healthcare 

Youth have health needs that are unique and preventative. Mental health issues and health risk 

behaviours (psychosocial issues) need to be identified early, and timely intervention initiated. 

Rather than focussing on fixing negative issues, factors supporting the resilience of youth (for 

example, family and peer support, connectedness to community, school and culture, and feeling 

valued as part of a group) need to be nurtured.30 37 38 With the provision of accurate information 

about the potential impact of psychosocial issues on their long-term health and the options for 

care, young people can make choices about their health. Interventions must recognise the 

autonomy, ability, and resilience of youth, teaching and supporting them to make better decisions 
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about their health. Self-help tools can facilitate youth with mild to moderate mental health issues 

to learn and practice skills to develop healthy coping strategies and positive health behaviour.30 39-

44  

 

Young people are prepared to discuss psychosocial issues in primary health care, but this 

discussion usually needs to be initiated by the clinician.45-52 When this happens young people are 

more satisfied with care and more likely to ask for help again.53 50 51 Primary health care remains 

the preferred mode of access to health care by NZ youth,54-56 however, despite increasing 

incidence and a growing morbidity, youth psychosocial issues are not opportunistically discussed, 

nor screened for in primary health care settings. Health professionals cite a lack of time and 

resources, a lack of experience and training in youth mental health, and a lack of awareness of 

appropriate intervention when issues are identified.25 50 52 57 The result is that over half of youth 

with psychosocial issues are not identified, and 75% not treated.25 51 58 59 Where screening for 

youth psychosocial issues does occur, all positive screens tend to be referred to specialist 

services. Access to appropriate care is then delayed due to an overwhelming need for 

appointments.25 50 52 57 59 Moreover, not all cases will require secondary care intervention. In a 

stepped care approach, mild to moderate issues are managed in primary health care, with 

increasing levels of service being added accordingly for issues of increasing severity and 

complexity. This approach provides effective management for mild to moderate psychosocial 

issues in primary care and more efficient use of, and improved access to, specialist services 

where needed (see Figure 1-1).60 
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Figure 1-1 A stepped-care approach 

 

A significant number of New Zealand's young people encounter barriers that prevent them from 

accessing the care they need.18 For young people from rural, isolated and deprived areas, and 

ethnic minorities, these barriers may be insurmountable, so perpetuating disparities in accessing 

care.61-65 Young people are not only asked to overcome socio-economic factors, such as cost, 

transport, navigating the health system, taking time from work or school, but evidence also shows 

that unconscious bias within health services continues to drive health disparities for rangatahi 

Māori and youth from deprived and rural areas.62-65 One in five rangatahi Māori report not 

accessing health care when they feel they need it.18 While health care delivered through school-

based and youth-specific health clinics can improve access significantly in areas of high 

deprivation,54-56 youth in these areas are still less likely than those in areas of low deprivation to 

access care when needed.18 

 

1.2.3 Can technology improve early detection and access to care? 

Worldwide 70% of the youth population have access to the internet, and this is reported to be 

higher, at 94%, in developed countries.66 Today’s young people are comfortable, confident, and 
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adept at accessing the internet for information and networking by computer, tablet or mobile 

phone. It is suggested that the use of information and communication technologies by 

adolescents is almost instinctive and that a generation of “technology-driven learners” has 

developed due to the many hours spent immersed online.39 67 68 The World Health Organization 

sanctioned the use of Information and Communication Technologies  to enhance the provision of 

healthcare services (eHealth) in 2005,69 and in 201070 reported that,  

“eHealth saves lives, saves money, improves the health of individuals and the population at 

large; strengthens health systems, promotes equity and social justice, and does much 

more besides.”  

 

Phase one of the NZ Rural Broadband Initiative71 saw the number of households with access to 

the internet rise from 20% in 2011 to 90% in 2016. It is anticipated that within the next seven 

years, all New Zealanders will be able to access the internet.71 At the moment, mobile phones 

provide wider coverage in NZ than broadband, and most people in NZ (80%) access the internet 

using a mobile phone.72 More than 90% of 18-25-year-olds in NZ own, or have access to, a 

mobile phone, 94% of whom use it to access the internet daily and 87% use apps to access 

information.72 Even in remote areas of NZ, over 50% of youth use the internet for information 

about mental health issues, including prevention and treatment.2 73 74  

 

The affinity of youth with web-based resources, coupled with their prolific use of mobile 

technology, means that there is the potential for mobile phone apps (mHealth, a part of eHealth) 

to augment healthcare provision and improve access to interventions in areas that are health 

resource-limited.39-41 73-79 Almost 40% of young people would not seek help for psychosocial 

issues by visiting a health provider face-to-face for fear of being judged and labelled, and worries 

about a lack of confidentiality. Other barriers include cost, location, difficulty navigating the health 

system and finding a suitable appointment.39 41 73 79 Young people are more comfortable disclosing 
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their psychosocial issues online. Web-based resources are perceived as providing increased 

confidentiality and anonymity.39 41 73 79 With the near-nationwide internet coverage, digital 

interventions also offer constant availability of an immediate and equal access to resources, even 

to those in isolated regions.39 40 73 78 79  

 

E-Health and mHealth interventions have the potential to engage those who otherwise would not 

seek help.39 41 73 79 Once the realm of computers, the availability of digital technology has 

increased for young people using mobile devices, such as mobile phones and tablets.75 Text 

messaging is effective in increasing medication compliance and appointment attendance in young 

people.80 Digital apps are beneficial for supporting self-management, recovery, relapse 

prevention, psychotherapy, delivering health education, enhancing wellbeing, symptom 

monitoring, as well as assessment and the provision of tailored feedback.75 

 

Recent systematic reviews caution that while web-based interventions have been found to be 

effective when used with adults and are showing great promise for use with young people, their 

efficacy for this age group needs more research.39-41 75 76 79 81 There is some evidence to suggest 

that web-based interventions are effective in the reduction of depression and anxiety in young 

people39-41 and can facilitate changes in health risk behaviour.76 Studies recommend that to 

encourage completion of the intervention and detect any worsening of condition, web-based 

interventions should be used in conjunction with support and monitoring from a health provider.39-

41 75 76 79 81 As long as they are kept up to date and allow youth to prioritise their own goals, youth 

satisfaction with eHealth interventions is reported to be moderate to high.40 81 82 

 

1.2.4 YouthCHAT 

The NZ developed electronic Case-finding and Help Assessment Tool (eCHAT) is a multi-item, 

electronic screening tool for use in primary health care to screen adults for substance misuse, 
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problem gambling, depression, anxiety, exposure to abuse, difficulty controlling anger, and 

physical inactivity. Originally developed as a paper-based tool,83 84 eCHAT has been validated 

against a gold standard (see Table 1-1),85 and extensively evaluated with Māori and Pacific86 and 

Asian populations.87-89 The help question has been shown to increase specificity, reducing false 

positives.90-92 

 

A youth version, YouthCHAT, has been developed using a co-design approach with input from 

clinicians and young people.8 YouthCHAT contains four additional youth specific modules to the 

generic eCHAT: sexual health, youth stress, conduct disorder, and eating issues (see Appendix C 

for all YouthCHAT questions). Where there are positive screens in the smoking, substance 

abuse, depression and anxiety modules, branching logic links users to validated assessment 

tools (the Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) for smoking,93 

the Substances and Choices Scale (SACS) for alcohol and drug use,94 the Patient Health 

Questionnaire – Depression Adolescent version (PHQ-A),95 and the General Anxiety Disorder 

Assessment (GAD-7),96 (see Table 1-1). 

 

Some YouthCHAT modules provide a non-clinical score which indicates the number of positive 

responses to questions (the behaviour and conduct modules), and others simply indicate the 

presence of a risky behaviour (e.g. gaming or gambling). Questions for these modules were 

developed by a multidisciplinary team and based on criteria from the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5).97 The help question allows young people to prioritise 

concerns and indicate the areas where they are ready to accept help.90 98  
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Table 1-1 Gold standard used to validate e-CHAT and development of YouthCHAT 

Module Gold standard used for validation of eCHAT83  Screen used in YouthCHAT 

Smoking & vaping Heavy smoking index ASSIST 

Alcohol use Alcohol use Disorders Identification Test (AUDIT)  SACS 

Drug use Drug abuse screening test SACS 

Gaming & gambling South Oaks Gambling Screen Align with DSM-5 diagnostic 
criteria 

Eating disorders SCOFF Based on SCOFF questions 

Youth depression PHQ-9 PHQ-A 

Youth anxiety Hospital Anxiety & Depression Scale GAD-7 

Youth stress Not included Identify stressors 

Anger management Conflicts Tactics Scale (CTS-1) Align with DSM-5 diagnostic 
criteria 

Conduct disorder Not included Align with DSM-5 diagnostic 
criteria 

Sexual health Not included   

Exposure to abuse Hurts, Insults, Threatens, Screams Tool, + CTS-1   

Physical inactivity Physical activity questionnaire Canadian 24-Hour Movement 
Guidelines110  

 

Table 1-2 displays the prevalence of psychosocial issues amongst NZ youth. Data is shown for 

15 – 24 year olds from the NZ Health Survey 2017/2018,99 the Youth 12 report on the health and 

wellbeing of secondary school students in NZ18 and, where available, a comparison between 

Māori and NZ European students from the Youth 2012 Māori health report.29 It is notable that 

there appears to be no study that contains data on all the modules covered by the YouthCHAT 

screen. A comparison of the data showing the rates of psychosocial issues between Māori and 
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non-Māori youth, it is apparent that Māori youth are significantly more likely to engage in health 

risk behaviours and to have increased rates of mental health disorders than their non-Māori 

peers. 

 

Table 1-2 Prevalence of mental health and risk behaviour issues amongst NZ youth 

Module NZ Health survey99 Youth ‘12 report35 Youth ‘12 Māori report29 

   Māori Pākehā 

Smoking & vaping 15% 11% 19% 7% 

Alcohol used 76% 57% 46% 37% 

Binge drinking 32% 23% 32%  

Current cannabis use 24% 13% 8% 2.2% 

Gambling & gaming Not included 24% 25% 24% 

Youth depression 11% 25% 14% 9% 

Sexual coercion Not included 20% 18% 12% 

Sexually active Not included 38% 58% 33% 

Always use condom Not included 46% 44% 49% 

Always use contraception Not included 58% 49% 70% 

Witness adult hit adult Not included 7% 10% 4% 

Witness adult hit child Not included 14% 17% 19% 

Been hit deliberately Not included 33% 32%  

Been bullied Not included 6% 6% 8% 

60 mins per day Not included 10% 11%  

30 minutes per day 55.1% 62% 64%  
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Table 1-3 displays data for modules in YouthCHAT that were not included in the Youth 2000 

surveys. Using data from Christchurch Health and Development Study, Gilles100 has compared 

the prevalence of conduct disorder and anxiety of youth aged 15, 16 and 18 years. This again 

demonstrated the increased prevalence among Māori youth. Youth stress, anger management 

and eating disorders were not addressed in either of these studies. 

 

Table 1-3 YouthCHAT modules not included in the Gilles study 

 Māori NZ European 

Conduct disorder 13% 5% 

Youth anxiety 21% 15% 

Alcohol use disorder 16% 9% 

Illicit drug use disorder 10% 9% 

 

YouthCHAT screens young people for 12 modules, each of which are described below. Where 

data is available, the nature of the problem amongst NZ youth is highlighted and, where 

appropriate, the screening tool used is identified. 

 

Smoking and vaping 

Smoking tobacco causes many health issues and even death,101 yet 16% of 15-24 year olds in 

NZ smoke.99 Where there is a positive screen for smoking in YouthCHAT, the user is directed to 

the WHO’s ASSIST, a validated tool for identifying tobacco use among youth.93 

 

The use of electronic nicotine delivery systems or vaping is commonly sold as a means of 

facilitating smoking cessation and as being safer than using tobacco products.102 However, 
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electronic nicotine delivery systems contain nicotine, the addictive element in tobacco, at differing 

levels. A study of youth recognition and perceptions of one brand of electronic nicotine delivery 

system found that, of those who recognised it, 75% were unaware that it always contains 

nicotine.103 Studies on mice are suggesting that the chemicals used to flavour electronic nicotine 

delivery systems may be as harmful to the lungs as the toxic elements of tobacco products.104 In 

light of evidence that vaping in adolescents is associated with increased use of tobacco products, 

vaping is included in the smoking module.105 106  

 

Alcohol and drugs 

A quarter of NZ youth engage in hazardous drinking, and 16% of 18-24-year olds drinking meet 

the criteria for regular heavy drinkers (drinking more than six units of alcohol on two or more 

occasions weekly). Further, there has been an increase in cannabis smoking by 15-25 year olds, 

from 15% in 2006 to 25% in 2018.99 Cannabis use is associated with the use of other illicit drugs 

and alcohol use107 and significantly increases the chance of the development of depression and 

anxiety.108 Positive screens for alcohol and drug issues link the user to the Substances and 

Choices Scale (SACS), a validated screening tool for alcohol and drug use in young people.94 

 

Gaming and gambling 

Gambling has been found to cause not only financial harm but also to adversely affect physical, 

emotional, occupational, relationship, and cultural wellbeing and can lead to intergenerational 

neglect. A recent report suggests that while gambling in NZ causes less harm than alcohol or 

depression, it causes two and a half times the harm caused by diabetes.109 In the 12 month 

period prior to the Youth 2012 study, 24% of secondary school students in NZ had gambled, 

using scratch cards, betting against friends, lotto, and card games.18  
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It is argued that internet gaming disorder, addiction to gaming on the internet, should now be 

classified as a mental health disorder.110 Given the relationship between addictive gaming and 

problem gambling,111 the YouthCHAT gambling module now asks young people about their 

participation in gaming. 

 

Eating disorder 

More than half of eating disorders are undiagnosed in primary health care.112 Eating disorders 

can lead to serious health implications and are associated with a high mortality rate compared to 

other mental health disorders.113 A study in Australia reports that as many as 15% of females will 

be affected by an eating disorder by the time they are twenty.114 The YouthCHAT screen for 

eating disorders is based on the SCOFF questionnaire, a validated brief screening tool for eating 

disorders in primary health care115 that aligns with questions asked in the Disordered Eating 

Symptom Subscale of the American Behavioral Health Survey.112 

 

Youth depression 

Depression is one of the major contributors to the high youth suicide rate in NZ, and there was 

little change in the number (25%) of secondary school students reporting a significant depressive 

disorder between 2000 and 2012.18 YouthCHAT uses the PHQ-2 as a screen for the presence of 

depression, a positive response to either of the questions in the PHQ-2 will lead the young person 

to the full Patient Health Questionnaire – Depression Adolescent version (PHQ-A).95 

 

Youth anxiety 

Anxiety is another major contributor to youth suicide. According to the NZ health survey, 11% of 

15-24-year olds suffer from anxiety. The Youth 2012 survey does not specifically ask about 



 

 

14 

anxiety disorders. Positive responses in the screen for anxiety in YouthCHAT will link the user to 

complete the General Anxiety Disorder Assessment (GAD-7)96 

 

Youth stress 

Neither the NZ health survey nor the Youth 2000 screens ask specifically about stress. 

YouthCHAT asks the young person if they have stresses in their lives and provides a list of 

stressors identified in co-design workshops with young people from urban and rural settings in 

NZ.  

 

Anger management and conduct disorder 

Again, neither of these modules are covered in either the NZ Health Survey or the Youth 2012 

study. Questions have been developed by a multidisciplinary team for each of these modules 

based on DSM-597 criteria. 

 

Exposure to abuse 

According to the Youth 2012 study, 47% of secondary school students in NZ have been exposed 

to abuse. Violence towards another person has been witnessed by 14% of those surveyed, and 

33% had been the victim of violence. YouthCHAT asks yes or no questions about exposure to 

abuse and being the victim of abuse. 

 

Sexual health 

This module in YouthCHAT is in three parts. Firstly, the screen asks about concerns or worries 

regarding sexual orientation and sexuality. Secondly, sexual health questions relating to 

possibility of contracting sexually transmitted infections, pregnancy and contraception and 
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condom use are included. The Youth 2012 study reports that 20% of their participants disclosed 

they have been sexually abused, and this is asked about in the third part of the sexual health 

module. 

 

Physical inactivity 

It is recommended that people aged over 18 exercise for at least 30 minutes daily and, for those 

aged 5-17, an accumulation of 60 minutes of activity daily is suggested. According to the NZ 

health survey, 55% of 15-24-year olds do not achieve this level, while the Youth 2012 study 

reports the number to be 90%. YouthCHAT asks young people if they do at least 30 minutes of 

exercise every day, and a simple yes or no answer is required.  

 

1.2.5 How YouthCHAT works 

Youth can complete YouthCHAT on an electronic device (e.g., a tablet) before their consultation. 

Completion takes approximately 5-15 minutes, and there is the option to complete the screen in 

Te reo (Māori language). A video briefly introduces the screen and explains confidentiality, before 

giving the option to ‘start’ or ‘exit’ the screen (see Figure 1-2). 
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Figure 1-2 Screen shot from introductory video 

 

As soon as the young person has completed the screen, a clinical summary report is generated 

and is sent straight to the clinician (e.g. GP or nurse). Authorised school/health clinic staff can 

access the report to see which domains screened positive, the severity of the condition (e.g. from 

depression PHQ-A score) including how to interpret this, and where help is sought, either 

immediately or later. Where there is a high risk of self-harm the report will highlight an alert (see 

Figure 1-3). 
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Figure 1-3 Screen shot of summary report showing alert to self-harm 
 

A review of this summary report facilitates a conversation between the young person and health 

provider, and supports shared decision-making. Youth are empowered to work with the clinician 

in the development of their management plan, increasing the chances of effective intervention.116 

Youth health specialist nurses in Te Tai Tokerau have GP oversight and standing order sign off. 

Having undertaken mental health credentialing through their primary health organisation, youth 

specialist nurses are able to provide brief interventions to clients for low to moderate mental 

health issues, at the time of screening.  

 

A stepped-care based resource pack guides clinicians to effective evidence-based interventions 

ranging from self-help resources to internal referrals to GP for brief interventions or provision of 

appropriate medication to referral to community agencies, and services, and finally referral to 

secondary care. This package contains generic components including written material, helpline 

numbers and links to electronic resources.  

 

The mobile nature of YouthCHAT enables its use in community settings and, using a data pack, 

in areas where there is little or no Wi-Fi connection. YouthCHAT has been successfully used in 

one rural NZ youth clinic and found to be acceptable to clinic staff and young people.117 A 
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randomised trial in an urban high school indicates that YouthCHAT compares favourably to the 

HEEADSSS (Home, Education, Eating, Activities, Drugs and Alcohol, Sexuality, 

Suicide/Depression, Safety) interview-based assessment, currently used to screen all Year 9 

students in NZ low-decile secondary schools for psychosocial issues.118 

 

1.2.5 HABITS: Health Advances through Behavioural Intervention Technologies  

New Zealand is a world leader in e-health, having developed a successful mobile phone app 

for smoking cessation119 and an e-therapy programme for depression that is accessible to all 

young people in New Zealand.120 Quest-Te Whitianga is an interactive HABITS app designed 

to support the emotional wellbeing of young people.121 The app has been co-designed with 

Māori and Pasifika young people participating in workshops and focus groups.122 An increased 

use of Te reo (Māori language), Mātauranga Māori (Māori knowledge), and tikanga principles 

(customs and rituals) were incorporated into the app after feedback from Māori parents and 

caregivers.122 Quest-Te Whitianga contains six modules, most allowing the user to practice 

skills at increasing levels of difficulty as they work through three levels. The modules are 

informed by evidence-based approaches of Cognitive Behavioural Therapy (CBT), 

Interpersonal Therapy, and positive psychology, encompassing core concepts of: 

1. Relaxation and mindfulness: brief slow and controlled breathing exercises. 

2. Structured problem solving: STEPS (Say what the problem is, Think of solutions, 

Examine each one, Pick one, See what happens). 

3. Activity scheduling: an activity picker exercise designed to motivate the user to do fun, 

active and new activities to lift mood. 

4. Gratitude Journal: each time a user logs into the app s/he is asked to name three things 

they are grateful for that day.  

5. Interpersonal skills: Communication, assertiveness, and staying in control of strong 

emotions. 



 

 

19 

6. How emotions are affected by thoughts and dealing with negative thoughts using ‘accept, 

distract, reframe' methods. 

 

Each concept is represented as an island which is guarded by a kaitiaki (guardian). Tata is a 

character that introduces the content of the app, briefly explains each skill and how it can help the 

user to manage stress, low mood, and worries. Points are scored, and badges earnt by 

completing modules and progress stored on a dashboard that tracks progress and allows the 

user to collect motivational posters / whakatauakī, as they proceed towards completion (this 

approach is known as gamification,34 123 which is known to increase engagement with digital 

interventions). It is hoped that HABITS will improve access to care for the 80% of NZ youth with 

psychosocial issues who do not get any formal help ( see Figure 1-4 for screenshots of the 

app).58  

 

 

 

 

 

Figure 1-4 Screenshot from HABITS app 

 

The clinical settings across which YouthCHAT is being rolled out provide the ideal opportunity to 

undertake an acceptability and feasibility trial of youth being offered the opportunity to complete 

the registration process for the Quest-Te Whitianga app in nurse-led and school-based youth 

health clinics in Te Tai Tokerau.  
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1.3 Aims and objectives of the thesis 

This thesis assesses the implementation and evaluation of its implementation of a multi-item 

electronic screening tool for youth mental health issues and risk behaviours (YouthCHAT) in 

primary health care settings in Te Tai Tokerau. The initial aims were to: 

1. Using an implementation science approach, conduct a process evaluation of the 

implementation of YouthCHAT in Te Tai Tokerau (Northland) youth care services. 

2. Using an implementation science approach, conduct an effectiveness evaluation of the 

implementation of YouthCHAT in Te Tai Tokerau youth care services. 

3. Conduct a proof of concept study of providing access to the self-help intervention 

HABITS app to appropriate young people following YouthCHAT screening. 

4. Create a framework for wider scale rollout and implementation of YouthCHAT. 

 

The objectives were to: 

1. Assess the feasibility of implementing YouthCHAT Te Tai Tokerau youth care services 

including identification of enablers and barriers. 

2. Assess the acceptability to staff and young people of implementing YouthCHAT Te Tai 

Tokerau youth care services. 

3. Assess the feasibility and staff acceptability of offering young people the option to register 

with and download the HABITS apps as a self-help intervention before leaving the clinic 

4. Evaluate the effectiveness of YouthCHAT by measuring before and after screening and 

detection rates of psychosocial issues amongst Northland’s youth and timely delivery of 

appropriate brief interventions. 

5. Assess the feasibility and staff acceptability of offering young people the option to register 

with and download the HABITS apps as a self-help intervention before leaving the clinic. 
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6. Design an implementation framework for scaling up and rolling out YouthCHAT in other 

regions in Aotearoa (New Zealand). 

 

However, early on in the project it became apparent that, despite the initial approach from the 

Northland Youth Health Governance Group to evaluate their ongoing implementation of 

YouthCHAT, YouthCHAT was not being implemented in the sector, and the relevant service 

providers had not received a directive to do so. Therefore, the new key aim was added to: 

1. Progressively implement the rollout of YouthCHAT Te Tai Tokerau into youth care 

services in collaboration with Northland Primary Health Organisations. 

 

The key objective relating to this new aim is to: 

1. Use a co-design participatory research approach, with iterative cycles of implementation, 

evaluation, and modification to progressively implement YouthCHAT in Te Tai Tokerau.  

 

Because of the time required to conduct this implementation, substantial use of YouthCHAT did 

not occur in time for a meaningful effectiveness evaluation to occur, nor was it therefore possible 

to assess the proof of concept of offering the HABITS App. Therefore this new aim replaced the 

original aims #2 and #3, and the new objective replaced objectives #4 and #5. 

 

The revised aims are to: 

1. Progressively implement the rollout of YouthCHAT Te Tai Tokerau into youth care 

services in collaboration with Northland Primary Health Organisations. 

2. Using an implementation science approach, conduct a process evaluation of the 

implementation of YouthCHAT in Te Tai Tokerau youth care services. 
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3. Create a framework for a wider scale rollout and implementation of YouthCHAT. 

 

The revised objectives are to: 

1. Use a co-design participatory research approach, with iterative cycles of implementation, 

evaluation and modification to progressively implement YouthCHAT in Te Tai Tokerau 

(Northland).  

2. Assess the feasibility of implementing YouthCHAT into Te Tai Tokerau youth care 

services including identification of enablers and barriers. 

3. Assess the acceptability to staff and young people of implementing YouthCHAT into Te 

Tai Tokerau youth care services. 

4. Design an implementation framework for scaling up and rolling out YouthCHAT in other 

regions in Aotearoa (New Zealand). 

 

1.4 Thesis outline  

Chapter one is the introduction to the study, providing a background to the topic, introducing the 

interventions being evaluated, and outlining the aims of the study. 

 

Chapter two is a systematic review exploring the current literature about the implementation of 

electronic screening tools for mental health issues and risk behaviour for young people in primary 

health care.  

 

Chapter three provides the rationale for the methodology used in implementing YouthCHAT (Aim 

1), a bicultural approach respecting and validating Māori culture, customs, and tikanga to form 
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respectful relationships allowing participants to work together as equals as the research 

processes evolve to meet specific community needs.  

 

Chapter four explains the evaluation study (Aim 2) methods, aims and objectives, study variables, 

and measures, outlines the ethical considerations and highlights data collection, analysis, and 

storage of data obtained.  

 

Chapter five describes how the study and YouthCHAT have evolved in response to community 

need as a result of the co-design process engaged in the study.  

 

Chapter six provides an overview of mid-range theories of behaviour change and implementation 

theories and introduces four models and frameworks used in in the process evaluation of the 

implementation of YouthCHAT (Aim 2) 

 

Chapter seven presents the results of the study. These are displayed using tables and charts. 

Patterns and themes are identified and explored. 

 

Chapter eight describes the development of a framework for the wider roll out of YouthCHAT 

(Aim 3), based on evaluations of the implementation of the tool (Aim 3). 

 

Chapter nine discusses the results in light of the current literature, what this thesis adds to the 

existing body of knowledge, and the strengths and limitations of the research. The implications for 

practice, policy makers, and further research are listed before the chapter finishes with the 

conclusion of the study. 
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1.5 Chapter summary 

This chapter has explored the background to this study and how this thesis came about. An 

overview of the state of the mental health of New Zealand's youth and the disproportionate rates 

of issues found among Māori youth, is provided. Screening for psychosocial issues in primary 

health care has been investigated, and barriers to its occurrence discussed. The potential of 

technology to improve access to care, especially for young people, has been highlighted, and the 

YouthCHAT and HABITS app have been introduced. The original aims and objectives are 

presented, and then the reason why these needed to be revised. The next chapter will describe a 

systematic review of the literature relating to the implementation of electronic screening tools for 

youth psychosocial issues in primary health. 
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Chapter 2 Literature review 

2.1 Introduction to the literature review 

More than 90% of NZ secondary school students visit a primary care provider at least once a 

year.124 Adolescents often present at primary care with non-specific, physical symptoms, when in 

fact they have at least one psychosocial issue with which they would like help, but do not disclose 

these to their primary care provider.24 30 57 58 125-127 Mental health issues are generally anxiety and / 

or depression, but may also include more general distress due to a variety of stressors, and 

difficulty controlling anger. Risk behaviours include substance misuse (nicotine, alcohol, 

recreational drugs), eating and conduct distress, sexual exposures, physical inactivity, and 

exposure to abuse and problem gambling or gaming. A full psychosocial assessment can help to 

identify these concerns, but the young person must be willing to discuss personal and delicate 

issues with someone they may not know.128  Screening can reveal issues that could otherwise be 

overlooked, and can facilitate discussions about psychosocial issues between primary care 

provider  and youth.53 59 129  

 

There are several screening tools available for youth psychosocial issues, mostly covering a 

single domain,52 but it can be time-consuming to administer these and interpret the results.130 

Clinicians in PHC may be uncertain about which screening tool to use, as not all screening tools 

are suitable for use in all clinical contexts.129 130 Many screening tools rely on the primary care 

provider having the skills, knowledge, expertise, and experience to carry out the screening, to 

interpret the results, and to provide appropriate interventions.59 However, primary care providers 

describe being under-resourced in terms of time, availability of appropriate screening tools, 

training, and experience in youth health.45 131 Providers cite a lack of awareness of appropriate 

agencies and support services available as a further barrier to screening.50 52 57 59 132  
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Currently, Year nine students (aged 13-14) in New Zealand decile one to decile three secondary 

schools undertake a routine psychosocial assessment using the Home, Education, Eating, 

Activities, Drugs and Alcohol, Sexuality, Suicide/Depression, and Safety assessment 

(HEEADSSS).133 134 This is a multi-item interview-based assessment tool135 that is also utilised by 

some clinicians in primary health care during consultations with adolescents. HEEADSSS, 

although used nationally and internationally, is not validated and can be time-consuming, 

sometimes taking up to two hours to complete.55 56 Depending on the clinician’s training, 

experience, and expertise, the results from a HEEADSSS assessment can be variable.   

 

Evidence suggests that youth would prefer to complete an initial self-assessment electronically 

(e-screening) than face-to-face interviewing.98 128 136 137 This not only saves staff time but also 

provides reliable and consistent results. Young people believing that computers provide more 

privacy, may disclose more sensitive issues electronically than face-to-face. Adolescents see e-

screening as an appropriate method of collecting data in a clinical setting.138 139 45 140 Youth prefer 

to complete an electronic screen in the waiting room prior to consulting with their clinician.141 This 

augments engagement with the provider, increases disclosure, and facilitates shared goal setting 

in the ensuing consultation.142 E-screening for youth psychosocial issues in primary health care 

can improve health outcomes and help to reduce the rates of youth suicide, self-harm, accidental 

death, and mental health issues.8  

 

Underpinned by national and international policies and strategies, global recommendations are 

that young people attending their primary care provider be screened for psychosocial issues.143-

147 However this occurs in less than 50% of primary care provider consultations with youth, with 

the result that over half of adolescent mental health concerns are not detected.59  51 
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2.2 Aim of literature review 

The aim of this literature review is to examine the use of electronic screening tools for 

psychosocial issues amongst youth in primary health care settings, whether the screens were 

1. Opportunistic, planned, or targeted at youth considered high-risk. 

2. Completed prior to the consultation or at another time. 

3. Completed in the waiting room or private room in the clinic. 

4. Initiated by an administrator (either research assistant or clinic staff member) or by the 

clinician. 

 

Objectives were to identify perceived acceptability and benefits of, barriers to, and feasibility of 

routine e-screening for youth psychosocial issues under different conditions and settings. 

  

2.3 Method of literature review  

2.3.1 Search strategy 

Three databases, Scopus, Medline, and Cumulative Index to Nursing and Allied Health Literature 

(CINAHL) were searched for screening, youth, and mental health and risky behaviours using 

search strings incorporating wildcard symbols. (see Table 2-1). There was no date range 

exclusion and duplicates were removed.  
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Table 2-1 Search strings used in literature review 

Search terms Search string used 

Screening (screen* OR case-find*)  

Youth (youth OR adoles* OR teenager OR "young person" OR "young adult") 

Mental health or 

risk behaviours 

("mental health" OR "risk* behav*" OR smoking OR tobacco OR nicotine 

OR "substance abuse" OR "alcohol*" OR "exposure to abuse" OR 

"eating disorder" OR sex* OR depression OR anxiety OR gambling OR 

anger* OR "conduct disorder" OR "physical inacti*" OR stress) 

 

2.3.1 Inclusion and exclusion criteria 

All research studies using electronic screening of psychosocial issues on young people, 

published in English up to May 2019 were included. Exclusion criteria were study protocols (no 

data available); the screening was not conducted on young people; was not for psychosocial 

issues or screening was not the focus of the research. Studies in which the screen was not 

electronic or not conducted in a primary health care setting were not included. Non-English 

papers were also excluded and identified titles were assessed for initial inclusion. The included 

abstracts were reviewed and excluded if not meeting the criteria. The full papers of those 

included, plus further studies identified through hand searching, were then reviewed, and those 

not meeting eligibility criteria were excluded. 

 

2.3.2 Analysis 

Articles were classified according to study design, country of origin, clinical setting, type of data, 

who the participants were, and who had recruited them. Specific tools and screening domains 

were tabulated by the researcher, alongside any additional tools that were utilised, the time and 

setting in which the study took place, and the time taken to complete the screening. Data were 

extracted and synthesised from each study according to the measures used and how the data 

were analysed. Potential biases, strengths, and limitation of each study were identified to assess 
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study quality. Processes were reviewed by the principal investigator at various stages who 

provided feedback on articles included and tabulations made. A meta-analysis was not possible 

due to the heterogeneity of the studies reviewed. 

 

2.4 Results of literature review 

2.4.1 Numbers of papers identified, screened and included  

A total of 455 articles were identified: 194 from Scopus, 143 from CINAHL and 118 from Medline, 

with 64 duplicates. Two hundred and thirty-five texts were excluded by title. Of the 156 abstracts 

screened, 16 were not focused on youth, 46 studies were not looking at screening, 20 used non-

electronic screening tools, and 48 contained no data, leaving 36 texts eligible for further review. In 

addition, ten possible studies were identified through hand searching. On full assessment 13 

were not carried out in primary health care settings; four were not electronic tools; in three 

screening was not the primary focus of the study; four contained no data, leaving 12 articles 

reporting 11 studies included in this review (See Figure 2-1). 
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Figure 2-1 Prisma flow diagram 
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2.4.2 Study characteristics 

The articles included in this review cover 11 studies that took place between 2009 and 2018.98 117 

140 148-156 Study designs used were, case study,150 co-design and descriptive,117 152 translational,151 

quasi-experimental,98 140 148 153 and randomised trials.154-156 All studies included quantitative data, 

and three were mixed method.140 148 150 All the studies were carried out in high-income countries, 

the majority in family health clinics. Study sites were also paediatric primary care clinics, an 

integrated health clinic, school clinics, and a co-located youth clinic. Most of the studies recruited 

both young people and primary care providers as participants. Youth were recruited from the 

clinic waiting room when they attended for their routine medical review, while primary care 

providers were recruited from participating clinics. All 6th – 12th grade students at one public 

school were eligible to participate in one project, and one study did not recruit young people per 

se, but used de-identified data from the electronic health record (EMR).155 156 In the NZ study 

participants were predominantly Māori female youth.117 Youth participants ranged in ages from 

11- 25 years old across all the studies (see Table 2-2). 
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Table 2-2 Country and design of study, data type, study setting, and participant recruitment 

Author  Country Design Data  Setting Participant selection 

Bilardi148 Australia Quasi-experimental Mixed Family health clinic All 16-24-years for annual review (N=871) & PCP 

Bradford149 Australia Quasi-experimental Quant Youth clinic 12-25 year olds (339); 13 clinicians 

Curtis151  USA Translational Quant School clinic All 6th-12th grade pupils from one school (N=248) 

Diamond152  USA Descriptive Quant Family health clinic 12-21 year olds in PHC waiting rooms (N= 415) 

Gadomski140 USA Quasi experimental Mixed Urban/rural clinic Consecutive <18 years for annual review (N=72) & 

PCP 

Goodyear-Smith117  NZ Co-design Mixed Youth clinic Consecutive patients age 12-24 (N=30) & PCP 

Harris98 USA 

Czech Republic 

Quasi experimental Quant Family health clinic  All age 12-18 years for routine care  

USA (N=2106) Czech Republic (N= 589) 

Olson153 USA Quasi experimental Quant Primary care clinic Consecutive patients aged 11-19 (N=1052) & PCP 

Reise154   USA RCT Quant Paediatric primary 

care clinic   

13-19-year-olds (N=120) & PCP (N=14) 

Sterling156 USA RCT Quant Integrated health 

clinic  

PCP with 50+ eligible youth (N=52) 

Youth EMR data (N=1871) 

Webb150 Australia Case study Mixed General practice 14-25-year-olds (N=87); GPs (4), & support staff 

(10)  

Table Key 

AS = Administration staff; CS = Clinic staff; EMR =Electronic medical record; Quant = Quantitative; Qual = Qualitative; PCP = primary care provider; 

RA = Research assistant; RCT = Randomised controlled trial 
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2.4.3 Initiation and completion of screening  

In most of the studies, screening was initiated by a research assistant before the young person’s 

consultation with their clinician (see Table 2-3). In one study, young people were given the details 

of an online tool at the end of their consultation, either by the clinician or a member of the clinic 

administration staff. Youth participants were invited to access and complete the screen either 

before leaving the clinic or later at home. Completion rates were low.148 Clinic administration staff 

initiated the screen in two of the studies and in a school-based project a guidance counsellor 

initiated it. Young people completed the screen on a mobile device, most doing so in the waiting 

room while waiting to be seen. On completion of the screen, the results were immediately 

available to the primary care provider. 

 

A variety of screening tools were used in the studies reviewed, most of which were validated. 

Most of the tools were multi-item, and all but one148 included screening for alcohol and drugs. 

Screens only covering one domain were used in three studies, two studying substance abuse 

screening and one sexual health risk assessment148 (see Table 2-3). 
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Table 2-3 Screening tools, domains covered, when and where screen completed, screen duration and initiator 

Lead author Screening tool Domains screened Links to When & where  Screen 

duration 

Screening 

Initiator 

Bilardi 148  CYR  Sexual health  Post consult in clinic 

or at home 

ND Youth 

Bradford149 My Assessment Home, education, eating, activities, alcohol or drug 

use, tobacco, sexual health, emotions, safety 

Nil Pre-consultation 

Clinic 

10-15 

minutes 

Research 

assistant 

Curtis151  CRAFFT157 

Validated 

Alcohol and Drugs Alcohol & 

drug 

information 

School clinic Pre 

consult 

15 minutes Counsellor 

Diamond152 BHS Validated Medical, family, school, safety, sexuality, abuse, 

nutrition, eating, anxiety, trauma, depression, 

alcohol or drug use, suicidality, psychosis 

BDI-II 

MSSI 

TSC 

Pre-consult 

Waiting room 

8-12 

minutes 

Research 

assistant 

Gadomski 140 DartScreen158 Nutrition, exercise, alcohol or drug use, school, 

mental health, depression & anxiety, sexual health  

PHQ 

GAD-2 

SBQ 

Pre-consultation 

Waiting room 

9.5 

minutes 

Research 

assistant 

Goodyear-

Smith 117 

YouthCHAT 

Validated 

Smoking, alcohol or drug use, gambling, eating 

disorder, depression, anxiety, stress, sexual health, 

abuse, conduct, anger, inactivity 

PHQ-A 

GAD-7 

SACS 

ASSIST 

Pre-consultation 

Waiting room 

Not 

discussed 

Research 

assistant 

Harris159 CRAFFT 

Validated 

Alcohol or drug use CRAFFT Pre-consultation 

clinic 

5 minutes Research 

assistant 
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Lead author Screening tool Domains screened Links to When & where  Screen 

duration 

Screening 

Initiator 

Olson153 Based on 

GAPSQ 

Family, medical, safety, smoking, sexuality, activity, 

mental health, body image, school, relationships, 

nutrition, conduct  

AOD info Pre-consultation 

Clinic  

9-11 

minutes 

Admin staff 

Reise 154   

 

TickiT160) +/- 4 

questions from 

YRBS161 

Home, education, eating, activities, alcohol or drug 

use tobacco, sexual health, emotions, safety 

Selected 

YRBS  

Pre-consultation 

Waiting room 

8.4 

minutes 

Research 

assistant 

Sterling155 156 TWOQ  Alcohol or drug use, mood, suicidality CRAFFT Pre-consultation 

Clinic  

ND Clinic admin 

staff 

Webb150 Check Up GP 

app 

Home, education, eating, activities, alcohol or drug 

use, tobacco, sexual health, emotions, safety 

Nil Pre-consultation 

General practice 

10-14 

minutes 

Research 

assistant 

Table Key: 

ASSIST= Alcohol, Smoking and Substance Involvement Screening Test; BDI-II = Beck Depression Inventory II; BHS = Behavioral Health Screen, 

CRAFFT = Car, Relax, Alone, Forget, Friends, Trouble; CYR = Check Your Risk (http://www.checkyourrisk.org.au/); GAD =General Anxiety Disorder 

Assessment; GAPS = Guidelines for Adolescent Preventive Services Questionnaire; MSSI = Modified Scale for Suicidal Ideation;, PHQ = Patient 

Health Questionnaire; PHQ-A = Patient Health Questionnaire Adolescent Version; SACS = Substances and Choices Scale; SBQ =Suicide Behavior 

Questionnaire; TSC = Trauma Symptom Checklist; TWCQ = Teen Well Check Questionnaire; YRB = Youth Risk Behavior Survey 
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2.4.5 Study measures 

Acceptability and utility of tools for both primary care providers and young person were common 

outcomes measured in five of the studies, and eight described the impact reviewing the results of 

the screen had on discussions and engagement during the post screen consultation (see Table 

2-4). Two studies evaluated whether training primary care providers and providing them with 

resources and support from other clinicians had any influence on psychosocial screening rates. 

Another looked at the effect on screening rates after the implementation of a computer-based, 

self-reported pre-visit screen for youth psychosocial issues. 

  

Data were gathered by a range of methods; acceptability and feasibility data were gathered via 

focus groups with young people, interviews with clinic staff, and exit surveys. Transcripts of audio 

recordings of consultations, focus groups, and free text in surveys were used to obtain qualitative 

data on the effect completion of the screen had on the consultation. De-identified pre and post-

intervention data from the electronic health record, Likert-style and yes/no survey questions 

provided quantitative data. Further information about potential bias, limitations, and strengths of 

each study are summarised in Table 2-4. 
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Table 2-4 Study measures, data source, analysis, bias, limitations, and strengths 

Lead author Measures Data source Analysis Bias Limitations Strengths 

Bilardi148  Number of tests 6 

months pre post 

intervention 

Youth feedback 

Barriers 

De-identified data 

from EMR 

Interviews 

 2-sided p values 

Descriptive 

statistics 

Thematic analysis 

Unknown how many 

youth returned for 

testing 

No youth gave 

feedback  

Training may have 

increased  

 awareness of 

screening. 

 

Real clinical 

situation  

 

Bradford149 Acceptability 

Feasibility  

Utility 

Reported 

behaviours 

Barriers to use 

My Assessment 

data 

Questionnaires 

Descriptive 

statistics 

Comparison of 

control & 

intervention 

psychometrics 

Missing data Single centre Large sample size 

Response rate 87% 

Quasi-experimental 

design 

Curtis151 Utility  

Screening & 

detection rates 

Counselling 

acceptability  

Sustainability 

barriers  

Deintendtified EMR 

data 

Formative 

evaluation 

Bias towards those 

from financially 

stable families -

parents happy to 

share insurance 

details  

Does not look at 

effects on usage 

data  

Indicates possibility 

of implanting SBIRT 

in schools 
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Lead author Measures Data source Analysis Bias Limitations Strengths 

Diamond 152 

Study one 

Acceptability & 

utility 

Screen 

understandability 

Honesty disclosure 

Barriers to use 

Survey Descriptive 

statistics 

Odds ratios  

Researcher was 

creator of the tool 

Non random sample Identifies barriers   

Gadomski 140 Information 

provided 

Question types 

Brief intervention 

delivery  

Engagement 

Issues addressed  

Interviews 

Audio recorded 

consults 

Youth survey 

Inductive thematic 

approach 

Effect of presence 

of video – “best 

behaviour” 

Non-random 

sample 

Used in a real 

clinical situation 

Goodyear-

Smith117 

Utility  

Youth & PCP 

acceptability 

Barriers to use 

Youth Survey 

Focus groups 

Staff interviews 

Descriptive 

statistics 

Thematic -analysis 

Non-representative 

sample 

Small sample  

No control 

Real clinical 

situation  

Harris159 

 

Advice given 

Compliance 

Satisfaction  

Use 3 & 6 months 

post screening 

Survey 

Comparison de-

identified data from 

EMR 

X2 tests (categorical 

data) 

t-tests (continuous 

data) 

Longitudinal data 

analysis 

Self-reported data 

could lead to recall 

error and social 

desirability 

 

Non-randomised 

design 

Insufficient numbers 

to assess effect on 

drug use 

Consistent with 

previous study  

 



 

 

39 

Lead author Measures Data source Analysis Bias Limitations Strengths 

Olsen153 

 

Confidentiality 

Engagement 

PCP initiation of 

discussion 

Youth satisfaction  

Exit surveys  X2  and Fisher exact 

test 

Mostly white middle 

class population 

Small study   

Reise 154   Discussion rates  & 

Utility 

GP acceptability 

Exit survey  Descriptive 

statistics 

one specific setting 

& specific 

population 

Small samples  Cluster-randomized 

design 

Sterling155 156  Effect on screening 

rates 

Effect of adding 

BHC  

Comparison de-

identified data from 

EMR  

Bi-variate and 

logistic models & 

Descriptive 

statistics 

Integrated clinics Private settings with 

established EMR 

Diverse population 

Webb150 Screening rates 

Barriers & 

facilitators 

Feasibility of use 

Focus groups 

Interviews 

Utility measures  

Descriptive 

statistics 

Thematic analysis 

Socioeconomic 

advantaged 

population 

Single case study  

Table Key 

BHC = Behavioural health clinician; EMR = Electronic medical record 
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2.4.6 Findings of studies 

The completion of a web-based psychosocial screening tool by youth increased screening rates 

in all the studies, except one, where access to the screening tool was provided at the end of the 

consult. Primary care providers often forgot to give the link, or only gave it to youth they perceived 

as high risk.148 Where the screen covered several domains, multiple risk behaviours were 

disclosed by over a third of young people.117 153  

 

2.4.7 Pre-intervention training 

Pre-intervention education was available to participating primary care providers in seven of the 

studies, and not discussed in the remaining four.140 151-153 Primary care providers in one study 

received no formal training, although they were provided with printed instructional material on the 

guidelines for the screening, management, and treatment of chlamydia.148 In other studies the 

research team trained staff to use the screening tool as well as offering support and resources to 

guide the delivery of brief interventions.117 154 156 159 Attendance of two or more such education 

sessions by primary care providers increased the likelihood that e-screening for psychosocial 

issues would take place155 156 and that brief interventions would be delivered.156  

 

2.4.8 Barriers to using web-based screening tools 

Despite significant heterogeneity of these studies, commentary on barriers to use was able to be 

extracted from all but one study. Barriers for youth using web-based screening tools were only 

mentioned in one study, where youth perceived a lack of privacy completing the screen in the 

waiting room.154 However, all but one140 identified barriers preventing primary care providers from 

routinely screening youth for psychosocial issues. Cited barriers included lack of time, knowledge, 

training, and awareness of referral options.148 153 154 159 Some primary care providers were 

uncomfortable in raising sensitive issues with young people148 154 and concerned that their youth 

patients might be too embarrassed or worried about confidentiality to discuss psychosocial issues 



 

 

41 

with them.148 151 Additionally, a lack of staff, or high staff turnover,153 159 caused a barrier to 

screening and in one study staff were worried that technology could impair face-to-face 

engagement with young people.117 

 

2.4.9 Effect on consultation 

In two studies primary care providers found they were able to include screening and brief 

counselling into the time allocated for a standard consultation.153 155 Following completion of a 

pre-consultation screen, there was a non-significant , or no increase in consultation length; 

primary care providers felt that a slightly longer appointment was acceptable given the increased 

disclosure of psychosocial issues.140 153-155 159 Reviewing the results of screens helped primary 

care providers in planning the consultation, setting priorities, and to engage with youth in useful 

discussion.117 140 152 153 

 

Adolescents believed that completing the screen using a computer or mobile device, afforded 

them increased privacy and confidentiality which increased the likelihood of them disclosing 

psychosocial issues. In the consultation, young people felt listened to, encouraged to talk, and 

that all issues they wanted to discuss had been addressed, leading to increased satisfaction in 

care.  

 

2.4.10 Acceptability and feasibility 

E-screening for psychosocial issues was found to be acceptable in four of the studies, with four 

reporting that further research is needed. All the studies concluded that more research is needed 

into making e-screening for youth psychosocial issues feasible in primary health care.  
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2.5 Discussion  

This review found 12 papers, describing 11 studies, carried out in a variety of settings in first 

world countries. A range of study designs were used to evaluate the acceptability and feasibility 

of implementing e-screening tools for youth psychosocial issues in primary care settings. More 

than a third of adolescents engage in multiple risk behaviours,117 153 so the ability to screen 

across several domains quickly and effectively in primary health care could help detect issues 

which otherwise would not have been screened for.  

 

Multi-item e-screening tools for youth psychosocial issues have the potential to facilitate 

increased disclosure, and so early intervention, in primary health care settings. For more than a 

decade, the routine screening for youth psychosocial issues in primary health care has been 

recommended.143-147 However, compliance with screening youth for psychosocial issues in 

primary health care remains poor. 51 59 117 140 148 151-156 159 This review highlights the persistence of 

common barriers (lack of time, training, tools, staff, and discomfort in raising sensitive issues) to 

youth psychosocial screening in primary health care.25 50 52 57 148 153 154 159 

 

Moreover, to reduce inequities among indigenous youth, screening tools need to be culturally 

appropriate. In one study conducted in New Zealand, the youth participants were mostly 

indigenous Māori.117 Māori have the highest rates of psychosocial issues among New Zealand 

youth,29 which is also true for other indigenous populations around the world.162-164 The reviewed 

studies do not allude to the participation of such vulnerable young people and is an area that 

warrants further study. 
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2.5.1 Suggested ways to overcome screening barriers 

Some of the barriers to screening young people cited by primary care providers could be 

overcome by the implementation of pre-consultation, self-report, e-screening into primary health 

care. Lack of time is the most common barrier to screening for primary care providers, yet where 

this was measured pre-consultation screening and subsequent discussion made no, or no 

significant difference to consultation length.117 140 153-155 159 With time being at a premium primary 

care providers would rather training be minimised.148 However, some training is needed.117 154 159 

Screening rates were increased by provider attendance of at least one training session of under 

an hour in one study.156 A lack of awareness of referral options can be countered by the provision 

of details for local support agencies and secondary services.  

 

Lack of staff is another barrier to e-screening identified by primary care providers. The initiation of 

the screen by clinic administration staff seems to be an acceptable solution. If youth are given a 

link to access screening tools post-consultation, it seems likely that they will not complete the 

screen. The initiation of screens by a research assistant, creates an artificial environment, and 

the initiation of screening does not become part of the daily workflow. Further, believing that e-

screening requires extra resources, staff may resist its integration into daily practice. Where 

primary care providers have support from behavioural health clinicians, such as counsellors, brief 

intervention delivery for youth psychosocial issues in primary health care is initiated earlier, 

potentially reducing the risk of long-term problems.117 151 154-156  

 

2.5.2 Effect of pre-consultation e-screening on the consultation 

The review of an e-screening report during the ensuing discussions facilitates primary care 

providers to raise subjects they may otherwise have found difficult.117 140 152 153 Despite the belief 

of primary care providers, that youth do not want to address psychosocial issues in a consultation 

with them, youth participants report increased satisfaction with care when sensitive issues are 
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raised by the clinician.117 140 153 159 Moreover, young people reported feeling heard, encouraged to 

talk, and to be involved in their care. Including youth in decisions about their care gives them a 

sense of control, increasing compliance with any management plan.50 51 53 165 Additionally, going 

through the results with the young person directs the discussion towards addressing psychosocial 

issues,117 140 152 153 and better meets the unique health and wellbeing needs of youth.30 46 

 

2.5.3 Strengths of this review 

Three databases were searched and a hand search was carried out to find studies for inclusion in 

this review. There was explicit inclusion and exclusion criteria applied to arrive at the 12 studies 

finally reviewed. To ensure a comprehensive search, expansive search strings were developed in 

conjunction with a research librarian.  

 

2.5.4 Limitations of this review 

There is a paucity of literature in this area and so not many articles were found. The 

heterogeneity of the studies included in the review means that it is not possible to conduct a 

meta-analysis. 

 

2.5.5 Implications of this review 

While the efficacy and acceptability of youth psychosocial issues screening tools are not in doubt,  

their use in practice is sporadic and often limited to youth considered to be high risk.148 152 The 

highest rates of psychosocial issues in young people are found amongst rangatahi (Māori youth) 

but the integration of acceptable and culturally appropriate screening tools for Māori youth needs 

further investigation. The feasibility of implementing e-screening does not only rely on the 

availability of the appropriate technological infrastructure. The effect that e-screening has on 

those who will be using it, is also crucial.166-168 If clear benefits such as improving health 
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outcomes for patients while reducing workload are apparent, then the routine use of e-screening 

becomes viable.166 167 To be truly effective, screening tools must be implemented into the clinical 

setting and their use become routine practice.166-169 How this can be done requires further 

research.117 140 148 151 152 154-156 158 159 Co-design and tailoring screening implementation frameworks 

to meet specific contexts may be required, to ensure clinicians overcome initial inertia and 

perceived barriers, and adopt the required processes in their work. 

 

2.6 Chapter summary 

This chapter has provided the background and aim of the literature review. The method and 

criteria used to identify eligible studies has been described. The findings of the review have been 

summarised, and the included studies reviewed. A discussion follows outlining the strengths and 

weaknesses of the review. The implications of the review have led to the further development of 

the aim for this research and how it has been conducted. The next chapter will go on to describe 

the methodological approach to the implementation of YouthCHAT. 
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Chapter 3 Implementation of YouthCHAT methodology:  

“He Awa Whiria” Braided rivers 

3.1 Introduction 

This chapter begins with a brief overview of the Treaty of Waitangi and Te Ao Māori (the Māori 

worldview). There follows an outline of ontology, epistemology, and methodology of critical 

realism, the paradigm underlying this research. A framework allowing Māori and western 

paradigms to come together as equals is then introduced. Overall, this chapter addresses the 

methodological issues addressed in meeting Aim 1, the progressive implementation of the rollout 

of YouthCHAT in Te Tai Tokerau youth care services in collaboration with Northland Primary 

Health Organisations, as well as the methodology to address Aim 2, the process evaluation of 

YouthCHAT roll-out in Te Tai Tokerau. 

 

3.2 The Treaty of Waitangi and Māori culture  

In colonised countries, such as New Zealand, the nature of reality has often been defined and 

explained from the perspective of the coloniser, with that of the Indigenous population 

disregarded, a concept known as “ethical relationality”.170-173 Consequently, wisdom developed 

from the Māori perspective became devalued as the nature of the world was explained according 

to the ideology of the dominant culture.170 174-176 As in colonised countries around the globe, the 

impact of the historical relationship between Indigenous and non-Indigenous, all be it nebulous, 

continues to be evident in contemporary NZ.170 172 176  

 

Considered to be the founding document of NZ, the Treaty of Waitangi was signed by Māori 

Chiefs and representatives of the British Crown in 1840. The agreement ratified the unification of 

Pākehā (Western settlers) and Māori as one nation, while affording protection to Māori values, 

traditions, and practices.177 Inherent in the Treaty of Waitangi are the Māori principles of 
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kawanatanga (giving governance to the Crown) and tino rangatiratanga (respecting Māori self-

determination). The Treaty of Waitangi Act in 1975178 outlined the principles of partnership, 

participation, and protection as representing the true intent of the Treaty.15 16 179 These principles 

remain as the foundation of the relationship between Māori and the New Zealand Government.180 

Research involving Māori in NZ must be carried out in accordance with the principles of the 

Treaty of Waitangi and in partnership with Māori, to ensure that Māori culture, values, and beliefs 

are respected and protected.181-186 

 

3.2.1 Te Ao Māori (the Māori worldview) 

Te Ao Māori encompasses deep connections to the environment, the past, the family and 

community, and to the spiritual (taha wairua) as well as the physical world (taha tinana).182 187 

This is reflected in Māori health models, such as Durie’s “Te Whare Tapa Whā,”188-191 using the 

analogy of a house built on the strong foundation of the Māori environment or land (whenua). The 

house (symbolic of wellbeing) will only stand intact when all four dimensions: taha tinana 

(physical), taha hinengaro (emotional), taha whānau (social/family) and taha wairua (spiritual) are 

complete. If one dimension is damaged or missing, a state of imbalance is created, and wellbeing 

cannot exist.186 

 

Health needs to develop from individual perception of what constitutes a state of wellbeing and 

good health. Where that of the provider and of the patient differ, health needs are often not 

voiced, nor recognised, and so cannot be met.95 131 190 192-195 For Indigenous peoples, good health 

is more than being free of disease, it is achieved through a state of balance across physical, 

emotional, mental, and spiritual domains.196 Taha wairua (the spiritual dimension) includes, 

beliefs and connection with Māori culture, connectedness to whānau (extended family), and is the 

main source of support for Māori youth, providing a sense of identity and purpose. Taha wairua, 

which may or may not include religion, encompasses connectedness to others, including peers, 
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community, ancestors, land, and culture.182 187 191 196 197 Although pivotal for the development of 

good health and wellbeing among NZ Māori, “taha whānau” (family health),“taha wairua” (spiritual 

health), and strong cultural identity are seldom acknowledged by western health models and so 

may not be addressed during a consultation with a Pākehā (NZ European) health provider. 186 

192 198  

 

Culture is invisible and yet it is the underlying values and beliefs associated with culture that 

drives the way in which individuals act, communicate and interact with each other. Many Pākehā 

health providers do not realise that they have a culture shaping their practice and interactions 

with patients.199 Failure to recognise this cultural influence can lead to an imbalance of power, 

miscommunication, ethnic stereotyping, and unconscious bias.13 200 In such a culturally unsafe 

environment, care is not patient centred, but based on the beliefs and values of the provider, as in 

the paternalistic models of yesteryear. Inequities in service provision for Māori youth are 

perpetuated, resulting in shorter consultation times, fewer investigations, referrals, and follow-up 

appointments.64 65 These cultural barriers leave Māori feeling unheard, devalued, and 

disempowered. They avoid engagement with health care services that fail to acknowledge their 

health needs and therefore cannot meet them.131 195 201 

 

Quality patient-focused care must include cultural competency.202 Individual values, beliefs, and 

preferences must be respected in the provision of health care. Cultural safety is not a technical 

skill, but a deep understanding of unconscious bias and inequities of access to care. Providing 

culturally safe care is not merely learning the customs, traditions, and language of another 

culture, it is the ability of the health provider to reflect on their own value system and then give 

credence and respect to that of their patient, the ability to “walk in two worlds”.176 182-185 199 201 203 204   
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3.3 Research ontology, epistemology and methodology 

3.3.1 Ontology 

Research has been defined by the WHO as the “quest for knowledge through diligent search or 

investigation or experimentation aimed at the discovery and interpretation of new knowledge.”205 

All research is underpinned by a set of assumptions about the nature of reality (ontology), 

theories about the nature of knowledge (epistemology), and the best way to go about increasing 

knowledge (methodology). Combined with the values of the researcher (axiology) these research 

paradigms influence the method and the design of the study.186 206-208 

 

From a realist perspective, reality exists whether or not humans are conscious of it and consists 

of three hierarchical domains.207 209 210 Firstly is the real domain in which there are causal 

mechanisms with the potential to cause things to happen but this potential may or may not be 

realised or experienced. These mechanisms may not always produce the same outcome, and so 

while A may cause B, B could also sometimes be caused by C. The next layer is reality that 

exists but may or may not be experienced (actual), and lastly is the reality which is experienced 

(empiricism).207 209 210 Thus, critical theory, the idea that reality is capable of being known in many 

ways, is distinguished from a positive ontology where all events, social and natural, are governed 

by a set of rules and can be predicted and controlled.186 206 

  

3.3.2 Epistemology 

Epistemologically, knowledge is generated as humans interact with causal mechanisms in the 

real domain and interpret the resulting experience. Knowledge therefore is a socially generated 

phenomenon, reliant on human interpretation, which in turn can only happen in the light of 

personal experience, culture, and language.208 210 Humans have a need to explain their world,211 

but for reality to be meaningful, it must be experienced and then understood. Critical realism 

assumes that meaning is assigned by human interpretation in light of available theories, beliefs, 
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and language at any given time.210 In this way there is alignment with constructivism based on the 

premise that reality is socially created and is dependent on culture and the use of language.206 

This suggests that as researchers continuously try to improve the constructs used to understand 

the processes at work in what they study, so the development of scientific knowledge is a 

continuous process.186 

  

3.3.3 Methodology 

Methodology is the way that the research is approached and is related to the researcher’s 

paradigm or theoretical framework.206 212 Historically, quantitative (objective) and qualitative 

(subjective) methodologies were dichotomous, but it is now accepted that the two can be 

combined. The resultant mixed method combines the strengths of each methodology to provide a 

deeper understanding than could be obtained using only one approach.207 213 Critical realism, 

recognising different levels of reality, lends itself to the use of a mixed methodology. Within the 

empirical domain there are mechanisms that lead to a certain event with intrinsic properties that 

can be objectively studied, providing links that are “law-like”212 and generalisable (retroduction).207 

212 213 The processes in the actual and real domains however, contain mechanisms explained by 

human interpretation based on lived experiences and what is known to be true (abduction).186 207 

212 213 

 

Methodology is influenced by the perspective of the researcher. A critical realist paradigm 

distinguishes structures which are not reliant on human perception (internal) from those which are 

not experienced but none the less exist (external), and reliant on human cognition.207 212 

Therefore a mixed methodology allows quantitative and qualitative approaches to “work together 

and feed into each other until a robust mechanism to explain phenomena is discovered.”207  

 

Concepts of reality are created from morals, attitudes, and belief systems based on culture and 

community. New learning is assimilated into this reality in light of prior knowledge and personal 
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experiences.182 184 185 187 191 204 The critical realism paradigm is consistent with Māori and Pākehā 

worldviews being equally valid.176 214 215 Empirically, reality is experienced by Māori and non-Māori 

each according to their own perspective. Moreover, actual and real ontologies allow for the 

possibility that events could be caused by factors from either culture, whether or not they exist or 

are experienced. From an epistemological perspective, new learning occurs through human 

interpretation of experiences based on what is known to be true at any given time and in 

accordance with their worldview. For Māori, mātauranga (Māori knowledge) is used to explain 

their experience of the world and is accessed through Te reo Māori (Māori language), aligning 

mātauranga with constructivist perspectives.186 

 

3.3.4 Kaupapa Māori 

Western research has attempted to investigate the Māori world using the paradigms of non-Māori 

researchers, omitting the importance of the spiritual dimension in the Māori worldview leaving 

Māori feeling patronised and the value of their mātauranga (Indigenous knowledge), 

diminished.172-175 208 210 216 Kaupapa Māori as a research approach was developed in response to 

this perceived ethnocentricity of NZ research, whereby work undertaken by Indigenous 

researchers is legitimate only if it fits with Western frameworks of knowledge and learning.182 184 

185 187 191 204 208 216 Coming from the root words “kau” (to bring into view) and “papa” (elements, 

ground rules, customs), kaupapa Māori translates literally as “the Māori way” and in its purest 

form is research conceived by Māori, undertaken by Māori, with Māori, and for the benefit of 

Māori. Kaupapa Māori does not however discount or reject Pākehā research methods, rather it 

questions and critiques them.217 It is a methodological approach influenced by Māori culture, 

history, mātauranga (Indigenous knowledge), Te reo (language), values, and worldview.182 184 185 

187 191 204 218  

 

Māori ways of knowing are distinct from those of Western science, based in culture and the lived 

experiences of individuals and communities.218 This being the case, knowledge is increased 
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through cultural processes, familiar and taken for granted by Māori researchers.5 218 219 While it is 

often mooted that a kaupapa methodology does not exist,5 214 218-221 Bevan-Brown suggests ten 

guiding principles, deemed to be essential for successful kaupapa Māori research,5 218-221 as a 

research framework221 

1. Māori research must be conducted within a Māori cultural framework.  

2. Research must be undertaken by people who have the necessary cultural skills, (such as 

Te reo) and they must conduct Māori research in terms of this Māori research expertise.  

3. Māori research should be focused on areas of importance and concern to Māori people.  

4. Māori research should result in some positive outcomes for Māori.  

5. Māori research should involve the people being researched as active participants at all 

stages of the research process.  

6. Māori research should empower those being researched.  

7. Māori research should be controlled by Māori.  

8. People involved in conducting Māori research should be accountable to the people they 

research in particular, and to the Māori community in general.  

9. Māori research should be of a high quality and assessed by culturally appropriate 

methods.  

10. The methods, measures and procedures used in Māori research must take full 

cognisance of Māori culture and preferences.  

 

Kaupapa Māori acknowledges Māori being Māori as the status quo, gives credence to and 

legitimises Māori culture, values, and beliefs. Te reo Māori (language) and tikanga (customs and 

rituals) are validated, normalised and fundamental to kaupapa Māori, and Māori are acceded 

sovereignty over their cultural wellbeing.174 176 182 204 222 Embedded in Māori culture are the 

concepts of whānau (extended family) and collective responsibility. Relating to 

interconnectedness and relationship building, whānau and collective responsibility recognise a 

group commitment of time, energy and self to research and ensures progress towards a common 
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goal.175 214 Kaupapa Māori seeks to redress power imbalances and inequities following 

colonisation, to allow Māori to regain sovereignty over their culture, and to promote Māori 

advancement.173 176 204 209 216-218 222-224 According to Linda T Smith, Māori research is  

“about enhancing our understandings and strengthening our knowledge base in ways 

which will help us and others” 218 

 
The proverb “kaua e takahia te mana o te tangata” (do not trample on ‘mana’ or dignity/status) 

highlights the guiding principle of kaupapa Māori, to respect the mana of individuals, Māori 

culture, and Māori worldviews.176 182 204 The self-determination of Māori to identify challenges, 

problem solve and form new knowledge (tino rangatiratanga) affords control over research 

processes and the protection of Mātauranga (Māori Indigenous knowledge).182-185 204 Mātauranga 

is not western scientific knowledge that has been translated into Te reo Māori, it has developed 

over centuries from the transcendental foundations of Te ao Māori (the Māori worldview).223 

Mātauranga may be shared by those ordained to do so if they are sure it will be protected and, 

only then with those they feel will continue to protect it.186 

  

Māori culture, values, beliefs and, tikanga (customs and rituals) need to be validated and must be 

respected to ensure safety and protection.182 183 185 204 208 217 Taonga tuku iho (the principle of 

cultural aspiration) acknowledges the spiritual element of kaupapa Māori and affirms the 

legitimacy, centrality, and use of Te reo Māori (Māori language) and of tikanga in Māori culture.175 

214 217 225 With Te reo Māori and tikanga normalised in this way, being Māori is taken for granted 

and accepted as being the normal way of things. 186 217 

 

3.3.5 A co-design approach 

A randomised controlled trial (RCT), considered the epitome of clinical trials, would provide 

evidence about how a complex intervention is used in a context controlled by a researcher with a 

specific population. However, these findings may not apply to the use of the complex intervention 
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with real populations in actual clinical settings,185 226 227 particularly in areas of wide cultural 

diversity.185 In a co-design approach, research is undertaken with, rather than on, people.204 228 

The research processes evolve in conjunction with, and from the perspectives of the participants, 

allowing researchers to gain an understanding of context-specific requirements and 

challenges.228-233 Participants become actively involved in the research process as partners, 

designers and developers alongside the research team. The knowledge, experiences, ideas, and 

skills of the participants are used to help find acceptable and workable ways of identifying and 

overcoming problems.230 234 235 

 

Co-design research, like kaupapa Māori, sits within the critical reality paradigm. With participants 

and researchers working as equals, co-design research addresses power, social justice, and 

control issues while bringing about change that is beneficial to the community and has been said 

to be mana-enhancing (status building) for Māori populations.185 236 The nature of co-design, as 

the research unfolds in conjunction with all involved, means there can only be guiding principles, 

as listed below:185 233 236-239 

1. The research is undertaken in the community setting, respecting community as a unit with 

its own needs, views and worldviews. 

2. There is an equitable partnership between researchers and participants. 

3. The research identifies local health issues and gives the community a voice. 

4. It includes researchers from the local community. 

5. It brings about a balance between research and action, leading to structural 

transformation, system development, and builds community competence. 

6. By using the strengths of the community in a co-learning environment and acknowledging 

the community as experts, co-design is empowering. 

7. It affords control to the community. 

8. All research processes and agenda should be transparent.  

9. The effect of the research is evaluated by the community. 
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10. It develops according to the beliefs and values of the community. 

 

3.3.6 Mixed methodology as a conduit 

At the heart of the Treaty of Waitangi is a partnership between Māori and Pākehā, a commitment 

to a mutual respect of each other’s culture.240 Under this premise, Western and Māori paradigms 

need to be used concurrently with equal standing in a bicultural methodology.172 This 

necessitates a study design integrating the strengths of the two worldviews, each enhancing, 

rather than compromising, the integrity of the other and to provide both numerical and narrative, 

contextual results.240-242 Mixed methods research is a conduit through which this is possible.186 243 

244 

 

Centralising the voice of those with least power, Indigenous mixed methods research emphasizes 

accountability to Indigenous populations and offers the means to create respectful 

relationships.245 Further, Indigenous mixed methods research challenges colonisation, 

marginalisation, and the devaluation of Indigenous knowledge.245-247 However, in the design of a 

bicultural study the paradigms of both cultures are equally relevant. In NZ, Pākehā engaging in 

bicultural research must work in partnership with Māori, but it is through the formation of 

respectful relationships with Māori that meaningful research can take place.186 248 249 

  

Mixed methods research has long been accepted as an appropriate methodology for research 

involving Indigenous people.245 247 250-252 While using a purely quantitative or purely qualitative 

paradigm accepts one perspective at the expense of another, mixed methods research 

acknowledges that the real truth may be a combination of elements of both.246 252-254 Mixed 

methods research celebrates diversity, enabling researchers of different cultures to work with 

each other “while respecting and retaining key differences.”244 Integrating multiple paradigms, 

epistemologies and methodologies, mixed methodology takes the strengths of each and 

combines them to answer a single research question.215 254-256 Further, by acknowledging the 
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legitimacy of different worldviews, theories, and perspectives and bringing them together as a 

“workable whole,” this is an appropriate approach for indigenous – non-indigenous research.186 215 

247 254 256 

  

There is no single way to conduct mixed methods research,215 244 257 258 but these studies share a 

common goal, which is to produce robust, globally relevant conclusions.252 For complex research 

such as implementation studies, mixed methodology has the ability to explore a diversity of views 

and achieve results that increase contextual understanding, and at the same time are 

generalisable to other settings. 186 243 245 252  

 

From a dialectical pluralist perspective, mixed methods research can draw from a variety of 

methodological and philosophical stances, combining them to provide a set of social values to 

guide relationship building and the emergence of appropriate research processes.215 243 246 252 256 It 

is only then that exploratory research using appropriate qualitative and quantitative methods can 

begin.186 

  

3.3.7 The value of quantitative data 

With the power of the spoken word in Māori culture and epistemology, along with the remit of 

kaupapa Māori to give Māori a voice, qualitative methods of data collection are appropriate for 

research involving Māori. The use of quantitative methods, however, has been deemed to be a 

Western concept, leading to research which is conducted on Māori. Statistical analysis carried out 

according to Eurocentric constructs has provided results that are of no benefit to Māori.259-262 

Instead, research is decontextualized, painting a negative picture of Māori such as, being 

dysfunctional, disadvantaged, and deprived.214 259 263 264 The ability of Indigenous people to use 

mathematical formulas cannot be questioned, having used them for thousands of years, for 

example in navigation, knowing when to plant crops, and to go hunting.263 For research results to 

indicate needs and to bring about action from a governmental level, statistical results are 
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meaningful and persuasive, and Māori researchers are becoming more aware of the need to 

supply it.5 It is important that the community involved in the research decide what quantitative 

data are collected and how these are analysed to highlight their needs and areas of concern. 

Further, the addition of quantitative data adds global relevancy to contextually meaningful 

research.186 

  

3.4 He Awa Wairia 

Known as “two-eyed seeing” by the Indigenous people of Canada, combining worldviews at a 

philosophical level allows researchers to see the strengths of each and integrate them as the 

foundation of their research.265 “He Awa Wairia” (braided rivers) uses the analogy of a braided 

river as a framework for bicultural research (see Figure 3-1).172 266 267 Rather than discounting one 

in favour of the other, the two worldviews come together being “relational and braided rather than 

isolated and independent.”170 There follows an outline of a research framework based on 

common principles of co-design and kaupapa Māori, bringing together Māori and Pākehā 

researchers to undertake this mixed methods, bicultural study in Northland NZ.186 
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Figure 3-1 The Raikaia River photo: Lloyd Homer GNS reproduced with permission from GNS 

 

He Awa Whiria (braided rivers) allows two independent, distinctive streams, one a Western 

research approach, the other Te Ao Māori (Māori worldview), to become interlinked by minor 

tributaries, reaching a point where the two streams converge. The merging of the two streams 

becomes more powerful than either one can be independently. The “He Awa Whiria” model 

enables both streams, each distinct from the other, to be equally legitimate. This bicultural 

approach allows Western science constructs to complement cultural paradigms from a kaupapa 

Māori perspective.172 222 268 The Māori worldview is no longer disregarded, but respected as being 

equally valid as Western science, with both streams journeying towards a common goal.172 (see 

Figure 3-2)186 
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Figure 3-2 He Awa Whiria adapted from MacFarlane172 
 

3.4.1 A research of two cultures 

This study was not initially conceived as a kaupapa Māori project. However, the majority of 

participants were Māori, and in accordance with the Treaty of Waitangi, Māori culture must be 

respected and protected. The majority of the research team were Pākehā, bringing their own 

cultural aspects and Western research methods to the study. The ideal for research involving 

Māori is that the research team are Māori, not just being of Māori descent but also proficient in Te 

reo Māori and tikanga (Māori language, customs, and rituals).176 184 214 However the numbers of 

those who fit this criteria, although growing, are small. The Treaty of Waitangi obligates Pākehā 

researchers to share their skills and expertise with Māori, empowering them to further hone their 



 

 

60 

research skills and promote the advancement of kaupapa Māori research.172 173 214 This has been 

long recognised, in 1927 a letter to a Professor Condliffe reads: 

“Ka taea ranei te whakahou o nga tikanga papai a to Maori ka ngaro nei? Ka taea ranei te 

whakahoki o to Māori ki nga kaupapa Māori tuturu? Me apiti atu ko nga main a to pākehā e 

tika ana hoi awhina atu ite kaupapa Māori.”  

(Is it possible to renew the lost good of our Maori people? Is it possible that your Māori 

people can be restored to traditional Native affairs? In addition, the interests of the 

Europeans should be of assistance to the Māori people).269 

 

Once a common kaupapa (work) that will meet the needs of Māori communities has been 

identified, Māori can work with others (including non-Maōri) to develop the most appropriate 

methodological approach to conducting the research.219 270 The methodology must affiliate with 

the principles and values of kaupapa Māori (see Table 3-1) and the research be undertaken in 

collaboration with those who will benefit from the research. Provided Māori retain control of the 

research, culturally competent non-Māori researchers, with the “ability to walk in two worlds,”203 

can then be involved with research involving Māori.173 184 186 214 
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Table 3-1 Aligning kaupapa Māori and co-design 

Kaupapa Māori guidelines221 Co-design guidelines185 233 236-238 

Within a Māori cultural framework Respecting community worldviews 

Undertaken by people with cultural skills  Includes researchers from local community 

Focused on important issues for Māori Participants identify local health issues  

Result in positive outcomes for Māori Research develops to address needs 

Participants as active partners in research  Researchers and participants are equal partners 

Empower those being researched Acknowledges community as experts 

Controlled by Māori  Affords the community control 

Accountability to Māori community  Trustworthy researchers & clear agenda 

Culturally appropriate evaluation  Evaluated by the community 

Methods respect Māori culture  Develops from a community perspective 

 

3.4.4 Braiding the rivers 

This study brought together researchers from two cultures undertaking research in a 

predominantly Māori area of New Zealand. Researchers from both cultures worked alongside 

each other sharing research principles, processes, and skills in bicultural research.271 Table 3-1 

shows how the guidelines for co-design research principles align with those of kaupapa Māori. 

Where these overlap a methodological space, also called interstitial space,181 is created where 

bicultural research can take place (see Figure 3-3).186 
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Figure 3-3 Braiding the rivers186 

 

3.5 Cultural values underpinning this study 

As obligated by The Treaty of Waitangi, research by non-Māori must be undertaken in 

partnership with Māori, indeed there are guidelines to help develop such research partnerships, 

but for kaupapa Maōri the focus is more on relationships. It is the formation of relationships and 

connections between all involved with the research that will allow the research processes to 

develop.248 249 Māori tikanga (the correct way to do things) is a fundamental part of Māori culture 

that guides appropriate and moral behaviour and through which harmonious relationships are 

formed and maintained.219 272 Tikanga is multifaceted, it stems from ideas and beliefs based on 

history, worldview, and what is known to be true, and it is committed to memory, with Kaumatua 

(elders) being its guardians. The correct execution and ritualistic aspect of tikanga are critical for 

if not carried out properly, misfortune may follow. The performance of the tikanga must be 

witnessed by visiting dignitaries as being correct and to be socially validated.272 Non-Māori 

researchers undertaking a bicultural approach to research must respect and participate in cultural 

traditions and values that will guide the research.273 274 It is also critical that they: 

Knowledge, experiences, ideas & skills of 
par cipants are used to help find 
acceptable & workable ways of iden fying 
& overcoming problems

Research undertaken with, rather than on, 
people.

Par cipants ac vely involved in research 
process as partners, designers & developers 
alongside research team. 

Research processes evolve in conjunc on 
with, and from the perspec ves of the 
par cipants

Researchers to gain an understanding of 
context-specific requirements and challenges

Involve the people being researched as ac ve 
par cipants at all stages of the research 
process. 

Focused on areas of importance and concern 
to Māori people. 

Result in some posi ve outcomes for Māori 
and empowers those being researched

Controlled by Māori 
Empowers those being researched  

Methods, measures & procedures used take 
full cognisance of Māori culture & 
preferences

Conducted within Māori cultural framework

A
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“develop skills and participate in experiences that will enable them to communicate 

effectively and to interact positively and comfortably within Māori and Pākehā cultures”173 

 

Bicultural competence necessitates a deep understanding of historical events and unconscious 

bias that have resulted in inequities between coloniser and colonised.200 240 An ongoing self-

critique, acknowledgment of unconscious bias, altruism, and validation of both cultures’ values 

and beliefs contributes to the development of a “culturally humble” researcher.199 Attaining 

cultural humility assists the researcher to develop respectful relationships (ata), mutual 

empowerment and ongoing learning.200 Integral to the formation of respectful relationships 

between all involved in this study, without which it would not have been able to proceed, are the 

core Māori principles described in sections 3.5.1 -.3.5.6. 

 

3.5.1 Whakawhānaungatanga (making connections) 

Whakawhānaungatanga recognises connections and interconnectedness within and among the 

group, including connections to the land, ancestors, and to Māori culture and history. 

Whakawhānaungatanga is the formation and maintenance of relationships using appropriate 

traditions and rituals. These relationships have developed to go beyond whānau (extended 

family), hapu (family groups), and iwi (tribe) connections to include “family like” relationships 

through shared experiences, such as might happen with a research team and participants. 

Without such whānau support the research cannot proceed. Whakawhānaugatanga is part of a 

person’s identity, where you are from and who you are connected to is a part of who you are. 

Identifying these connections speak more than just introduction, emphasising a commitment to 

the group.173 The resultant ata (respectful relationships) allow detailed information to be shared 

amongst those involved.214  
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3.5.2 Manaakitanga (hospitality) 

Manaakitanga is hospitality, working, learning, and sharing together and acknowledges the 

importance of mutual respect and support. Inherent in manaakitanga is ensuring the welfare of all 

those involved, a role performed by kaitiaki (guardians) who ensure the cultural safety of all those 

involved. Manaakitanga includes the concept of aroha (always acting in the best interests of the 

community) and giving of koha (gifts in recognition of the value of participants’ time, resources, 

experiences, and knowledge that have been given to the study).223 274 An important part of 

manaakitanga is the sharing of kai (food) which as well as being part of being a good host, has a 

significant role to play in tikanga. Sharing kai, by lifting tapu (restricted) and enabling proceedings 

to become noa (unrestricted) and informal, allows for good discussions to occur.191 

 

3.5.3 Rangatiratanga (self-determination) 

Rangatiratanga is about empowering others, creating leaders, including members from the 

community as members of the research team. Rangatiratanga enables all of those involved in the 

research to identify challenges and problems to be addressed so that the specific needs of the 

group can be met.275 

 

3.5.4 Whanaungatanga (establishing connections) 

Whanaungatanga acknowledges the importance of relationships that already exist between 

people. Through existing relationships, engagement with others is facilitated. Whanaungatanga 

necessitates following tikanga to identify and establish connections and commitment to those 

involved in the research.274 
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3.5.5 Whakamana (respecting opinions of others) 

Whakamana respects the decisions and opinions of everyone involved. Further it recognises that 

everybody has their own knowledge and experiences that have created those opinions and are 

behind decisions that have been made.274 

 

3.5.6 Tuakana–teina (learning from each other) 

Tuakana-teina acknowledges that learning is a two-way process that places researchers as those 

who seek to gain knowledge and participants as those who hold that knowledge. 274 

 

3.6 Linking co-design and kaupapa Māori methods 

There have been a number of frameworks developed for a co-design participatory research 

approach,185 228 230 232-235 276-278 which achieve beneficial results through researchers and 

participants sharing, learning, and working together as equals. Frameworks for co-design contain 

between three and six steps (see Table 3-2), depending on whether or not some have been 

amalgamated into one step.230  

Table 3-2 Examples of co-design frameworks 

Cusack276 
Boyd278 Sanders234 

235 
Thiollent277 Morales2

30 
Te Morenga233 Oetzel185 

Get to know 
one another 

Engage 
 

Pre-design Identify 
needs 

Explore Engagement 
Tikanga 

Community 
engagement 
 

Generating 
concerns, 

Explore Generative 
Identify 
needs. 

Explore 
Mana-
enhancing 

Systems 
thinking 

Participatory 
action 

Plan Dreaming Discuss 
issues 

Co-
design 

Researchers 
from 
communities 

Culture 
centeredness 

Act on 
concerns, 

Develop Expression Develop a 
plan 

Develop Use 
participants 
knowledge 
and 
experience 

Integrated 
knowledge 
transfer 

Reflect Decide  
  

Evaluative  Validate Evaluate  

Evaluate Change Post design Create new 
way 

 Create  
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Based on a summary of these frameworks, a six-step co-design process was developed for this 

study. The “six-C framework” used terms chosen to reflect a connection with kaupapa Māori 

principles:186 

1. ‘Connect’ was used instead of ‘engage’ to embrace the importance of connectedness in 

Māori culture. 

2. ‘Collaborate’ was used to echo the principle of collective responsibility to create solutions 

to meet community needs. 

3. ‘Champion’ was used to highlight the empowering and mana-enhancing nature of co-

design.  

4. ‘Cultivate’ emphasises the importance of the environment in Taonga Tuku Iho – (cultural 

aspiration). 

5. ‘Consider’ highlights the control of participants over the research and problem solving, 

using their knowledge and experience. 

6. ‘Create’ encompasses action to develop something that not only meets the needs of the 

community but is also appropriate and workable for the community, reflecting the 

principle of Kia piki ake i ngā raruraru o te kainga (social justice). 

 

Using He Awa Whiria, the six-C framework was further developed so that kaupapa Māori 

principles, values and tikanga were woven throughout it creating the model for bicultural research 

used in this study (see Table 3-3).228 230 232 235 278 Pākehā members of the research team were 

guided through this process by a local Māori clinician (who was also part of the research team) 

and a Māori research assistant (also from the community in which the study was located) as the 

research processes developed in conjunction with the participants.186 
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Table 3-3 Linking co-design and kaupapa Māori 

 

 

3.7 Ethics and bicultural research 

The terms ethics and morals are often used interchangeably and refer to the underlying rules that 

differentiate between acceptable and unacceptable behaviour.279 Reflecting important social and 

cultural values of a population, these rules may be formal and written, spoken, or inherently 

understood by those who uphold them.262 While all cultures have a moral code to guide peoples’ 

actions, the morals of one culture cannot always be applied directly to another.280 For Indigenous 

peoples, ethics are not limited to a particular task but are an integral part of their identity, defining 

Co-design Kaupapa principles Values 

Connect: Engagement with 

community stakeholders & 

users  

Whānau (extended family)   

Te reo (Māori language) 

 Whanaungatanga 

(establishing connections)  

Collaborate: Using forums 

to enhance creativity through 

sharing  

 

Kaupapa (collective philosophy) 

Treaty of Waitangi 

Te Ao Māori (Māori worldview) 

Manaakitanga (hospitality) 

Whanaungatanga  

Whakamana (respecting the 

opinions of others) 

Tuakana–teina (learning 

from each other) 

Champion: From the 

community who can support 

others  

Tino Rangatiratanga self-determination Rangatiratanga  

Tuakana–teina 

Whakamana 

Cultivate: Sharing of 

knowledge, skills and 

experiences  

Taonga Tuku Iho - cultural aspiration Whanaungatanga  

Tuakana–teina 

Whakamana 

Consider: How to overcome 

challenges identified by 

stakeholders/users  

Ako Māori - culturally preferred 

pedagogy 

Tuakana–teina 

Whakamana 
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workable model that can be 

scaled up for wider rollout  

Kia piki ake i ngā raruraru o te 

kainga (Social justice) 
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their place in the spiritual realm. For Māori, ethics are the very foundation of their way of life; a 

way of “being” rather than a way of “doing.”260 262  

 

Initially presented as a code of conduct for research alongside Māori, 261 275 the “community-up” 

approach233 guides research etiquette that should underlie consultation processes with Māori 

throughout every stage of the research (see Table 3-4).181 223 224 248 273 275  

 

Table 3-4 The "community-up" approach to guide consultation processes 

Aroha ki te tangata  

A respect for people, respecting the way connections between people are 

made, creating a safe place in which knowledge and skills can be shared. 

Find commonalities between researcher, research team and participants.  

He kanohi kitea  Importance of meeting in person and being recognised by the community 

Titiro, whakarongo … kōrero   

Looking and listening….and then maybe speaking. Understanding forums 

and spaces in which it is appropriate to speak 

Manaaki ki te tangata  
Sharing, hosting, being generous recognising the importance of sharing 

kai (food), giving of koha (gifts), and being generous with your time. 

Kia tupato  
Be cautious—be politically astute, be culturally safe and aware of the 

positioning of the researcher as an outsider. 

Kaua e takahia te mana o te 

tangata  

Do not trample on the “mana” of a person or culture 

Kia mahaki  
Be humble, respect knowledge and skills of all involved, never assume 

the researcher as expert, find appropriate ways of sharing knowledge . 

 

The application of Pākehā ethical codes to research with Māori further exacerbates the power 

imbalance between coloniser and Indigenous people, for whom the research is of no benefit.259-

262 Instead, research becomes descriptive and, while informing researchers about Indigenous 

communities, the research merely tells the Indigenous people what they already know (eg they 

have high crime rates, poor health outcomes, lower socio-economic and employment rates).259 281 

However, researchers are ethically responsible and accountable to their research population.259-

262 Fiona Cram warns that “we can no longer claim that there are no widely available models 
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informing us about Maori research ethics.”259 Indeed, ethical principles have been developed by 

Indigenous academics (including Māori), for undertaking research involving Māori.259-262  

1. Consultation with the community in which the research will take place is paramount, with 

regard to; the aims and anticipated outcome of the study, what will happen to any 

information shared, the feasibility and acceptability of the research, and crucially how the 

community’s rights, interests, and culture will be protected.  

2. Informed consent is required from community leaders prior to approaching individuals to 

participate. 

3. The privacy and confidentiality of all participants must be respected 

4. Community involvement in the research should include the sharing of knowledge, skills, 

and expertise to the community, empowering Māori to develop as researchers advancing 

kaupapa Māori research. 

5. Participants should maintain control over their data and have the right to restrict access 

to it. The research participants retain ownership of information shared and data gathered 

during the study. 

6. Members of the community should be included in the writing and editing of articles based 

on the findings of the research.  

 

3.8 Pākehā ethical considerations 

This study is further underpinned by the principles of the Treaty of Waitangi and the Pākehā 

ethical principles of beneficence (do no harm), informed consent (respecting the autonomy of 

participants to choose knowingly whether or not to participate), confidentiality (aligned with 

beneficence and maintaining dignity), and justice (reconciliation and reparation).282 280  

 

Within the ethical principles for Māori research, there is acknowledgment of common ground with 

Pākehā research ethics. Realising these ethical commonalities fosters the competence to be 
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ethical in a world of cultural diversity, of differing but equally valid worldviews.280 This ability must 

go beyond a mere knowledge of the morals of another culture to become 

“a celebration of the “other as being different – not inferior or fallacious or superstitious – as 

having something worthwhile, not as being something worthless to be marginalised, 

trivialised or ignored. If we accept this we will all be in a much better position to judge what 

is unethical as opposed to merely being disliked.” Stone (1998) cited in Johnstone280 

 

The He Awa Whiria (braided rivers) metaphor can also be used to guide the blending of Māori 

and Pākehā ethical commonalities (see Figure 3-4).  

 

 

Figure 3-4 He Awa Wharia braiding ethical principles 
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3.7 Chapter summary 

This chapter has provided an insight into the ontological, epistemological and methodological 

underpinnings of this research. The responsibilities of non-Māori researchers working alongside 

Māori in research projects, starting with the Treaty of Waitangi and kaupapa Māori, have been 

outlined. There is an overview of a model bringing together researchers from two cultures and 

creating a platform for bicultural research to occur. The Māori cultural values underlying the 

research have been identified and a six-step process bringing together co-design and kaupapa 

Māori research has been introduced. The chapter finishes by outlining the blending of Māori and 

Pākehā ethical principles that underpin this research project, both in implementing and evaluating 

the implementation of YouthCHAT. The following chapter explains the processes involved in 

implementing YouthCHAT and the evolution of the tool to meet the needs of its users. 
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Chapter 4 Evolution of the study and YouthCHAT 

4.1 Introduction 

While research may demonstrate the benefits of new evidence-based techniques, clinical 

guidelines, or technological tools (complex interventions), these benefits are not gained if 

clinicians do not use them.166-168 283 This research-practice gap is well recognised, despite 

clinicians being aware of the potential advantages of research-driven complex interventions in 

patient care.168 284-292  

 

The initial research brief for this study was to evaluate the implementation of YouthCHAT as part 

of the normal screening policies and procedures of all youth health clinics in Northland. However, 

as the project unfolded it soon became clear that this was not the case (see Chapter 1). This 

chapter addresses the revised Aim 1, to progressively implement the rollout of YouthCHAT in Te 

Tai Tokerau into youth care services in collaboration with Northland Primary Health 

Organisations. It highlights the challenges and unforeseen circumstances that impacted on the 

research, and then goes on to describe the evolution of the implementation in response. In reality, 

the process evaluation of the implementation, described in Chapter 5, occurred concurrently with 

its staged implementation, using an implementation science approach. 

 

4.2 Initial consultations 

4.2.1. High level pre-study consultation  

In accordance with the ethical principles of the study and those of the Treaty of Waitangi (as 

described in Chapter 3) a partnership was undertaken with institutions that care for, or educate, 

Māori young people. Considerable consultation with Māori stakeholders, service providers, and 

clinicians took place prior to, and throughout, this study. The cultural relevance of YouthCHAT 
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and its implementation was valued in its development, with Māori being involved in the 

development of the tool. There is an option to complete the YouthCHAT screen in Te reo Māori 

(Māori language), and the tool has previously been tested to ensure acceptability among Māori 

youth and clinicians in Te Tai Tokerau.117 Further, this research was developed through 

engagement with Māori academics (including through PhD supervision), young people, local iwi 

(confederation of Māori tribes), the local Primary Health Organisations (PHO) and the District 

Health Board (DHB), clinic staff, and community providers for their input/participation. Engaging 

and partnering with stakeholders and users throughout the study, respecting Māori tikanga 

(customs and rituals) and validation of Māori culture, values, and beliefs, was integral to the 

success of this study.216 233 

 

Before the project began, the Auckland based researchers alongside the research team in Te Tai 

Tokerau met with members of the PHO Clinical Board, including the PHO Clinical Director, the 

PHO Clinical Services Manager, and a local registered nurse in a co-located youth clinic (also a 

member of the research team and the clinical educator on the project). This was an informal 

round table meeting, starting and ending with a karakia (prayer) and the sharing of kai (food). The 

aims of this meeting were to engage with members of the board, establish rapport, and discuss 

the best way to progress with the study. The feasibility and acceptability of carrying out this 

project to evaluate the implementation of YouthCHAT throughout primary health care settings in 

Te Tai Tokerau was also discussed.  

 

4.2.2 Consultation at clinic level 

There were several hui (meetings) held at each of the three hubs, initially at high level with clinic 

managers and staff. These were followed up by a mihi whakatau (an informal introduction) with 

local iwi representatives, including kamataua (elders), clinic staff, young people (tamariki), and 

community providers to talk about the study and introduce the YouthCHAT tool. Following Māori 
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tikanga, these hui involved karakia, mihimihi (introduction of self) including whakapapa 

(genealogy). 

 

4.2.3 Consultation with the Kura 

The Māori version of YouthCHAT, KuraKŌRERO, was developed in conjunction with the local 

Kura (a Māori language and culture immersion school). A mihi whakatau (informal introduction) 

was held to introduce the research team, the Māori co-supervisor of this PhD study, and 

YouthCHAT to the staff and students of the Kura and to the clinicians who provided a weekly 

clinic there. Before embarking on development of the KuraKŌRERO, the whānau (family) of all 

the students were informed about, and invited to support, the involvement of the Kura in the 

project. 

 

4.3 Challenges  

Several challenges were encountered and needed to be overcome to progress the project. 

4.3.1 Challenges, internal forces 

Time taken to establish relationships 

Critical for the engagement of staff at each site, and for the project to go ahead, is the principle of 

ata (the formation and nurturing of respectful relationships). Guiding research behaviour, ata 

includes boundary setting, planning and commitment of time, energy and self to the project. 

Further, ata requires respect for, and reciprocity with, the group. Establishing these relationships 

takes time, and researchers must be prepared to disclose personal information about their own 

whānau and connections, but without these relationships there will be no research.186 214 

 

Northland covers a large area and travel times between the three hubs were between one and 

three hours. Moreover, it was important that the researcher attended mihi whakatau (informal 
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introduction), and hui (meetings) in person, as explained in Chapter 3. With most of the research 

team being Auckland-based, combined with difficulties in co-ordinating times and dates with 

various providers, staff and young people, the time taken to establish these relationships across 

the research sites was under-estimated. As Walker states, 

Kaupapa Maori research, is time‐consuming compared with other types of research… It 

certainly does take a great deal of preparation, and extra time is needed for substantial 

consultations with Māori people—these therefore need to be factored into any timescale for 

research.214 

 

Staffing issues at clinical hubs 

Initially, YouthCHAT was to be rolled out iteratively into youth health hubs, one in each of the 

three main urban centres of Te Tai Tokerau. Two of the clinics, one in the Mid-North and the 

other the Far-North, were resourced by Te Tai Tokerau PHO, with nursing services provided by 

local iwi health providers (a different one at each site).293 Both were co-located clinics providing 

service to a school (although not within the school grounds) and to youth in the wider community. 

Each clinic was staffed by two registered nurses (one of whom was a youth specialist nurse) plus 

an administrator, and a GP service was available on two half-days each week. Funded by a multi-

year grant from a community trust and a commitment of support from the DHB and Manaia PHO, 

the third clinic was set in Northland’s largest urban area.294 This one-stop shop offers the services 

of youth specialist nurses, registered nurses, youth workers, social workers and doctors’ clinics, 

supported by administrators, to all youth in the district. 

 

Not long after YouthCHAT was first implemented into the first clinic, the administrator left. There 

was a time delay in finding a replacement which resulted in a significant increase in the daily 

workload of the two nurses. Shortly after the employment of a new administrator, the youth 

specialist nurse (who was also the clinical nurse educator) left the clinic as well. The vacant 
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position proved difficult to fill and where possible a nurse manager would provide cover. The 

remaining registered nurse already carried a heavy workload working in two different roles for the 

employing health trust. Meanwhile, the other co-located clinic was faced with similar staffing 

difficulties, leaving the youth specialist nurse as the only staff member. Consequently, there were 

no staff available to implement YouthCHAT. 

 

Youth health service re-design 

When the study first began, the youth and school-based clinics in Te Tai Tokerau were run 

through a coordinated approach by Manaia PHO, Te Tai Tokerau PHO (serving the far north), 

and the Northland District Health Board (DHB). However, a 2015 review of youth sexual health 

services in Te Tai Tokerau had highlighted a fragmented youth health service with no universal 

model of care, resulting in access inequities and gaps in service provision. Consultation with 

Northland’s PHOs, DHBs, Māori health providers and youth, informed resulted in the creation of 

the Northland Youth Health Service (NYHS), a user-friendly, culturally appropriate service for 

youth. The service is run collaboratively by the Northland’s Primary Health Organisations (PHO), 

District Health Board (DHB) and Māori providers and was launched in December 2018, one year 

into the study period. Consistent with national and regional health strategies and governed by the 

Northland Youth Health Governance Group (with DHB, PHO, and iwi provider representation), the 

NYHS aims to improve access and provide a high standard of timely, appropriate health care for 

all Te Tai Tokerau youth.28 145 201 

 

Using a hub and spoke model (see Figure 4-1), a range of youth services operate from three 

central youth hubs. Supported by services in schools and the local community, a highly skilled, 

autonomous nursing workforce takes health services to youth in rural and isolated areas and the 

mobile nature of YouthCHAT enables it’s use in community settings. Seven youth specialist 

nurses, linked to the three central youth hubs, were employed by Northland DHB to provide a 

mobile nursing service in each of the 42 secondary schools throughout Te Tai Tokerau. Each 
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youth specialist nurse has GP oversight, standing order sign-off, and credentialing to provide brief 

interventions for mild to moderate psychosocial issues at the point of screening.201 

 

Figure 4-1 Hub and Spoke Model201 

 

Changes to practice management system  

During December 2018 and January 2019, the practice management system of the youth health 

service was upgraded to a different format, with a different look and interface. The new practice 

management system led to changes in the layout and completion of the HEEADSSS form 

template and staff training was needed, taking up a considerable amount of clinic time that would 

otherwise have been used to implement YouthCHAT. Clinic staff prioritised their use of time to 

become acquainted to using the new system rather than to implement YouthCHAT.  
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Primary health organisation restructure 

In a 2015 study GPs reported that in 80% of consultations patients presented with non-medical 

concerns such as relationship, family, housing, work, and unemployment issues. Less than a third 

of GPs felt able to advise adequately on these matters and often referred patients on to non-

medical, social, and advice services (NMSA). Where primary health and NMSA services are co-

located, patients with non-medical issues have a streamlined pathway to services best able to 

help with their problems. Further, this approach could lead to a more efficient use of health 

resources to address medical concerns.295  

 

With the goal of addressing health inequities across Te Tai Tokerau and supporting its people to 

achieve “equitable, self-determined wellbeing,”296 Mahitahi Haurora Primary Health Entity was 

launched on June 28, 2019. A collaboration between Manaia and Te Tai Tokerau PHOs and 

supported by Northland DHB, Māori led health providers, and Northland Iwi Leaders, this venture 

aimed to provide a service better able to meet the increasingly complex health and wellbeing 

needs of the people of Te Tai Tokerau.296 297 The Primary Health Entity proposed to introduce 

integrated health and social care systems centred around primary health care and establish a 

care delivery model offering increased options for care. In changing from a purely medical model 

of care, the Primary Health Entity planned to review the skill mix and restructure clinical and non-

clinical staff roles and contracts “beyond traditional scopes of practice”298 to create a health 

service in which “with proper supervision, trained amateurs do a good job.”298 The Northland 

Youth Health Service was included in the restructure and review (NYHS staff were employed by 

both Manaia and Te Tai Tokerau PHOs). Further, the organisational restructure behind the 

development of Mahitahi Hauora resulted in changes to funding allocation, targets, and 

governance. 

 

The strategy timeline began in February 2019 with a “listen and learn” phase as the Primary 

Health Entity identified gaps and unmet health needs, the exact nature of staff roles and contracts 
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within Mahitahi Hauora were scheduled to be confirmed in April/May 2019. Before then it was not 

known whether the new roles would emanate from “an existing workforce such as the practice 

nurses who can be trained or an additional role that can be embedded within the primary care 

team.”298 Existing contracts were to be honoured until the December 2019 review and new 

contracts not expected to be confirmed until the end of March 2020.298  

 

The changes to the youth health service and development of the new Primary Health Entity 

resulted in a period of staff uncertainty about their roles and their identification within the service. 

Moreover, this was a period of organisational instability, with new service delivery models, 

management and governance structures, and a rebuilding of communication networks. During 

this state of flux, the directive from governance to use YouthCHAT as part of routine screening 

policies of youth for psychosocial issues in Te Tai Tokerau did not reach the service providers, 

hence the tool was not being used. 

 

4.3.2 Challenges, external factors 

Meningococcal outbreak 

In October 2018, the Northland DHB reported a fatal Meningococcal W community outbreak in Te 

Tai Tokerau. In December 2018 a regionwide mass vaccination campaign was launched targeting 

those aged under 5 years old and all 13-19 year olds, an estimated 22,500 people.299 

Vaccinations were offered in school clinics and rural community clinics and although originally 

intended to run for three weeks, the programme continued until April 2019.300 Youth health nurses 

were re-deployed to focus on the vaccination programme, and hence were not available to run 

YouthCHAT screens.   
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Measles epidemic 

A New Zealand wide epidemic of measles started in the South Island in March 2019 and by May 

2019 had spread to Te Tai Tokerau. Northland DHB reported that only 75% of the youth 

population in Te Tai Tokerau had been immunised against measles, and an intensive vaccination 

campaign was launched with priority groups including those aged 13-29 years.301 The estimated 

number of vaccinations required to reach the priority groups was over 11,000,302 and youth health 

nurses were seconded to assist. Again, this impeded the implementation of YouthCHAT by these 

nurses. 

 

COVID-19 pandemic 

At the end of December 2019, the World Health Organization (WHO) were informed of an 

outbreak of pneumonia in the Wuhan Province of China and the causative agent was identified as 

severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) in January 2020.303 Within a 

month, the coronavirus, now called COVID-19, had infected almost 45,000 people throughout 

China, with a case fatality rate of 2.3%.304  

 

The WHO declared that COVID-19 was a Public Health Emergency of International Concern one 

month after the initial outbreak had been reported. The clinical presentation of COVID-19 varies 

from asymptomatic, to pneumonia like illness, to respiratory failure, to sepsis and multi-organ 

failure.305 Further COVID-19 has a higher CFR than influenza306 and is highly contagious.307 By 

the time the WHO declared it a pandemic on 11th March 2020, COVID-19 was affecting 184 

countries.307 By the end of July 2020, over 16 million people globally had contracted the virus with 

more than 600,000 fatalities.303  

 

The first case of COVID-19 in NZ was reported on the 28 February 2020, and without an 

elimination strategy in place it was projected that 14,400 people could lose their lives. The 
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government developed a four-level response. Within three days, at 11.59 pm on March 25, 2020, 

a civil defense emergency was declared and NZ was in ‘lockdown’ at level four, the highest alert 

level of the national elimination strategy308 (See Figure 4-2). 

 

 

Figure 4-2 Summary of New Zealand Covid-19 Alert Levels 

 

As part of intensive physical distancing measures, all schools and non-essential business were 

closed, primary health care services were provided via virtual, non-contact consultations, and 

people were instructed to stay at home with no interaction other than with people who were part 

of their household (called “bubbles”).309 During lockdown, youth became more isolated and 

disconnected from their usual support networks increasing their risk of developing mental health 

issues. Moreover, all available resources were utilised in community based Covid-19 testing sites 

and in influenza vaccination clinics. Between 22 January and July 7, 2020 a total of 13,459 

COVID-19 tests were carried out across Te Tai Tokerau,310 and 35,944 influenza vaccines were 

administered between 18 March and 22 May, 2020.311 Not only were staff unavailable to run 
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YouthCHAT screens, the lockdown meant that young people were unable to attend clinics, and 

again usage rates of YouthCHAT dropped.  

 

4.4 How the study evolved 

The original research brief was to evaluate the effectiveness of the ongoing implementation of 

YouthCHAT by the Northland Youth Health Governance Group with regard to the acceptability, 

feasibility, and utility of the tool. However, as outlined in Chapter 1, the study aims and objectives 

were revised when the research team recognised that the actual project need was to implement 

YouthCHAT into youth health services in Te Tai Tokerau. The study evolved via the co-design 

approach, to an implementation study and a process evaluation of that implementation.  

 

4.5 How the tool evolved 

YouthCHAT 2.0 had already been found to be acceptable to staff and young people in one youth 

health clinic in Te Tai Tokerau.117 Prior to the initial phase of the study, minor changes were 

made to the wording in some of the questions:  

1. “Other” added to “Male” or “Female” as options to answer the gender question. 

2. The screen asked if the young person had ever been sexually active, whereas previously 

it had asked about sexual activity in the three months prior to taking the screen. 

3. Rather than ask if the young person had any concerns about their sexual identity, they 

were asked if they had any worries or problems because of it. 

4. The options for the age question were made were made specific and appropriate for the 

youth population. 
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4.5.1 Feedback from the co-design hui 

While there were no quantitative data collected regarding the co-design processes involved, 

modifications were made to the tool in response to feedback from co-design hui and throughout 

the study, in discussion with the original developers of the tool, and experts in the field. These 

modifications include some minor changes in wording, the addition of an audio option, and 

electronic integration with the practice management system. 

 

Minor wording changes 

1. The young people did not recognise names of drug classifications. 

2. Both youth and clinicians reported that vaping and gaming were significant issues in Te 

Tai Tokerau. 

3. Clinicians and youth felt that while the three options of male, female and other were 

appropriate, they wanted a “Gender Diverse” option added to the gender question. 

4. Young people did not watch the introductory video and suggested animation or having a 

wider representation of young people in the video. 

 

All but one of those who expressed a preference, indicated that they preferred the wording for the 

smoking module as listed under Option B in Table 4-1. 

 

Table 4-1 Wording options for smoking module Phase 1 

 Option A Option B 

1 During the past three months, how often 
has your use of tobacco products 
(cigarettes, chewing tobacco, cigars, etc.) 
led to health, social, legal or financial 
problems? 

During the past three months, how often 
has your use of tobacco led to problems 
with health, friends or whānau, work, 
money, or the law?  

2 Has a friend or relative or anyone else ever 
expressed concern about your use of 
tobacco products (cigarettes, chewing 
tobacco, cigars, etc.)? 

Has a friend or whānau or anyone else 
ever expressed concern about your use 
of tobacco  
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 Option A Option B 

3 Have you ever tried and failed to control, 
cut down or stop using tobacco products 
(cigarettes, chewing tobacco, cigars, etc.)? 

Have you ever tried to control, cut down 
or stop using tobacco but were not able 
to? 

 

4.5.1 Whiringa tuatahi tahi (Phase 1) 

Over the course of Phase 1, several co-design hui were held across Northland attended by health 

providers, teachers, representatives from community groups, local Iwi, stakeholders, and young 

people. Feedback from hui, a focus groups with young people, and interviews with clinic staff 

informed modifications made to YouthCHAT 2.0 and the creation of YouthCHAT 3.0 that was 

rolled out in the next phase of the project (see Table 4-2). 

 

Table 4-2 Feedback from Phase 1 and modifications made to YouthCHAT 2.0 

Feedback about YouthCHAT 2 Modifications to create YouthCHAT 3.0 

Many Te Tai Tokerau youth have literacy issues Audio option added using GoogleTM text to speak 

(English only) 

Youth found introductory video boring 

Youth wanted the video to contain an indication of 

whether they were involved in the decision regarding who 

would be involved in case of disclosure of harm 

Two more options added, one female and an 

animated (infographic) version. 

In the section of the video that explains the clinician’s 

responsibility in case of harm the phrase “but they will 

discuss this with you first” was added to the sentence 

“they may need to involve others and tell them what is 

going on” 

Youth did not recognise names of drug classifications Youth were asked what they called various drugs and 

these names given as examples 

Youth and clinicians reported that vaping and gaming as 

significant issues in Te Tai Tokerau 

Vaping added to smoking module, gaming added to 

gambling module 

Youth wanted to know how they were progressing 

through the screen  

A progress bar was added 

Youth wanted “Gender Diverse” option added to the 

gender question 

Gender Diverse added to three original options 
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Feedback about YouthCHAT 2 Modifications to create YouthCHAT 3.0 

Clinicians wanted to access YouthCHAT from within their 

PMS 

Access link available 

Completion of HEEADSSS form in the practice 

management system prohibitively time consuming 

Work began to allow pre-population of form. 

Providers wanted electronic versions of stepped care 

resource 

Electronic versions added to NYHS database 

 

 

Figure 4-3 Powerpoint slide showing some modifications to YouthCHAT 2.0 

 

4.5.2 Whiringa tuatahi rua (Phase 2)  

The next iteration of YouthCHAT developed over this phase was the custom-tailored 

KuraKŌRERO, an adaption of YouthCHAT developed in conjunction with and for use in a Kura 

(Māori immersion school). This adaptation is a complete Te reo version of YouthCHAT, also 

offering the option to complete the screen and view the summary report in English. The 

partnership with the Kura had been established during Whiringa Tuatahi Tahi (Phase 1) with a 

group of senior students and a Te reo teacher already working on the translation process and 

cultural acceptability of the tool. The translation process was significantly delayed on several 

What do you think?

• Literacy issues

• “Are we nearly there yet?”

• Video is boring

• Gaming a problem

• Gender Male/Female/other

• Did not recognise drug names 

• Use correct Te reo dialect

Suggestions to rectify?

• Add audio option 

• Add progress bar

• Try animation?

• Add gaming and vaping

• Add Gender Diverse

• What do you call them?

• Kura and NHHT to check translation
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occasions: the translated documentation was misplaced at the Kura, the process was interrupted 

by school holidays, exam leave and senior exams, and when the senior students working on the 

project left school, however eventually translation was successfully completed. 

 

Te reo Māori is spoken with different dialects and uses idioms in different regions of NZ and, as it 

was being developed for use in Te Tai Tokerau, KuraKŌRERO was created using the Northland 

dialect. The tool was translated professionally and then reviewed by senior students and the Te 

reo teacher at the Kura for understanding and acceptability. This version was then reviewed by a 

Te reo teacher and translator from the local Māori Health Trust before being back translated into 

English to ensure a robust translation into Te reo Māori in the specific dialect of Te Tai Tokerau. 

The translation into Te reo was instrumental in allowing cultural expression and resonsance 

through the Te reo Māori (Māori language) used in YouthCHAT PRO and KuraKŌRERO, as a 

link to te ao Māori (the Māori worldview). 

“For research and for health research however the principle of Te reo Māori can be seen to 

be exercised in the development of better-quality bilingual resources”228  

 

GoogleTM text to speak did not offer the option for use with Te reo Māori, and hence voice 

recordings of each question and answer option read by a fluent Northland Te reo speaker were 

uploaded to YouthCHAT, developing an audio option in KuraKŌRERO. There had also been 

feedback from clinicians that young people did not like the robotic voices in the audio option of 

YouthCHAT 3.0, and so voice recordings of the English version of the screen were made and 

uploaded as well. The research team held a competition for all students at the Kura to design the 

logo for the tool (see Figure 4-4). With the assistance of a research student and ex-student of the 

Kura, some of the senior students were involved with, and starred in, the recording and 

production of the introductory video. At the end of August 2019, KuraKŌRERO was launched at a 

celebration hosted at the Kura by the Primary Health Entity to acknowledge the collaborative 
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work, support, and commitment of the local community during the development of the tool and to 

give the community ownership of KuraKŌRERO. 

 

 

 

Figure 4-4 Winning logo for KuraKŌRERO with added design features by Jamie Martel 

 

Work continued to enable the data from the screens completed in YouthCHAT 3.0 to pre-populate 

the HEEADSSS form used by the NYHS. The GoogleTM text to speak feature in YouthCHAT 3.0 

was replaced by the English voice recordings and the Te reo translation and audio option was 

uploaded in the creation of YouthCHAT PRO. At the end of this phase, YouthCHAT Te Tai 

Tokerau and YouthCHAT PRO were launched in January 2020 and made accessible via the e-

CHAT main page (see Figure 4-5). 
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Figure 4-5 Screen shot of the e-CHAT main page  

 

YouthCHAT Te Tai Tokerau contains two different tools, YouthCHAT PRO and KuraKŌRERO. 

Although accessed by selecting YouthCHAT Te Tai Tokerau, YouthCHAT PRO and 

KuraKŌRERO are separate tools, each with its own URL and login (see Figure 4-6).  

 

 

Figure 4-6 Screenshot of access to KuraKŌRERO and YouthCHAT PRO 

 

The aim of the last phase of the project was to begin the handover process, giving ownership of 

the YouthCHAT Te Tai Tokerau tool to the youth health services in Te Tai Tokerau.  
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4.5.3 Whiringa tuatahi toru (Phase 3)  

Two months into Whiringa tuatahi toru (Phase 3), the World fell prey to the COVID-19 pandemic. 

To support service engagement with young people during the NZ lockdown period, the research 

team developed a remote functionality. When launched towards the end of lockdown, this 

capability allows a link to a YouthCHAT PRO screen to be sent to the young person either in an 

email, or as a text to a mobile phone (see Figure 4-7). The young person can then complete the 

screen on their device and the report is sent directly to the clinician. The clinician can then follow-

up the young person by means of a telephone or video consultation. The addition of this remote 

functionality was the last modification made to YouthCHAT at the conclusion of the study.  

 

Figure 4-7 Screenshot of remote invitation to complete YouthCHAT 

 

Adaptation is the “process of modifying an intervention without competing with or contradicting its 

core elements or internal logic.”312 A review by Barrera et al.313 finds that culturally adapted 

interventions are more beneficial for cultural groups than usual care. Informal adaptations are 

often made inadvertently, as implementers attempt increased understanding of the complex 

intervention or to improve its acceptability. These are rarely recorded, but detailed documentation 

Select ‘Copy link only’ 
or ‘Copy link plus 

message’

Paste to email/SMS

Link goes immediately

Young person taken to 

‘complete details’ 
screen - can edit their 

name if necessary.

They click on button to 
start questionnaire

Taking the Screen
Off site use
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of the changes and why they were made is needed for the fidelity of the complex intervention, 

and to advance implementation science.314-316 117 A summary of the changes made to the 

YouthCHAT tool over the course of the study and the rationale behind them is provided in Table 

4-3. 
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Table 4-3 Adaptations to YouthCHAT with rationale 

YouthCHAT 2.0 

Feedback 

Modificiations 

(YouthCHAT 3) 

Decision and rationale YouthCHAT 3.0 

Feedback 

Modification 

(YouthCHAT PRO) 

Many Te Tai Tokerau 

youth have literacy issues 

GoogleTM text to speak 

Audio option added 

(English only) 

For youth who may 

struggle with literacy 

Increases accessibility of 

tools  

Youth did not like 

automated voice of 

GoogleTM app 

Real voice over 

recordings made in both 

languages by fluent 

speakers  

Youth found introductory 

video boring 

Add female & animated 

infographic option 

Youth now have choice & 

wider representation of 

youth 

Automated version 

preferred 

No change 

Youth wanted to know 

how they were 

progressing through the 

screen  

A progress bar was added Standard for online 

surveys, youth get sense 

of how long to go, helps 

perseverance 

Youth liked this addition No change 

Adding YoutCHAT data to 

HEEADSSS form in PMS 

prohibitively time 

consuming 

IT teams working with 

developer of HEEADSSS  

External factor does not 

affect core elements of the 

tool Continue to 

reconnect. Useful in 

scaling up implementation 

Issues with integration 

continue 

Change is not needed to 

the core modules of the 

tool 

Developer of HEEADSSS 

form & IT skilled RA have 

resolved the issue. 
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YouthCHAT 2.0 

Feedback 

Modificiations 

(YouthCHAT 3) 

Decision and rationale YouthCHAT 3.0 

Feedback 

Modification 

(YouthCHAT PRO) 

Youth did not recognise 

names of drug 

classifications 

None  Needs consideration, 

would involve changing 

words in validated screen. 

Youth asked for examples 

of names they used  

Need to properly assess 

correct names & the most 

recognizable NZ wide. 

Colloquial terms added as 

examples in brackets to 

maintain wording of 

validated questionnaire 

Youth & clinicians 

reported gaming as 

significant issue in Te Tai 

Tokerau 

Gaming added to 

gambling module 

Agreed by specialist in 

addiction services 

Providers found young 

people confused between 

the two issues 

No Change – allows 

discussion about addiction  

Include “Gender Diverse” 

as option  

Added to gender question Statistics NZ include the 

option in the NZ census 

Preferred No change 

Youth had issues 

understanding sexual 

health question meaning 

& suggested adding list of 

STI 

Suggestions of wording to 

questions so meaning 

properly understood 

Change wording of sexual 

health questions in 

collaboration with two 

youth health specialists 

STI list not added as too 

many of them 

None No change 
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4.6 Manual development 

The implementation and usage processes of YouthCHAT and the generic, stepped-care resource 

manual can be adapted to meet community needs.8 A comprehensive user guide evolved alongside 

the YouthCHAT tool and was further developed to include usage scenarios to guide the incorporation 

of YoutCHAT into clinic workflow. An additional body of work undertaken during this project was the 

creation of a customised, 26 page stepped-care resource manual to guide brief intervention delivery 

for each module of YouthCHAT. Brief intervention delivery ranged from self-help (for example helpline 

numbers, handouts and web addresses for psychoeducation, and e-therapy such as SPARX), to GP 

or primary care nurse brief interventions or provision of relevant medication (such as nicotine 

replacement), to referral to community agencies, and services, and finally referral to secondary care 

(mental health and drug and alcohol services) for example for mental health issues and health risk 

behaviours in youth. This manual is customised for each clinic, using their policies, specific referral 

pathways, and with permission from the Chief Medical Officer of the DHB, incorporates relevant, 

regional health care pathways. The manuals, too long to include in this thesis, are available for users 

who can modify the resource according to their requirements. (see Figure 4-8). 
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Figure 4-8 Customised page from stepped care resource 

 

4.7 Chapter summary 

This chapter addresses Aim 1, the iterative implementation of YouthCHAT in Te Tai Tokearu. It 

describes the evolution of the thesis and its processes in response to unforeseen events and 

challenges that occurred as the project unfolded. The development and tailoring of the YouthCHAT 

tool to meet the needs of Te Tai Tokerau communities is explained. The next chapter describes the 

methods of the process evaluation (Aim 2). 
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Chapter 5 Methods of process evaluation 

5.1 Introduction 

This chapter describes the method of the process evaluation (Aim 2), the blueprint which could be 

used to replicate the evaluation with some certainty of success.317 Research aims and objectives, 

study procedures, and measures are presented. There is a synopsis of the study design, setting, 

inclusion and exclusion criteria, and recruitment of participants. Details of ethical approval and 

registration of the study follow an overview of ethical considerations, and the chapter concludes by 

outlining data collection, handling, and analysis.  

 

5.2 Aims and objectives of study 

5.2.1 Study aims 

The aims of this thesis are to evaluate the implementation and adaptation of YouthCHAT across 

different primary care settings in Te Tai Tokerau, specifically to: 

1. Progressively implement the rollout of YouthCHAT into Te Tai Tokerau youth care services in 

collaboration with Northland Primary Health Organisations (PHO). 

2. Using an implementation science approach, conduct a process evaluation of the 

implementation of YouthCHAT into Te Tai Tokerau youth care services. 

3. Create a framework for wider scale rollout and implementation of YouthCHAT. 

 

5.2.2 Study objectives: 

The thesis objectives are to: 

1. Use a co-design participatory research approach, with iterative cycles of implementation, 

evaluation and modification to progressively implement YouthCHAT into Te Tai Tokerau 

(Northland) youth health services. 
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2. Assess the feasibility of implementing YouthCHAT into Te Tai Tokerau (Northland) youth care 

services, including identification of enablers and barriers. 

3. Assess the acceptability to staff and young people of implementing YouthCHAT into Te Tai 

Tokerau (Northland) youth care services. 

4. Design an implementation framework for scaling up and rolling out YouthCHAT in other 

regions in Aotearoa (New Zealand). 

 

These methods pertain predominantly to Aim 2 (process evaluation) and Objectives 2 (feasibility) and 

3 (acceptability), but also integrate data collected in the process of implementing YouthCHAT (Aim 1 

and Objective 1). 

 

5.3 Study procedures318 

5.3.1 Three phase study 

There was a pragmatic rollout of YouthCHAT over three years (see Table 5-1), using an iterative 

process of implementation, modification, and evaluation to assess the processes for using 

YouthCHAT across different clinical settings in Te Tai Tokerau (Aims 1 and 2).   

 

Table 5-1 Dates of each phase, recruitment of participants, and data collection 

Phase Dates Participant recruitment Data collection 

Phase 1 October 2017 – February 2019 Began June 2018 Began Oct 2018 

Phase 2 March 2019 – January 2020   

Phase 3 January 2020 – October 2020 Ended July 2020 Completed July 2020 

 

Whiringa tuatahi tahi (Phase 1) 

This was a time of engagement with stakeholders, potential participants, users, and the local 

community (see previous chapter). Following ethical and locality approval, there was consultation with 
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local health providers and other community agencies, through three co-design hui (meetings) at 

participating clinics, to introduce YouthCHAT and provide information about the study. YouthCHAT 

was implemented into one nurse-led youth clinic, feasibility and acceptability data were gathered and 

used to modify and improve YouthCHAT operational processes. 

 

Whiringa tuatahi rua (Phase 2)  

After the changes from Phase 1 were incorporated and further consultation held with participants, 

YouthCHAT 2.0 was implemented by the Northland Youth Health Service. Feasibility and acceptability 

data were gathered, and modifications made as before. In collaboration with staff and students from 

the local kura (Māori cultural immersion school), Māori co-investigators, and Iwi (tribe) representatives 

from a local Māori health care trust, KuraKŌRERO, a fully Māori version was created. 

 

Whiringa tuatahi toru (Phase 3)  

After the changes from Phase 2 were incorporated, and after further consultation with participants, the 

updated implementation processes were used to roll out the final iteration, YouthCHAT PRO, into 

youth health services in Te Tai Tokerau. Final data were collected from staff surveys and a staff focus 

group and used to inform a framework developed for the wider implementation of YouthCHAT. 

 

5.3.2 Overview of procedures 

Individual participation in this study involved evaluation of acceptability and feasibility of the 

implementation of YouthCHAT  

1 Following ethical approval from the New Zealand Health and Disability Ethics Committee and 

locality authorisation from the Youth Health Governance Group, the use of YouthCHAT was 

evaluated at each. Modifications were made in light of feedback, and in collaboration with 

participants before rolling out the next version of YouthCHAT. 

2 The same nurse who was part of the initial acceptability trial (and so had used YouthCHAT in 

her own practice),117 was a co-investigator and Kaitautoko (support person, advocate) for this 
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project. Also a qualified nurse educator, she provided advice, support, and training for 

participants during the implementation of YouthCHAT. 

3 Clinical staff at each site were trained to use YouthCHAT by members of the research team. 

4 All clinical staff were provided with study information. Those who volunteered to participate in 

semi-structured interviews were asked to provide written consent. 

5 Contact details for the principal investigator were provided on all correspondence and 

participants given the opportunity to ask any questions they may have had prior to completing 

the survey and/or signing the consent form.  

6 All eligible youth aged between 16 – 24 years who had undertaken a YouthCHAT screen 

were given a PIS after their consultation with the clinician. The PIS asked for volunteers to 

participate in a focus group to find out their view on the acceptability of the tool. Those who 

wished to participate were asked to sign a consent form and left contact details for the 

research team.  

7 Clinic staff were invited to complete an anonymous survey regarding their experiences of 

using the YouthCHAT programme. Completion of the survey was taken as implied consent to 

participate. 

8 Clinic staff were invited to participate in semi-structured interviews, and a focus group at the 

end of Phase 3 regarding their experiences of using the YouthCHAT tool. The interviews and 

focus group were held in person and after obtaining written consent from the participants, 

were recorded. The recordings were transcribed, without any identifying details, and then 

deleted by the research team. 

9 Modifications were made to the implementation processes in response to the feedback 

received from clinic staff and the Kaitautoko (support person, advocate). 

10 Data were collected as described in the remainder of this chapter. 
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5.4 Study measures 

5.4.1 Utility 

The number of screens completed at each clinic were recorded throughout the data collection period 

(Aim 1, objective 1). 

5.4.2 Feasibility  

Feasibility measures involved clinician experiences of  implementing YouthCHAT in youth clinics, 

school-based clinics, and general practice clinics in Te Tai Tokerau, specifically 

a. Perceptions of the usefulness of the YouthCHAT tool. 

b. Likelihood of recommending the use of YouthCHAT to other clinicians.  

c. Perceptions of the impact using YouthCHAT had on the subsequent consultation. 

d. Facilitators and barriers to using YouthCHAT in daily practice. 

 

5.4.3 Acceptability 

Acceptability measures included the perceptions of clinic staff and youth of the YouthCHAT tool as a 

psychosocial screening tool for youth in Te Tai Tokerau, regarding the: 

a. Electronic method. 

b. Look of the electronic interface. 

c. Length of screening. 

d. Questions asked. 

 

5.5 Study design 

A bicultural co-design approach was used in this mixed methods study. The research team worked 

with the Primary Health Entity, Northland Youth Health Service staff, local agencies, and cultural and 

community groups to determine optimal processes for conducting the study. Objective quantifiable 

data (from staff surveys) and qualitative data (from interviews, focus groups, and free text from the 
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surveys) were gathered to gauge participant perception of the acceptability and feasibility of the 

implementation of YouthCHAT. 

 

5.4.1 Setting 

This study took place in a range of primary health care settings in Te Tai Tokerau (Northland), 

Aotearoa (NZ), during the period 2017 to 2020. 

 

5.4.2 Participants 

Feedback about YouthCHAT was sought using surveys, interviews, and focus groups from three 

participant groups: 

1. All participating clinic staff who had used or initiated a YouthCHAT screen.  

2. The Kaitautoko (support person, advocate) for the project who was also a co-investigator and 

a registered nurse, working as a youth health specialist nurse in Te Tai Tokerau. 

3. Eligible youth aged between 16 - 24 years, who had completed a YouthCHAT screen were 

invited to participate in a focus group about their experiences of using YouthCHAT. Informed 

consent was obtained in writing from youth participants.  

 

Inclusion criteria 

Those eligible to be included in this study were; youth (over 16 years old) who had used YouthCHAT, 

youth health service clinic staff who used the YouthCHAT tool, and the Kaitautoko (support person, 

advocate), who had provided training and support in the use of YouthCHAT. 

 

Exclusion criteria 

Youth under 16 years old were excluded as parental consent would have had to have been sought, 

and since young people often visited clinics without parental or guardian knowledge, seeking such 
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consent would have violated their confidentiality. Youth over 16 who were not able to provide their 

own consent (eg, due to cognitive difficulties) were also excluded. 

 

5.6 Participant recruitment 

Clinic staff were given a participant information sheet (PIS) that contained information about the 

study, what participation was involved if they decided to participate, and who to contact if they had 

any questions about the research (see example in Appendix A). Eligible clinic staff were invited to 

participate in a follow up semi-structured interview, conducted in person after written, informed 

consent was obtained. A link to an anonymous online survey (via Qualtrics) was emailed to eligible 

staff, completion of the survey was taken as their consent to participate. In July 2020, clinic staff who 

attended the youth health staff quarterly (hui) were provided with a PIS and invited to participate in a 

focus group. Eight staff provided written consent and took part. Eight attendees also completed the 

anonymous survey, aware that completion of the survey was taken as consent to participate in the 

research.  

 

Youth meeting the eligibility criteria were informed about the study after their consultation with the 

clinician. Young people were given a PIS by either the clinician or administration staff before leaving 

the clinic and informed that all participation was voluntary. Those who were interested in taking part 

left their contact details for the research team to contact them to arrange the focus groups.  

 

Note, all young people between 12-24 years visiting the clinic were asked to complete YouthCHAT as 

per the clinic’s screening practices and procedures. At the start of the YouthCHAT screen, after a 

video message briefly explains the tool, youth are given the option to ‘start’ or ‘exit’. This provides an 

opportunity for youth to consent or decline to complete the screen itself. This was not taken as 

consent to participate in the focus groups.  
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5.7 Ethical considerations  

5.7.1 Risk of harm  

In this study there were no risks of harm anticipated. 

 

5.7.2 Informed consent 

In keeping with the Health and Disability Commissioner’s Code of Health and Disability Services 

Consumers' Rights319 

1 Informed consent was obtained from all participants. Participants were invited to take part in 

semi-structured interviews and focus groups in writing, using the appropriate PIS. These were 

provided independently of a member of the research team who, at the time, was clinical 

director of one PHO and a practicing clinician in Te Tai Tokerau, to avoid any perception that 

participation in the study was mandatory. Contact details for the principal investigator were 

provided on all correspondence. Participants were given the opportunity to ask any questions 

they may have and to consult with whānau (extended family) prior to signing the consent form 

(See Appendix A for sample).  

2 It was made clear to participants that they had the right to choose not to participate in the 

study without fear of impunity. 

3 Participants were free to withdraw consent at any stage of the research process until data had 

been collected.  

4 Completion of surveys following reading of the PIS was considered implicit consent, and this 

was made clear in the PIS. Written consent was obtained for participation in interviews and 

focus groups. 

 

5.7.3 Confidentiality 

In accordance with the Privacy Act and the Health Information Privacy Code,320 321 all information was 

kept confidential, and analysed data were presented in a de-identified manner. All surveys were 
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anonymous and completed online. Anything that could identify participants from the recorded 

interviews and focus groups was not included when the recordings were transcribed. The recordings 

were then deleted by a member of the research team.  

 

5.7.4 Justice 

Equitable approaches were taken with all participants in all locations, and the findings of this study 

may contribute to long-term reduction in disparities between Māori and non-Māori young people, 

supporting the principle of justice. 

 

5.7.5 The Treaty of Waitangi 

With the assistance of local project investigators, the bicultural, co-design approach ensured that the 

YouthCHAT model initially employed, further scaled up and then rolled out, is culturally appropriate 

and meets the needs of the local community. A Māori research assistant was employed in Te Tai 

Tokerau to assist in engagement with participants, local iwi, and stakeholders. The PhD supervision 

and involvement of local clinicians and Māori assistants in Te Tai Tokerau facilitated research 

capacity-building. Māori clinicians and researchers were actively involved in the interpretation and 

dissemination of findings, including as co-authors of publications and as co-presenters at appropriate 

conferences. 

 

5.8 Registration and ethical approval 

The study is registered with the Australian and New Zealand Clinical Trials Registry - registration 

number ACTRN12618000299202p. 

Ethical approval for the study was received from the New Zealand Health and Disability Ethics 

Committee on 05/05/2018, ref. 18/CEN/31. 

Locality assessment approval was obtained from the local kura (Māori culture and language 

immersion school) on 02/06/2017 and from the Manaia PHO on 26/10/2017. 
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5.9 Data collection 

Acceptability and feasibility data 

Acceptability and feasibility data were gathered via surveys and interviews with the Kaitautoko 

(support person, advocate), and clinic staff, and from a focus group with a subset of youth who had 

used YouthCHAT. At the end of Phase 1, three youth expressed an interest in and were available to 

participate. Despite a further five expressions of interest in being part of a focus group during Phase 

2, none of the youth were available to attend. 

 

Surveys and semi-structured interviews with clinical staff gathered feedback on their experience of 

using YouthCHAT. At the end of Phase 3, a staff focus group was held at the youth health nurses’ 

quarterly hui (meeting) and all participants provided written consent. All of the clinic staff interviews, 

the staff, and youth focus groups were voice recorded and transcribed with consent from the 

participants and then deleted. 

 

Utility data  

Semi-structured interviews, focus groups, and Likert scale questions from anonymous surveys 

completed by clinic staff provided some utility data.  

 

Demographics 

The clinic staff follow-up survey did not ask about anything that could identify individuals. 

 

5.10 Questionnaire development 

Survey and interview questions were framed around the constructs of Normalisation Process Theory 

(NPT): (1) Coherence: e.g. did it make sense to the participants to implement YouthCHAT into their 

practice? (2) Cognitive participation: e.g. were participants able to easily engage with the tool? (3) 

Collective action: how hard was it to implement and use YouthCHAT? (4) Reflexive monitoring: e.g. 
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were there clear benefits of using YouthCHAT? Were the advantages or disadvantages of using the 

tool easily identifiable and how could disadvantages be minimised?166 168 

 

Questions for the youth discussion were based on those used in a previous YouthCHAT study that 

assessed the acceptability of the tool amongst disadvantaged youth.117 

 

5.11 Data handling 

All information was kept confidential and analysed data was presented in a de-identified manner. 

HealthLink provided secure storage of all YouthCHAT screening data and transmitted encrypted, 

secure data to the clinics’ practice management system software by the same private network used 

for their electronic referrals. Participant data were de-identified before being stored by the research 

team. All surveys were anonymous and completed online using Qualtrics. Recordings of the semi-

structured interviews and focus groups were transcribed by the researcher (without anything that 

could identify participants), and the recordings deleted. Data will be retained for ten years as per 

University of Auckland protocol. 

 

5.12 Data analyses 

5.12.1 Quantitative data 

Analysis of quantitative data were descriptive, using Microsoft Excel and reports from Qualtrics. 

 

5.12.2 Qualitative data 

Focus groups and semi-structured interviews were audiotaped, confidentially transcribed, and 

suggestions categorised and tabulated. Any modification to the implementation processes followed 

majority opinion. Data were analysed using a general inductive approach169 with collated text 
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categorised and thematically analysed. Data were independently coded by two researchers with 

consensus reached by adjudication.166-168 

 

5.13 Data integration 

Data integration, the deliberate combining of two or more data sets in a research study to provide 

richer data and deeper understanding, is the quintessential characteristic of mixed methods 

research.252 322-325 The complex and evolutionary nature of the study resulted in integration of data at 

multiple stages, called points of interface, throughout the research period. Further a range of mixing 

strategies were used, depending on the purpose of integrating the data.252 322-327 During the entire 

study period, qualitative datasets were gathered from five different sources, while quantitative data 

was obtained from four (see Figure 5-1).  

 

 

Figure 5-1 Data collection throughout the study 

 

Data sets were concurrently analysed and integrated at the end of each phase during the iterative co-

design study (see Figure 5-2). The purpose of each integration was to identify and understand factors 



 

 

107 

that influenced the use of YouthCHAT in TTT. Moreover, qualitative data from hui, interviews, survey 

free text, and focus groups served to give the participants a voice in the development of YouthCHAT 

and its processes.  

 

Figure 5-2 Data integration during co-design iterative study 

 

Data pertaining to the assessment of the acceptability and feasibility of using YouthCHAT (Objectives 

2 and 3) were embedded in the iterative co-design study. Quantitative data from each phase were 

brought together as a joint display324 to establish a quantitative effect on participant perception of 

acceptability and feasibility of using YouthCHAT in TTT, while the joint display of the qualitative data 

was used to describe the underlying processes of that effect (see Figure 5-3).  

 

Figure 5-3 Data integration for assessing acceptability and feasibility of using YouthCHAT in TTT 

 

Identification of enablers and barriers using YouthCHAT in TTT, involved the merging of the analysed 

qualitative and quantitative datasets at the end of each of the three study phases. Merging of data in 
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this way enabled a deeper understanding of participants and community need and challenges they 

face (see Figure 5-4)  

 

Figure 5-4 Data integration to identify barriers and enablers of using YouthCHAT in TTT 

   

The process evaluation of the implementation (Aim 2) was a parallel study conducted using an 

implementation science approach. The qualitative and quantitative data collected and separately 

analysed over the course of the study period were integrated once the data collection period had 

finished.252 325 326   

 

Qualitative and quantitative data from Phase 2 and those from Phase 3 were integrated separately, 

using the theoretical framework of NPT166 168 around which questions from the online survey, staff 

interviews, and focus groups were framed. The integrated data were then brought together for 

comparison (Figure 5-5). 

 

Figure 5-5 Data integration by theoretical framework of implementation 
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All data from the study were bound together to give a whole of system perspective of the study 

through mapping to the five domains of the Consolidated Framework for Implementation Research, 

328  discussed in more detail in 0 (Figure 5-6).  

 

 

Figure 5-6 Data integration by the constructs of an implementation framework  

 

Integration of the quantitative data from Aim 1 with data from the process evaluation study involved 

the quantitising of thematically analysed qualitative study data.327 The dates of significant global, 

national, regional, organisational, and service level events were plotted as a timeline. This timeline 

was then presented as a joint display with the number of screens completed each month (Aim 1 data) 

to show a relationship between the two (Figure 5-7). 

 

Figure 5-7 Integration of data from Aim 1 

 

5.14 Data quality 

Combining qualitative and quantitative datasets within a single research project presents the 

researcher with the “the difficulty in obtaining findings and/or making inferences that are credible, 

trustworthy, dependable, transferable, and/or confirmable, and integration.”329 As a process ongoing 
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throughout a MMR study, legitimation encapsulates the validity of quantitative research and the 

trustworthiness of qualitative enquiry.330 In bi-cultural research the perspectives of both worldviews 

and values, the philosophical and theoretical underpinnings must be apparent throughout the project 

from design to interpretation.331 To ensure quality, the use of the mixed methods research must be 

justified. There are nine legitimation types that can be applied throughout a research project to ensure 

the quality of mixed method research329 Table 5-2 contains a description of the legitimation types and 

how they have been addressed in this study. 

 

Table 5-2 Typology of mixed methods legitimation types329 

 

Legitimation type Description How this was addressed in this 

study 

Sample 

integration 

The extent to which the relationship 

between the quantitative and qualitative 

sampling designs yields quality meta-

inferences 

Participants in the interviews and 

focus group were a subgroup of the 

participants in the on-line survey 

Inside–outside The extent to which the researcher 

accurately presents and appropriately 

utilizes the insider’s view and the observer’s 

views for purposes such as description and 

explanation 

The bi-cultural framework and co-

design nature of the project (see 

Chapter 3) involved the participants 

as experts and equals in the research 

Weakness 

minimization  

extent to which the weakness from one 

approach is compensated by the strengths 

from the other approach 

The qualitative data captured the 

perspectives of the community and an 

in-depth insight into contextual issues 

impacting on implementation 

Sequential The extent to which one has minimized the 

potential problem wherein the meta-

inferences could be affected by reversing 

the sequence of the quantitative and 

qualitative phases  

Qualitative and quantitative data sets 

were analysed independently, and 

close in time 

Conversion The extent to which the quantitising or 

qualitising yields quality meta-inferences  

See section 5.13 data integration 

Paradigmatic 

mixing 

The extent to which the researcher’s 

epistemological, ontological, axiological, 

methodological, and rhetorical beliefs that 

This has been explained in detail in 

Chapter 3 
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Legitimation type Description How this was addressed in this 

study 

underlie the quantitative and qualitative 

approaches are successfully (a) combined 

or (b) blended into a usable package  

Commensurability The extent to which the meta-inferences 

made reflect a mixed worldview based on 

the cognitive process of Gestalt switching 

and integration  

The bi-cultural make-up of the 

research team and iterative nature of 

the data collection gave voice to the 

participants in the context of the study 

Multiple validities The extent to which addressing legitimation 

of the quantitative and qualitative 

components of the study result from the use 

of quantitative, qualitative, and mixed 

validity types, yielding high quality meta-

inferences  

Points of interface, methods, timing, 

and purpose of mixing have been 

described in this chapter 

Political The extent to which the consumers of 

mixed methods research value the meta-

inferences stemming from both the 

quantitative and qualitative components of a 

study 

YouthCHAT gifted to and accepted as 

a relevant and appropriate tool for use 

in the community. It is now seen as a 

taonga (treasure) by the NYHS 

 

5.15 Chapter summary 

This chapter provides an overview of the method used in this codesign participatory mixed-method 

research project including the study aims, objectives, and variables. There is a brief description of the 

study setting and the inclusion and exclusion criteria of participants and their recruitment. A synopsis 

of study procedures follows and the ethical considerations of the study are outlined. The chapter 

proceeds to describe how data were collected, handled and analysed.  

 

The following chapter presents a short summary of the research-practice gap before giving a brief 

outline of the grand and middle-range theories in social science. The chapter finishes with an 

introduction to the middle-range theories and frameworks used in the process evaluation of the 

implementation of YouthCHAT in Te Tai Tokerau (Aim 2)  
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Chapter 6 Behaviour change and implementation theories 

6.1 The research-practice gap 

If new complex interventions such as YouthCHAT are to be effective in improving patient outcomes, 

then their use needs to be embedded (normalised) into everyday clinical practice.167 168 332-335 

Controlled research conditions do not represent the complexity of busy clinical environments, where 

context-specific barriers and challenges can inhibit the translation of complex interventions into 

clinical care.168 284-292 In addition, clinicians often consider research to be too far removed from clinical 

practice to be applicable or workable in their particular setting.168 284-289 336-341 Implementing a new 

complex intervention challenges clinicians, collectively and individually, to make some degree of 

change in their clinical thinking, ways of working, and interacting with colleagues and patients.333 342 

This chapter introduces theories of behaviour change and highlights four middle range theories, used 

to address Aims 2 and 3 of this thesis. 

 

Behavioural change (which includes changes in thought processes and language, as well as actions), 

no matter how small, is complex. A combination of dynamic and diverse concepts influence human 

behaviour, including individual factors (such as genetics, education, and personality), and a myriad of 

contextual and cultural factors (values, beliefs, socio-cultural contexts, population demographics and 

socio-cultural background, intra- and inter-organisational networks, power dynamics, and historical 

factors).343 Neither human behaviour, nor its causative processes, can be explained simply or 

predicted by a series of universal laws.285 288  

 

6.2 Why middle-range theory 

6.2.1 Scientific theory 

In the natural sciences, all phenomena are assumed to be caused by the effects of underlying 

elements and can be explained by a set of statements.285-287 344 These statements are developed 

through repeated testing of hypotheses and are consistently found to be true through empirical 
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measurement and observation. Scientific theories proport that these laws are universal and will 

produce the same effect irrespective of scientific domain or time.284-288 344-347 Based on scientific 

theories, the ‘grand theories’ of social science strive to find universal laws to explain, understand, or 

predict the social world. However, the numerous, variable concepts and dynamic relationships in the 

social sciences mean that the majority of phenomena cannot be explained nor predicted by universal 

laws.285 287 288 290 291 345 Phenomena in the health sciences are further complicated by the “continuous, 

messy dynamics of patient/health care.”344 Highly abstract grand theories with vague hypotheses 

have too broad a scope to explain intricacies within the realms of practice-based health sciences.284-

288 344-347 

 

6.2.2 Social theory 

The premise of social theory is that social experiences result from interactions and behaviours of 

humans with their world and each other.348 Humans make deliberate choices about their behaviours 

and interactions that bring about changes in their social environment. Alongside this human agency, 

social theories acknowledge that there are fundamental underlying processes behind social 

phenomena.287 290 291 345 348 For example, decisions behind a specific individual’s behaviour are based 

on their moral standards, values, context, and previous experience at a specific time.349 350 To enable 

some level of universality, grand theories are highly abstract and so focus on the rudimentary nature 

of forces behind phenomena across different disciplines, rather than the specifics of a single 

domain.284-288 344-348 

 

6.2.3 Middle range theory 

Mid-range theories are much less abstract than grand theories, to focus on a specific aspect in a 

single domain (such as implementation). The concepts of mid-range theories are “specific enough 

and sufficiently close to empirical data to permit testing and generate distinctive questions for study or 

specific interventions for practice.”286 With tangible concepts and an explicit focus, middle-range 

theories allow researchers to postulate about the generative mechanisms behind a particular social 
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phenomenon, such as an observed behaviour.286 287 291 344 347 To start with, ideas may be nebulous, 

but as the focus of the study narrows, these start to become clearly defined and relationships can be 

explored inductively, in the creation of hypotheses explaining the processes behind social 

phenomena.284-287 289 291 344-347 351 352  

 

When represented as theoretical models, middle-range theories285 287 344 are dynamic, sometimes 

complicated, and can evolve according to context.168 336-339 341 The explicit focus means that 

theoretical models provide a framework for depicting interactions and relationships involved in the 

generation of specific phenomena. Three examples of middle-range theories that are often used in 

implementation research are the Theory of Diffusion of Innovations, the Theory of Planned Behaviour, 

and Normalisation Process Theory (NPT). 

  

6.3 Theoretical models 

6.3.1 The Theory of Diffusion of Innovations 

As requirement to maintain clinical competency, continuing education sessions are an effective way of 

disseminating information about new complex interventions amongst health practitioners. However, 

the application of this knowledge to practice by clinicians is rarely sustained. Considered the leading 

theory of knowledge utilisation,353 the Theory of Diffusion of Innovations theory holds that new 

complex interventions are spread passively throughout an organisation, over time.336 338 354 355 

Clinicians decide if they will adopt or reject a complex intervention, based on their perceptions of its 

potential to improve practice, its complexity, its compatibility with organisational values, the availability 

of any data, and whether or not it is validated (seeFigure-6-1).168 283 336 337 339 If the complex 

intervention is adopted, information about it is spread to other practitioners via organisational 

networking systems, and any use of the complex intervention occurs mainly by imitation and role-

modelling.168 336 338 353-357 
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Figure-6-1 The Theory of Diffusion of Innovations  
(From: Nor et al)358  

 

6.3.2 The Theory of Planned Behaviour 

The premise behind the Theory of Reasoned Action is that the chance of an individual performing a 

behaviour (in this case using a new complex intervention) is related to their intention to carry it out. 

The stronger the intent, the more likely it is that the behaviour will occur.359 The nature of the intent 

depends on how reasonable an individual perceives the behaviour to be in light of their moral values, 

knowledge, experiences, and their current context. The Theory of Planned Behaviour is an extension 

of the Theory of Reasoned Action, recognising perception of behavioural control as a driver of intent 

to behave in a certain way (see Figure 6-2).356 357 359 360  
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Figure 6-2 Theory of Planned Behaviour  
(From: Ajzen359)  

 

Behavioural intent does not always mean that the behaviour will happen.168 283 336 337 339 Neither the 

Theory of Diffusion of Innovations nor the Theory of Reasoned Behaviour address the generative 

processes behind behaviour.167 168 332-335 A study in the UK identified gaps in research regarding such 

mechanisms in health care settings.336 The authors concluded that if these processes could be 

identified and improved, the implementation and sustained use of evidence-based complex 

interventions could be increased.336  

 

6.3.3 The Consolidated Framework for Implementation Research 

The Consolidated Framework for Implementation Research is an amalgamation of the findings from 

several implementation studies into one comprehensive framework (see Figure 6-3).328  
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Figure 6-3 The Consolidated Framework for Implementation Research328 

 

The Consolidated Framework for Implementation Research identifies five main domains which have 

the potential to influence the implementation process depicting a whole of system approach to the 

implementation process (see Table 6-1). The framework provides a map and a taxonomy of 

influencing factors to standardise the language used in the assessment of implementation process, 

and the progression of implementation research.361 

Table 6-1 Domains of the Consolidated Framework for Implementation Research  
Adapted from Ilot et al362 

Intervention Intervention core and adaptable periphery 

Outer setting The economic, political and social context 

Inner setting Organisational structure, culture and climate 

Individuals involved  Knowledge, attitudes, culture, agency, choice and power 

Process The active process of implementation  
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Between them, the five domains (intervention, outer setting, inner setting, individuals involved, 

process) comprise 39 constructs (see Appendix F), not all of which apply to every setting allowing 

researchers to choose which particular constructs are applicable to their specific study, making the 

Consolidated Framework for Implementation Research more generalisable.328 The Consolidated 

Framework for Implementation Research acknowledges the complexity and unpredictable nature of 

behavioural (systemic and individual) change, and the interplay of a myriad of factors such as human 

agency, power, social and cultural norms, attitudes, experience, knowledge, resources and 

preferences, that can facilitate or create barriers to the uptake of a complex intervention.  

 

A study in the United Kingdom found the Consolidated Framework for Implementation Research, with 

its ease of application and wide range of constructs, to be useful and relevant in the convoluted field 

of implementation science. However, the authors suggested that the framework may benefit by 

including the concepts of sustainability, patient involvement, and scaling up the implementation 

process to the taxonomy.362 Another study recommends the addition of professional training, initiating 

circumstances of the implementation, the sector or field in which the implementation is taking place, 

and the type of complex intervention being implemented to the list.363 Moreover, Damschroder 

acknowledges that to address the multiplicity of components involved in implementation increasingly 

necessitates a combination of frameworks.364  

 

6.3.4 He Pikinga Waiora implementation framework 

The He Pikinga Waiora implementation framework185 consists of four elements involved in 

implementing complex intervention consistent with kaupapa Māori principles.  

1. A cultural centred approach – Kaupapa Māori 

2. Community engagement – Tino rangtiratanga 

3. Integrated knowledge translation – Ako Māori 

4. Systems thinking - Kia piki ake i nga raruraru o te kāinga 
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These four elements blanket a common core of self-determination and indigenous knowledge 

systems and critical theory. Although related, each element adds a different dimension to the 

framework, acknowledging the relevance of local perspectives, ways of learning, community agency 

and a shifting of power.185 Akin to the Consolidated Framework for Implementation Research, this 

framework outlines the factors influencing the success of implementation amongst indigenous 

populations, with specific relation to Māori. 

 

The underpinning values of this research and cultural adaptations of the tool have been discussed in 

depth elsewhere in this thesis. The blended cultural approach of the study, based on He Awa Whiria 

(Braided Rivers),172 incorporates the principles both kaupapa Māori and co-design research. 

Moreover, the model validates the underlying worldviews and ways of thinking of both respecting 

Māori tikanga (customs and rituals), tino rangatiratanga (self-determination) and mātauranga (Māori 

indigenous knowledge and ways of learning), thus aligning with He Pikinga Waiora framework (Figure 

6-4).  

 

 

Figure 6-4 The He Pikinga Waiora implementation framework185 

 

For the purposes of the evaluation of an implementation project, the four elements of He Pikinga 

Waiora are further coded as in the tables below. 
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Table 6-2 He Pikinga Waiora Elements of culture-centredness185 

Community voice  Community is part of defining problem, identifying solutions & 

are the focus of the intervention  

Reflexivity  Questioning implicit power and privilege from which outsiders 

initiate contact with the community 

Transformation & resources  Changing the nature of system to better fit community needs 

 

Table 6-3 He Pikinga Waiora Community engagement and integrated knowledge translation185 

Community engagement Level of involvement, impact, trust & communication with 

community members 

Integrated knowledge 

translation  

How the intervention is implemented regarding the degree to 

which end users are equal partners with the intervention team 

 

Table 6-4 He Pikinga Waiora Elements of system perspectives185 

System perspectives Degree team demonstrate a recognition of multiple ways of 

viewing issues & solutions depending on worldviews, values & 

interests 

System relationships Prioritises an understanding of relationships between 

variables/factors rather than taking laundry list approach 

 

6.9.5 Cultural adaptation of interventions - The Collaborative Partnership Adaptation Model 

The main changes made to complex interventions include tailoring to reflect cultural need, adding 

elements, and shortening the complex intervention. However, adaptations involving modification of 

core features, or removal of elements of the complex intervention, have implications on the validity 

and integrity of the complex intervention.315 By and large, there are two main types of adaptation 

framework, either a bi-dimensional approach, differentiating between surface (presentation) and deep 

(content) strategies, or a planned, step-based approach.313-315 365 366 Integrating “top-down” and 

“bottom-up” approaches are increasingly recognised as a means of adaptation that will maintain the 

core integrity of the complex intervention.313 
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Common features of surface strategies include the use of bi-lingual and bicultural resources, 

developed through translation and back-translation and addition of graphics that reflect the culture. 

Deep strategies incorporate cultural values included during the design and development of the 

complex intervention.313 314 365 366 The number of stages in a planned step care approach to adapt of 

intervention range from three to eleven.313-315 A systematic review recently identified nine in common 

use: (1) conduct assessment, (2) select intervention, (3) determine level of change, (4) train staff, (5) 

consult experts/stakeholders, (6) prepare materials, (7) pilot, (8) implement and (9) evaluate.315 For 

the cultural adaptation of complex intervention, Kumpfer et al. proffer nine steps, based on those 

recommended by the United Nations Office on Drugs and Crime panel of experts, (1) form a cultural 

advisory panel, (2) assess context and cultural specific needs, (3) translation to appropriate language, 

(4) employ local members of implementation team, (5) train staff, (6) iterative roll out, (7) continue 

implementation and outcome evaluation, (8) develop resources for scaling up, and (9) secure funding 

for continued use. 314 

 

The Collaborative Partnership Adaptation Model366 was developed to maintain programme fidelity, 

while allowing the cultural adaptation of a complex intervention for use in specific communities. 

Expanding on steps outlined above, the Collaborative Partnership Adaptation Model emphasises the 

importance of working with stakeholders, community leaders, cultural elders, and end users in the 

tailoring of complex intervention.366 314  

 

 

Figure 6-5 Collaborative participation adaptation model for cultural tailoring366 
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6.9.5 Normalisation Process Theory 

Normalisation (where the use of a complex intervention becomes so ingrained that it becomes 

routine) is the result of successful implementation (bringing about practice change, through social 

organisation), embedding (making the new practice habitual), and integration (sustaining new ways of 

practising).332 367 Developed iteratively over ten years to enhance Theory of Diffusion of Innovations 

and The Theory of Planned Behaviour, Normalisation Process Theory, is a theory of action,166 

outlining what individuals and groups need to do to successfully normalise a complex intervention into 

their specific context.332 343 367 368 

 

The four constructs of Normalisation Process Theory (coherence, cognitive participation, collective 

action, and reflexive monitoring) represent processes driving implementation. These processes 

depend on an undertaking from users to make sense of, commit to, engage with, and evaluate a 

complex intervention. The successful implementation and normalisation of complex interventions into 

practice necessitates action from users.166-168 332-335 367 Each construct contains four sub-components 

outlining what users need to do (see Table 6-5 to Table 6-8).167 367 368 

 

Implementation results from organised, yet unpredictable, interactions between users and their 

values, the complex intervention itself, organisational values and other contextual factors292 (see 

Figure 6-6).  
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Figure 6-6 Normalisation Process Theory 
(from May)342 

 

Normalisation Process Theory provides a generalisable framework with the potential to address the 

translational gap between research and clinical practice.166-168 334 336-339 341  

 



 

 

124 

Table 6-5 NPT constructs: Coherence 

Process Subcomponent Action  

What do users need to do to make sense of 

using the complex intervention?  

(driven by undertaking to understand from 

users) 

Differentiation Establish how intervention is different to current practice 

Communal Specification Establish organisational aims, objectives and potential benefits, 

Individual Specification Understand specific tasks during in implementation processes 

Internalisation Understand the value & advantages of implementation 

 

Table 6-6 NPT constructs: Cognitive participation  

Process Subcomponent Work 

What do users need to do to implement the 

complex intervention? 

(driven by undertaking of commitment by 

users) 

Initiation Willingness of key users to move the implementation forward. 

Enrolment Establish ways to encourage engagement with intervention  

Legitimisation Ensure users believe in implementation and their input valued 

Activation Identify how to sustain user involvement and use  
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Table 6-7 NPT Constructs: Collective action 

Process Subcomponent Work 

What do users need to do to use the 

intervention?  

(driven by undertaking of effort from users) 

Interactional workability Understand interaction between users when using the intervention 

Relational integration Increase knowledge, confidence in & accountability for intervention  

Skill Set Workability Establish criteria behind allocation of specific users 

Contextual integration Manage resources, policies & procedures relating to implementation  

 

Table 6-8 NPT Constructs: Reflexive monitoring 

Process Subcomponent Work 

What do users need to do to understand the 

effects on practice? 

(driven by undertaking of appraisal from users) 

Systemisation Collect data relating to utility 

Communal appraisal Users collectively evaluate impact of implementation  

Individual appraisal Individual assessment of impact of implementation  

Reconfiguration Modify implementation and/or the intervention in light of feedback 
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6.10 YouthCHAT development and Normalisation Process Theory  

YouthCHAT contains modifiable elements such as the option to exclude specific screening modules, 

adaptable to each clinic’s own screening criteria and procedures, and a stepped-care resource 

manual that can be modified to include local referral pathways as well as community specific 

agencies, support, and cultural groups. However, the tool is built on a solid core of validated 

screening tools which cannot be modified, to maintain integrity and validity. Modifying YouthCHAT in 

partnership with, and support from the community creates a complex intervention customised to meet 

their health needs, and at the same time fosters a sense of ownership, commitment, and 

responsibility. Furthermore, user engagement with the tool is enhanced increasing the chance of 

successful normalisation.8  

 

The construct of coherence relates to understanding and making sense of using YouthCHAT. 

Coherence requires users to see the difference in, and the benefits of using YouthCHAT over their 

current practice for example, enhancing engagement with young people and improving health 

outcomes while reducing their workload.  

 

Cognitive participation involves the processes needed for users to commit to using YouthCHAT, such 

as agreeing to support the use of YouthCHAT and that it should be used as part of their practice.  

 

Collective action regards the influence of YouthCHAT on clinical interactions, working relationships 

and distribution of workload. Collective action entails support from management, the provision of 

adequate resources and the appropriate distribution of workload (eg receptionists being able to initiate 

questionnaires, but not access reports) to spread the workload and improve efficiency of 

consultations.  
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Reflexive monitoring necessitates ongoing evaluation of the benefits of, and challenges to using 

YouthCHAT in practice, to see its effects on clinical outcomes, and where necessary inform changes 

in ways of working. The process involved in NPT are not linear, but must be ongoing, if the 

implementation of YouthCHAT is to become sustained and normalised.166 167  

 

The implementation of complex intervention needs to be taken into consideration throughout its 

development. Innovations must have the ability to adapt to meet context specific needs while at the 

same time maintaining the integrity and validity of the tool.168 With a solid core of validated screening 

questions, there are elements of YouthCHAT with the potential to be adapted. Indeed, over the 

course of the study the tool underwent several modifications, each informed by feedback from the 

community and in response to contextual changes and challenges that are the reality of clinical 

practice (see Table 6-9). For a complex intervention to be successful, users must find its use 

acceptable and delivery feasible. This project brought together Māori and non-Māori researchers, 

clinicians, community groups and young people in partnership and led to the development of a 

culturally acceptable screening tool that could be used in both urban and rural and isolated areas 

across Te Tai Tokerau to improve access to health care for the region’s youth. The “six-C” framework 

was developed to weave together the principles of co-design and kaupapa Māori research as the 

foundation of this research (see Chapter 3). The constructs of Normalisation Process Theory were 

then integrated into the framework to inform the implementation of YouthCHAT in a culturally 

appropriate way across Te Tai Tokerau (see Figure 6-7).  

 

6.11 Chapter summary 

The chapter has given an overview of four middle range theories, including NPT, a theory which 

outlines the action needed for implementation to succeed. As a generalisable framework applicable 

across different settings, NPT offers a means to address the translational gap between research-

generated knowledge and clinical practice.166-168 334 336-339 341  
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The following chapter presents the process evaluation results with quantitative data displayed in the 

form of tables and graphs, and a description of the results of the analysed qualitative data. The results 

are then used to inform a culturally appropriate implementation model to facilitate the successful 

implementation and normalisation of YouthCHAT across Aotearoa (NZ), addressing Aim 3, objective 

4. 
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Table 6-9 Examples of how the development and processes of YouthCHAT align with the constructs of NPT 

Coherence – “does it 

make sense for me to use 

YouthCHAT?” 

Users distinguish YouthCHAT from 

current practice 

• NZ developed, modified in collaboration with community, including youth, to 

address their community need 

• Offers screen in English and Te reo and audio option for each. 

• Computer based rather than interview-based screening tool 

Users collectively agree re purpose of 

YouthCHAT  

• Improving youth access to mental health and wellbeing services is a key area of 

focus for the Primary Health Entity. Planned interventions to achieve their goal 

include using “Digital platforms for communication such as Youth Chat (to) widen 

access in Northland’s rural and isolated environment.”369 

 Users individually understand how to 

use YouthCHAT  

On-going training and support provided in YouthCHAT use 

Align usage with clinic protocols and policy 

Features (such as integration with PMS) added in response to feedback 

Users see potential value of YouthCHAT 

for their work 

Recognise that youth are comfortable with a digital forum, leading to increased 

disclosure, engagement and efficiency of consultation 

Realise time saved when used with HEAADDSSS 

Cognitive participation 

“What do I need to do to 

implement YouthCHAT” 

Key individuals drive YouthCHAT 

forward  

Use YouthCHAT in consultations with approval and support of complex 

intervention by managers and governance groups.  

Users agree that YouthCHAT should be 

part of their work 

Recognise the benefits of using YouthCHAT in increasing disclosure from young 

people, facilitating discussions and as a useful time saving tool that will be 

beneficial in meeting increased targets for completion of youth mental health 

assessments by the Primary Health Entity 
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Users buy in to YouthCHAT  Users have been involved in development of YouthCHAT PRO Te Tai Tokerau 

and so have a sense of ownership of the tool 

Acknowledge successes in reports from DHB and Primary Health Entity 

Recognise reduction in workload while meeting targets 

YouthCHAT screen translated into Te reo and specific Kura Kōrero developed in 

partnership with local Kura (Māori cultural immersion school) 

Users continue to support YouthCHAT Continuous reviews and assessments, ownership provides sense of accountability 

and responsibility  

Collective action 

“What do we have to do 

as a group to implement 

YouthCHAT?” 

Users perform required YouthCHAT Initiate screen when assessing young people 

Review summary reports  

Initiate discussion based on results 

Stepped-care resource used to assist clinical decision making and guide referral 

process (created in collaboration with users) 

 Users respect each other’s work & 

expertise using YouthCHAT  

Refer to appropriate person if unable to meet patient need 

Recognise screen does not replace face-to-face assessment  

Questionnaire initiators communicate with clinicians about who to screen and 

inform them when screens have been completed 

Work of YouthCHAT is appropriately 

allocated 

Allocate user types (and access rights) to appropriate staff (eg Questionnaire 

Initiator role unable to accesses reports, use of subgroups etc) 

 YouthCHAT is supported by 

organization 

Ensure staff have adequate resources eg tables, Wi-fi, personnel, time. 

Reflexive monitoring  Users access information about effects 

of YouthCHAT 

Six-monthly results and reports from the Primary Health Entity 
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“What do we think of 

YouthCHAT and how can 

we improve its use?” 

Users collectively assess YouthCHAT 

as worthwhile 

Review during nurses’ regular quarterly hui 

Individuals assess YouthCHAT as 

worthwhile 

Reviewed at clinic level meetings and annual review processes 

Users modify work in response to 

appraisal of YouthCHAT 

Modify processes in light of feedback 
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Figure 6-7 Interwoven model of implementation
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Chapter 7 Results 

7.1 Introduction  

This chapter reports the results of the process evaluation of the implementation of YouthCHAT as a 

screening tool to facilitate the early detection of psychosocial issues amongst youth in Te Tai 

Tokerau, as well as data collected in the course of implementation (Aims 1 and 2). It addresses the 

following three objectives: 

1. Use a co-design participatory research approach, with iterative cycles of implementation, 

evaluation and modification to progressively implement YouthCHAT in Te Tai Tokerau 

(Northland).  

2. Assess the feasibility of implementing YouthCHAT Te Tai Tokerau youth care services 

including identification of enablers and barriers. 

3. Assess the acceptability to staff and young people of implementing YouthCHAT Te Tai 

Tokerau youth care services. 

 

7.2 Presentation of the results 

The results are presented over the three phases of this iterative, co-design study. During Phase 1, 

there were minimal data gathered due to the negligible uptake of YouthCHAT, other than collated 

feedback from the co-design hui. Therefore, the focus of this chapter addresses data from the latter 

two Phases of the project. Detailed quantitative data tables for each of Phases 2 and 3 are listed in 

Appendix G. 

 

7.3 Description of participants 

The participants of the three co-design hui included health providers, mental health, social, and youth 

workers, local community and Iwi representative, and young people. The attendees ranged from 

adolescents to older adults from a diversity of genders and ethnicity (n= 27). All the participants in the 
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youth focus group (n=3), Phase 1 (n = 3) and Phase 2 (n = 9) staff semi-structured interviews, and the 

clinical staff focus group (n=8) were female, three of whom were Māori and the rest Pākehā. The staff 

focus group comprised clinicians and administrative staff from the youth health clinics across Te Tai 

Tokerau. Those who participated in the Phase 1 and interim staff semi-structured interviews are 

referred to as P1/RN1 – P1/RN3, those in Phase 2 as P2/RN1 to P2/RN8, and the Kaitautoko 

(support person, advocate) is referred to as CE; the young people in the youth focus group as YP1 to 

YP3, and the participants in the focus groups as P3/RN1 to P3/RN8. 

 

7.4 Quantitative data 

Twenty-one invitations to participate in an online survey were sent out to eligible clinic staff in October 

2018, and nine (42%) completed surveys were returned between October and December 2019. 

Completed paper versions of the online survey were returned from nine (69%) of thirteen eligible clinic 

staff at the July 2020 youth health service quarterly hui who had been invited to participate.  

 

7.4.1 Acceptability  

More than three quarters of those surveyed in Phase 2 liked the introductory video, the look of the 

electronic interface, and the layout of the summary report (89%, n = 8). Just over half of participants 

agreed that they would recommend YouthCHAT to others (56%, n = 5). All the survey respondents in 

Phase 3 agreed that they liked the look and layout of the YouthCHAT screen, and most agreed (63%, 

n = 5) that they liked the video introduction, with all but 37% (n = 3) liking the format of the summary 

report (Figure 7-1).  
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Figure 7-1 Participant acceptability of the look and layout of YouthCHAT 
Comparison between phases 2 & 3 

 

As Figure 7-2 shows, most of the Phase 2 participants (78%, n = 7) thought that YouthCHAT was an 

appropriate tool to use for screening youth for psychosocial issues., whereas 87% (n = 7) of Phase 3 

found the tool acceptable. Further, a little over half (56%, n= 5) of those surveyed in Phase 2 believed 

that young people also found YouthCHAT acceptable, as did three-quarters (n = 6) of those in Phase 

3. A little over half the Phase 2 respondents (56%, n= 5) while all those in Phase 3 agreed that they 

would recommend YouthCHAT to others. 

 

 

Figure 7-2 Participant perception of acceptability of YouthCHAT 
Comparison between phases 2 & 3 
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7.4.2 Feasibility  

Three quarters of participants in both phases of the study agreed or strongly agreed that YouthCHAT 

was easy to use, especially when initiated by administration staff. In Phase 2, 77% of participants (n = 

7) found the time taken to complete a screen was acceptable, compared to 100% (n=8) of participants 

in Phase 3. The percentage of participants who agreed or strongly agreed that YouthCHAT was easy 

to assimilate into their practice, rose from just over 50% (n = 5) in Phase 2, to 75% (n=6) in Phase 3 

(see Figure 7-3). 

 

Figure 7-3 Participant perception of feasibility of using YouthCHAT  
Comparison between phases 2 & 3 

 

Figure 7-4 shows a comparison between Phase 2, in which all the survey participants were confident 

using electronic tools, and Phase 3 where 63% (n = 5) responded they were confident using the 

technology. In Phase 2, a lower percentage of those surveyed (67%, n = 6), agreed or strongly 

agreed that they received enough training and support and were confident in using YouthCHAT. The 

percentage of Phase 3 participants agreeing they were confident in using the tool and had received 

enough training and ongoing support had increased from 67% (n=6) in Phase 2, to 88% (n=7) in 

Phase 3. 
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There was little change in the percentage of participants who reported they had confidence in the 

stepped-care resource between the two phases, or of those who agreed they had access to the 

appropriate resources to address issues raised by a YouthCHAT screen. In Phase 3, almost two-

thirds (64%, n= 5) of those surveyed reported confidence in the availability of appropriate services for 

onward referral for youth if needed, a lower percentage than was seen in Phase 2. 

 

 

Figure 7-4 Participant confidence using YouthCHAT & resource availability  
Comparison between phases 2 & 3 
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Figure 7-5 Participant challenges in using YouthCHAT 
Comparison between phases 2 & 3 

In Phase 2, fewer than half the participants (46%, n = 4) reported that using YouthCHAT made their 

consultations more efficient, while in Phase 3 this percentage rose to 76% (n = 7). All the Phase 3 

participants found that YouthCHAT enabled the use of a targeted HEEADSSS assessment (Figure 

7-6).  

 

 

Figure 7-6 Staff perception of impact of using YouthCHAT on consultation 
Comparison between phases 2 & 3 
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Table 7-1 Comparison of time taken to undertake HEEADSSS pre & post YouthCHAT 

 

At the end of Phase 3, eight eligible staff were invited to participate in a survey about the time taken to 

undertake a full HEEADSSS assessment, pre- and post-the implementation of YouthCHAT. Five 

completed surveys were received (62% return rate) showing that the participants (P1-P5) found that 

using YouthCHAT alongside HEEADSSS saved a significant amount of time (Table 7-1). 

 

 

Figure 7-7 Participant agreement that YouthCHAT was useful during consultation  
comparison between Phases 2 & 3 
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Time 
spent 
driving 

between 
clinics 

each day 
(on 

average) 
(mins) 

Time spent 
doing 

HEEADSSS 
assessments 

pre-
YouthCHAT  

 (average 
(mins) 

Time spent 
completing 

HEEADSSS 
documentation 

(pre 
YouthCHAT 
automatic 

integration) 

Total time 
spent on 

youth 
assessments 

(Pre 
YouthCHAT) 

Time spent doing 
assessments after 

YouthCHAT 
implemented 

(mins) 

Time saved 
when using 
YouthCHAT 

to do 
assessment 
- per screen 

(mins) 

Total time 
saved if 

using remote 
functionality 
to screen (no 
travel time) 

(mins) 

P1 15 75 25 100 45 55 70 

P2 90 45 30 75 30 45 135 

P3 35 60 30 90 20 70 105 

P4 120 25 25 50 15 35 155 

P5 60 40 1 41 25 16 76 
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In Phase 2, 66% (n = 6) of participants agreed it was beneficial for the young person to complete 

YouthCHAT prior to being seen, compared to 88% (n=7) in Phase 3. The percentage of responders 

who found the summary report useful was similar in both phases, and all the Phase 3 participants 

found the report focused their discussion with youth. Just over half of Phase 2 participants (56%, n = 

5) found the stepped care package useful with one (11%) who could not see the benefit of the 

resource. In Phase 3 however, a higher percentage of participants agreed that the stepped care 

resource increased their awareness of management options (see Figure 7-7) 

 

7.5 Qualitative data 

Qualitative data were gathered from four sources: youth focus group, semi-structured interviews held 

with youth health clinic staff, the free-form text boxes in the practitioner follow-up surveys, and a staff 

focus group at the end of Phase 3. 

 

Note: In Phase 1, although more had expressed interest in participating, three young people attended 

the focus group. Written, informed consent was obtained prior to their participation, kai (food) was 

provided, and each participant received a koha (gift) of a NZ $20 voucher. In Phase 2, despite eight 

young people agreeing to be part of a focus group, no one attended.  

 

7.5.1 Acceptability findings 

The involvement of local youth in the co-design development of YouthCHAT made the tool more 

acceptable to youth, as this participant notes 

“I give them a little spiel about how other youth have had input into YouthCHAT. Then they 

know it was made for them, by them and they seem to really like that” (P2/RN4) 
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Data from participants in Phase 2 shows that modifications made at the end of Phase 1 had increased 

the acceptability of the tool  

“I think that we’ve got the visuals really good, the questions have that explanation part attached 

to them, and the audio (version) is really good” (P2/RN1) 

 

“They (youth) ask “how long have I got to go?” and I tell them there’s a thing at the top (the 

progress bar), and they say “cool, I have done 70%!” They do like that and I like that myself 

too” (P2/RN4) 

 

“And the Te reo version, I’m thinking of one college, I could definitely use it there” (P2/ RN6) 

 

“I like it (video at the beginning) I like that there’s different options as well” (P2/RN5) 

 

Whilst several participants felt the wording of some of the questions was confusing for young people 

“I think maybe some of the wording’s long. I find some of the youth can’t figure out what the 

question was” (P2/RN4)  

 

“I’ve had challenges with the way young people interpret some of the questions. One of the 

questions, nearly every young person ticks yes, and when we’ve talked about it, the way they 

are interpreting the question is different to what is intended” (P3/RN3) 

 

Others found that clarifying the meaning of those questions for the young person often led to useful 

discussion 
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“But I think it’s good though because it introduces the conversation about the differences. It’s 

good to be able to educate them (about) the differences between control and coercion, it’s 

meant to promote that discussion” (P3/RN8) 

 

“It brings out a lot of conversations, especially if they didn’t understand the question. We can 

talk more about it” (P2/RN4) 

 

Youth participants suggested that a modification to the introductory video to include who would be 

involved if a risk of harm was disclosed 

“The help question was okay, but you didn’t know who you would be getting help from. So 

maybe at the start (of the video) say who is going to be helping you” (YP1) 

 

The modification identified by all the clinicians throughout the project that would have the biggest 

impact on their likelihood to use YouthCHAT was for the data to pre-populate the HEEADSSS form in 

the practice management system: 

“We don’t have the upload from e-CHAT into Medtech yet, but they’re working on it. I’ve 

forgotten to cut and paste it into Medtech. If we did have the upload, it would be so much 

easier” (P1/RN1) 

 

“Yeah, that’s easy enough (transferring YouthCHAT data to the practice management system) 

once I figured out…...If it could pre-populate the HEEADSSS form that would be good” 

(P2/RN4) 

 

“It would be great to have YouthCHAT write straight into MedTech. It may make it more efficient 

for clinicians” (SP3) 
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By the end of the project, pre-population of YouthCHAT data into the practice management system 

was functional  

“Use of YouthCHAT means this (HEEADSSS assessment) process can be more time efficient 

for practitioners” (P3/RN5) 

 

A further benefit was that staff found YouthCHAT was less demanding than a full HEEADSSS 

assessment for clinicians to undertake 

“Some of our nurses find that they are neurologically fatigued if they try and complete five 

HEEADSSS assessments a day. With the inclusion of YouthCHAT to our assessments, it is 

less likely that fatigue sets in at the end of busy days” (P3/RN5) 

 

7.5.2 Feasibility findings 

After coding by two researchers, seven themes relating to the question of feasibility were identified: 

(1) barriers, (2) benefits, (3) technological infrastructure and resources, (4) engagement, (5) 

processes, (6) modification suggestions and (7) training.  

 

Barriers  

Staff thought that their clinics were too busy, and they did not have time to undertake a YouthCHAT 

screen 

“You’ve just got to make sure that it’s not a really busy day where you can’t give it 

(YouthCHAT) the time that it needs” (P1/RN2) 

 

“I suppose time is the biggest thing for us, we don’t tend to do them (YouthCHAT screens) 

when the doctor is in because the clinic is absolutely full” (P2/RN7) 
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By Phase 3, clinicians found that the use of YouthCHAT was saving them time 

“Use of YouthCHAT means this (HEEADSSS assessment) process can be more time efficient 

and friendlier for clients and practitioners” (P3/RN5) 

 

Another barrier identified by most participants was staffing issues, including a high staff turnover in 

Phase 2, which coincided with the organisational redesign 

“I would say staff turnover! Changing staff means, how is the knowledge of the nurse that’s left, 

going to be passed on to the new nurse? We’ve had a lot of changes up here” (P2/RN2) 

 

In all phases, participants noted the impact of ineffective communication from managerial levels 

regarding the expectation of youth health staff to use YouthCHAT. Further, staff described a lack of 

clarity from governance levels about using the tool in practice 

“If they’ve (clinicians) got specific contract responsibilities to deliver a different type of screening 

tool, it could create conflict with being able to get YouthCHAT implemented” (P1/RN1) 

 

“I want our managers to clarify whether we can just cut and paste YouthCHAT into the youth 

encounter form” (P2/RN2) 

 

“It came down from the top "you have to do this" and I thought “I don't need to do this”……I 

think if we had been consulted, but it never filtered down to us what it (YouthCHAT) was all 

about. I was like “this isn't broken, why do you want me to use another new tool?” there was 

nothing to fix” (P3/RN5) 
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Moreover, participants outlined the importance of managerial support and provision of resources  

“If they don’t have support from senior managers to understand how this tool is of benefit, to 

engage with young people and respond appropriately to their need” (P1/RN2) 

 

“It really is important that you have managers that support you with resourcing. If they see the 

benefit, then they will support you to utilise it in your mahi (work)” (P3/RN5) 

 

Benefits 

The interviewees believed that young people were more comfortable raising psychosocial issues via 

YouthCHAT with youth agreeing they preferred the electronic format 

“I really like it because it gives the option that if someone can’t speak face to face around a 

particular topic it gives them the option of doing it on the iPad” (P1/RN2) 

 

“I think it’s really good – I like how it encapsulates all the big safety things that are often 

uncomfortable for young people to say face to face” (P2/RN5) 

 

“I feel it's a lot less intimidating, a lot less confrontational. Maybe not necessarily getting a lot of 

different information but it’s much more relaxed, rather than ask question after question after 

question” (P3/RN1) 

 

“it was better on the ipad than on paper” (YP1) 

 

Those taking part in the youth focus group believed YouthCHAT would be beneficial for any young 

person to complete, as summed up by this participant 
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“For everyone to have access to it (YouthCHAT).…in New Zealand, for our country, for our 

people. It would be good to have it everywhere, in health places like this. For people that have 

a spare five or fifteen minutes and they could fill one out” (YP3) 

 

Technological infrastructure and resources 

Poor internet connectivity in Te Tai Tokerau was an ongoing source of frustration for all participants, 

especially in the more remote areas of the region 

“Just ipad access, we’ve got a PHO ipad that we can use in the interim. So having ready and 

clear access really, to resources” (P1/RN1) 

 

“Some of the schools I work at, wifi access is a little bit difficult, that could be the only barrier” 

(P2/RN2)  

 

“And then on other days it (YouthCHAT) will work perfectly, and others I'm like “damn, why isn't 

it working for me?” I mean I think it's an awesome tool, it's just the technical side of it” (P3/RN2) 

 

Engagement 

Clinicians found that using YouthCHAT had resulted in an increase in disclosure from their clients 

“I had a YouthCHAT that I did last week, I never would have asked the particular question 

because there were no alarm bells, she had never brought it up. There were things that came 

to light that were massive. I would never have had that conversation unless I had done the 

YouthCHAT” (P1/RN2) 
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“I think I get a lot more (information) than I would face-to-face because some youth are not that 

talkative. They’re quite closed.…this opens them up a little bit more and I really like how it asks 

do you want help now” (P2/RN8) 

 

Clinicians also found reviewing the results of the screen with the young person encouraged their input 

into their plan of care 

“I said I just want to ask a few questions to make sure that you’re not at any risk and you are 

OK with things. She was a bit emotional, but she discussed it and was happy with the plan that 

was created” (P1/RN2) 

 

“I like the fact that they (youth) have a lot of power to determine that, traditionally it has always 

been guided by the nurse or clinician” (P2/RN8)) 

 

“It helps the practitioner plan with the client, what health discussion they might like to initiate 

today and what can be planned for a follow up visit” (SP6) 

 

Youth participants found YouthCHAT was beneficial in enabling them to find help 

“Cut down on the alcohol....I wouldn’t have known that if I didn’t do the YouthCHAT.…I have to 

phone the drug and alcohol people once in a while, I learnt that from the questionnaire” (YP3) 

 

Process 

Most participants recognised that establishing a process of integrating YouthCHAT into their daily 

practice was challenging 

“Because we didn’t know how it would fit in the day to day running of things, it became a bit 

stop start” (P1/RN2) 
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“I struggle to use it in practice because I struggle to find time to use it. I think the tool is really 

good and the problem is really myself and finding a way to integrate it maybe – I haven’t found 

a good way to integrate it” (P2/RN5) 

 

Participants suggested that a process whereby the clinic administrator initiates the screen would be 

advantageous 

 “It would be useful to the admin introduce the questionnaire, so that the nurse’s or doctor’s role 

is just to follow up the report. That would make it easier to streamline (YouthCHAT) into a daily 

schedule” (P2/RN1) 

 

Those who had developed a process found that it facilitated the adoption of YouthCHAT into their 

practice  

“Once we had a clinic schedule set up and admin and the RN knew how to work together, it 

became a lot easier” (P1/RN2) 

 

“I was pretty resistant at the start, thinking it's not going to be any faster, it seems to be 

doubling up on everything and it doesn't replace HEEADSSS. Now that I'm using it in practice, 

it makes sense” (P3/RN4) 

 

“The young person did it out in the waiting room and the information was there as soon as 

they’d finished – so that’s great” (P2/RN7)  

 

Training  
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Some participants suggested more training in the use of YouthCHAT would have increased their 

usage of the tool  

“I had very little training around YouthCHAT, I feel if I had comprehensive training, I would be 

utilising it far more and would have more understanding as a whole” (SP1) 

 

The Kaitautoko (support person, advocate) said that she had found that training staff to use 

YouthCHAT was more successful if it was a two-stage process and if staff had access to the 

necessary resources to put the training straight into use 

“The first thing is to make sure they have access to a resource to be able to do the 

questionnaire. It is really important and then an introduction to YouthCHAT and a refresher not 

long after that” 

 

7.6 Summary of qualitative data 

The youth participants found the YouthCHAT screen easy to use, and the questions appropriate and 

easy to understand. They liked the format of the screen but found the introductory video boring and 

did not watch it completely, which led to the development of an animated version which was 

incorporated from Phase 2 onwards. Moreover, participants would recommend YouthCHAT to their 

friends and believe it should be available in health settings nationwide.  
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Table 7-2 Summary of qualitative results according to identified themes for each phases of the study 

−  Whiringa tuatahi tahi  

(Phase 1) 

Whiringa tuatahi rua  

(Phase 2) 

Whiringa tuatahi toru 

(Phase 3) 

Barriers  • Lack of time 

• Lack of managerial support 

• Heavy workload 

• Lack of time 

• Lack of managerial support & 
communication 

• Staffing issues 

• Heavy workload 

• Medical concerns takes priority 

• Targets based on completion 
of different screening tools 

• Internet connectivity 

Benefits • Youth find digital format 
easier to raise issues 

• Overview of patient status 

• Highlights risk 

• Focuses discussions 

• Validated screens with clinical 
scores 

• Easier for youth to disclose  

• Encourages youth input 

• All those identified in Phase 2 

• Integrates with PMS 

• Saves time 

• Less demanding on clinical 
staff 

IT & resources • Poor access to resources 
Limited access to resources 

• Poor internet connectivity 

• Limited access to resources 

• Poor internet connectivity 

 

Engagement • Increases disclosure 

• Encourages youth input into 
plan of care 

• All in Phase 1 

• Less confrontational for youth 

• Results focus discussion 

• Empowers youth involvement 
in prioritising needs and goal 
setting 

• All in Phase 2 

• Remote option added 

Process • Clear processes needed  • Clear processes needed  • Clear processes needed  

Modification 
suggestions 

• Audio option required 

• Integrate with PMS 

• Add progress bar 

• Change video 

• Wording changes 

• Addition of “Gender Diverse” 
to gender question 

• Lack of strength-based 
questions 

• Some wording changes 

• Integration with PMS 

• Translation into Te Tai Tokerau 
dialect of Te reo  

• Stepped care resource not 
needed 

• Some wording changes to 
non-modifiable core 

• Incorporate stepped-care 
resource especially with new 
staff. 

Training • No comments • Training is important 

• Two stage training is better 

• Start training only when 
resources available for use 

• Troubleshooting support 
needed 
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Table 7-2 presents a summary of each of the themes identified from the qualitative data over the 

three phases of the study. Barriers to the implementation of YouthCHAT had reduced, (with only 

internet access remaining as an issue) while the benefits increased. This progression over the course 

of the study suggests that YouthCHAT is both feasible to and acceptable as, an e-screening tool for 

youth psychosocial issues in Te Tai Tokerau.  

 

Figure 7-8 shows a timeline of the uptake of YouthCHAT by clinic and marks events that happened 

over the study period. The chart shows that the use of YouthCHAT was negatively impacted during 

vaccination programmes, and by the NZ-wide Covid-19 pandemic level four lockdown. Usage also 

dropped just before, and for some time after the organisational change and the new Primary Health 

Entity launch. As expected, the use of YouthCHAT during school summer holiday periods (between 

mid-November and late January each year) dropped considerably the use of YouthCHAT, and usage 

rates escalated significantly (more detailed graphs showing significant events and YouthCHAT use 

per phase are shown in Appendix E).  
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Figure 7-8 Usage rates of YouthCHAT by clinic and timing of significant events over the study period
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7.6 Chapter summary 

This chapter presents the results of the study using a comparison of data gathered from each study 

phase. YouthCHAT became more acceptable as the tool evolved, particularly when the function 

enabled integration of results from YouthCHAT with the practice management system. Provision of 

guidelines to the integration of YouthCHAT into clinicians’ daily workflow increased the feasibility of 

successful implementation. The substantial and continuing increase in usage rates since the 

beginning of Phase 3 of the project indicates that the tool has been successfully integrated into youth 

health services in Te Tai Tokerau. The following chapter discusses how the evaluation of the 

YouthCHAT tool and of the implementation processes has informed the development of a framework 

for the wider roll-out of YouthCHAT across New Zealand (Aim 3).  
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Chapter 8 Creation of the framework 

8.1 Introduction 

This thesis describes the evaluation of the development and implementation of YouthCHAT using 

current frameworks and models before identifying factors that influenced the use of YouthCHAT in Te 

Tai Tokerau. These components have led to the development of a framework for the wider rollout of 

YouthCHAT (Aim 3, objective 4). The framework has been developed by integrating the bicultural 

research methodology (chapter 3), the evolution of the tool and study (chapter 4), the co-design, 

iterative study method (chapter 5), and theories of behaviour change and implementation (chapter 6), 

along with the results of the extensive evaluations of the development and implementation processes 

of YouthCHAT undertaken in this chapter (Aim 2, objectives 1- 3). 

 

8.2 Process evaluation of the implementation of YouthCHAT in Te Tai Tokerau 

Implementation is the translation of evidence based complex interventions into routine use in clinical 

practice.370 The benefits of web-based health interventions are well evidenced, but a recent scoping 

review finds a dearth of literature regarding their implementation into clinical practice.371 The scope of 

implementation research is vast, and the issues it seeks to address are manifold.227 As a social 

mechanism, implementation is not a passive process, it necessitates action and behaviour change 

from individuals and groups. Human agency is in turn influenced by the values and culture of the 

context in which people find themselves. Furthermore, the implementation of complex interventions is 

not achieved in one single event, rather it results from a series of processes influenced by the 

dynamic interplay between the complex intervention, characteristics of the intended users, contextual 

factors, and wider organisational aspects.168 227 316 342 355 359 372 
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8.2.1 Implementation theories, models, and frameworks used in this evaluation 

An overview of Normalisation Process Theory342 and the Consolidated Framework For 

Implementation Research316 has been provided in Chapter Five. Normalisation Process Theory 

focusses on the interplay between objects, users, and context, and the work needed for successful 

implementation and normalisation to happen.342 The Collaborative Partnership Adaptation Model 

outlines the processes needed for cultural adaptations to maintain the integrity and validity of a 

complex intervention. As a framework based on indigenous values and critical theory, the six-C 

framework developed for this research project (Chapter 3) aligns with He Pikinga Waiora.185 The 

Consolidated Framework for Implementation Research provides a taxonomy of constructs with the 

potential to influence implementation, but it does not seek to explain the causal mechanisms between 

them. Nevertheless, Damschroder et al.316 do acknowledge the influence of characteristics of the 

complex intervention itself and of the processes used in the implementation. 

 

The evaluation of the effectiveness of the implementation of complex interventions is quite distinct 

from a process evaluation of the implementation process, and yet the two are inextricably linked.168 373 

Implementation success refers to the effectiveness of the complex intervention regarding service and 

client outcomes. The aim of this thesis, however, was to progressively implement YouthCHAT in Te 

Tai Tokerau and undertake a process evaluation of that implementation. YouthCHAT is an evidence-

based tool with a research base over many years, and includes a generic, modifiable, stepped care, 

evidence-based resource. The success of the progressive implementation of YouthCHAT can be 

assumed from the rising number of completed screens (see Appendix E) and informal reports from 

providers (Aim 1, objective 1).364 374 375  

 

8.2.3 Adaptations made to YouthCHAT 

Using a co-design participatory approach and iterative cycles of implementation, evaluation, and 

modification (see Figure 8-1) YouthCHAT was progressively rolled out and implemented into youth 

care services in Te Tai Tokerau (Aim 1, objective 1).  
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Figure 8-1 Iterative process of implementation, evaluation, and modification 

 

The initial up take of YouthCHAT was slow and unsustained. Table 8-1 outlines an evaluation, using 

Normalisation Process Theory, of the YouthCHAT tool itself based on data from the staff interviews 

and responses from the on-line survey. The evaluation identified that staff could see no reason to use 

YouthCHAT and were not motivated to use the tool. Results from the evaluation also enabled the 

research team to better understand some of the factors that influenced the use of the tool.  

 

 

• Engagement 
• Consultation 

• Training
• Support

Implementation

• Useful

• Acceptable
• Feasible 

Evaluation

• Feedback

• Collaboration

Modification
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Table 8-1 Evaluation of the YouthCHAT tool using Normalisation Process Theory  
(Based on Murray et al.168) 

Construct  Questions to consider Evaluation  

Coherence  Is YouthCHAT different to existing 

way of screening? 

As a web-based too clinic staff clearly saw differences between YouthCHAT and the interview-

based HEEADSSS assessment 

Is YouthCHAT relevant to current 

setting  

Participants thought many of their clients could not use the tool due to literacy issues 

Participants thought there could be problems with internet connectivity in some areas. 

Is using YouthCHAT be a sensible 

thing to do? 

Service run by multiple providers; clinicians contractually obligated to use differing tools to reach 

specific targets. Participants thought introducing another tool was not sensible  

Did the participants see the 

benefits of using YouthCHAT 

No, participants felt they were already skilled in undertaking psychosocial assessments with youth, 

and saw no benefit in using YouthCHAT 

Cognitive 

participation 

How did participants think using 

YouthCHAT would impact their 

workload? 

The clinicians thought YouthCHAT added to their workload as data did not integrate with the PMS, 

this meant they had to copy and paste information from the tool was prohibitively time consuming 

What effect did participants think 

using YouthCHAT would have on 

their consultations 

Participants thought that if many concerns identified, consultation times could increase to address 

them all. With busy and often understaffed clinics they did not have time for this   
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Did participants easily see the 

rationale behind using 

YouthCHAT?  

Directives from management and governance to use YouthCHAT as part of routine practice did 

not reach service providers. Providers saw YouthCHAT as an extra that would increase their 

workload  

Collective 

action  

Were participants willing to commit 

time and effort to using the tool? 

Since they could see no reason to use it and their workload was already heavy, staff were not 

prepared to invest time into using it 

How much training was needed to 

use the tool? 

The tool is simple to use, but some training is needed. Long distances between clinics in Te Tai 

Tokerau and staff viewing YouthCHAT as low priority, coordinating training was challenging 

How did YouthCHAT fit into the 

participants’ current workflow? 

Participants found it challenging to integrate YouthCHAT into their workflow and were unable to 

envisage processes for doing so, meaning that YouthCHAT was not used 

Reflexive 

monitoring 

Did the participants think it was 

worth using YouthCHAT? 

Inability to integrate the tool into workflow meant participants thought it was not worth using 

YouthCHAT 

Are the participants likely to use 

YouthCHAT? 

With no clear directive from management and governance to use YouthCHAT and believing that 

it’s use would increase their workload; youth health service staff were unlikely to use the tool 

Did the participants give feedback 

about the tool? 

Staff felt low literacy rates in Te Tai Tokerau youth could mean many would not be able to 

complete a YouthCHAT screen 

The results from YouthCHAT did not integrate with clinic PMS making documentation process 

prohibitively time consuming  

How was the tool adapted in 

response? 

Audio options (recorded voiceovers) were added for both English & Te reo (now the local dialect) 

versions of the screen 
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Technological update was created to enable integration of YouthCHAT results into PMS 

A comprehensive user guide was created providing instructions for using YouthCHAT and 

guidelines for integrating the tool into daily workflow 
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YouthCHAT comprises a non-modifiable core as well as elements that can be adapted to meet 

contextual and community need (Figure 8-2). Using the results of the evaluation and in collaboration 

with participants, adaptations were made to the tool to increase the acceptability and feasibility of its 

implementation into youth health services in Te Tai Tokerau (objectives 2 and 3). 

 

 

Figure 8-2 Adaptable features of YouthCHAT (Adapted from Goodyear-Smith et al., 2017 

 

Adaptations made to any complex intervention need to maintain the validity of the tool. Examples of 

the adaptations made to YouthCHAT were the translation of the YouthCHAT screen into Te reo Māori 

(Māori language), the addition of an audio option, and the creation of KuraKŌRERO, the full Te reo 

Māori version of the tool. Table 8-2 provides an overview of how adaptations made in the creation of 

KuraKŌRERO align with the process of the collaborative partnership adaptation model 

 

The process evaluation of the implementation of YouthCHAT using Normalisation Process Theory is 

then summarised in Table 8-3 (Aim 2) 

 



 

 

161 

Table 8-2 How adaptation of YouthCHAT fits with the Collaborative Partnership Adaptation Model 

Establish partnership with community and experts 

• Engagement processes as described in Chapters 3 and 5  

• Experts consulted in translation processes, 

o Students and staff of local Kura (Māori language and culture immersion school) 

o Local Hapu teacher of Te reo Māori to adults  

o Senior lecturer in Māori education University of Auckland 

o Professional Te reo Māori translation service 

o Research assistant fluent in Te Tai Tokerau dialect of Te reo Māori 

• Whānau of Kura students informed of participation in project and given option to withdraw participation  

• Community became kaitiaki (guardians) of culturally adapted version at end of project 

Review evidence 

• Research undertaken as part of PhD study 

Assess cultural acceptability 

• Different forums were held to gather feedback from users, young people and community 

• Adaptations and evaluations of YouthCHAT made in partnership with Māori (including participants, health providers, Iwi, community groups, 

and academics) 
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Translation 

• Initial translation already underway at start of project but with multiple significant delays  

• Professional translation service provided a generic Te reo version, as advised by one of the expert consultants 

• Workshop with Kura students to check student understanding  

• Generic translation adapted to local dialect by students and matua (teacher) from Kura 

• Reviewed and approved by the Ngati Hine Hapu Wananga 

• Back translated into English by professional translation service to ensure the original meaning of the questions was maintained and so, robust 

translation 

• A voiceover recording was made by a research assistant, a fluent Te reo speaker of the local dialect.  

Introductory video 

• Script for introductory video translated to the local dialect and new video made by Kura students fluent in the dialect 

Develop a culturally acceptable logo design 

• A competition was held at the Kura to design the logo for KuraKŌRERO and the winning design used 

Evaluate culturally adapted intervention 

• Through translation, adaptation, and back translation processes 

Scale up intervention 
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Table 8-3 Process evaluation of the implementation of YouthCHAT using Normalisation Process Theory 
(Based on Murray et al.168) 

Construct  Questions to consider Evaluation during Phase 3 

Coherence Is YouthCHAT relevant to current setting? Yes, the modified version of YouthCHAT, with audio options for both 

English and Te reo Māori versions of the screen. The results of this 

study show that the use of YouthCHAT is feasible and acceptable 

as a psychosocial screening too for youth 

Did the participants see the benefits of using YouthCHAT? Yes, with clarity from governance that the results of YouthCHAT 

could be used alongside a HEEADSSS assessment. This meant 

that clinicians could use the results of a YouthCHAT screen to target 

the HEEADSSS assessment.  

Cognitive 

participation 

How did the participants think that using YouthCHAT would impact 

their workload? 

A technological update to enable the pre-population of the PMS was 

created, saving participants a significant amount of documentation 

time 

What was the effect using YouthCHAT consultations with youth? Pre-consultation completion of the tool meant that the consultation 

was a discussion based rather than an information gathering 

exercise 

Could participants easily see the rationale behind using 

YouthCHAT?  

Yes, once they started using YouthCHAT more, the point of using 

became clear to participants 
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Construct  Questions to consider Evaluation during Phase 3 

Collective action  Were the participants willing to commit time and effort to using the 

tool? 

Yes, encouraged by colleagues and champions, participants 

reported that with increased use the benefits of YouthCHAT became 

evident and the time spent learning how to use it and integrating into 

workflow was time well spent 

 How much training was needed to use the tool? Two stage training was found to be successful especially once 

participants had access to resources so they could immediately start 

familiarising themselves with the tool.  

The use of Zoom to run training sessions was also found to be 

beneficial 

 How did YouthCHAT fit into the participants’ current workflow? Using the comprehensive user guide, participants found it easy to fit 

YouthCHAT into their workflow 

Reflexive 

monitoring 

Did the participants think it was worth using YouthCHAT? The adaptations to the tool saved participants’ time and found the 

screening process less demanding for them and more relaxed for 

youth.  

Are participants likely to keep using YouthCHAT once the project 

ends? 

Yes, data from screens are used to evaluate screening, detection, 

intervention delivery, and referral rates by the Public Health Entity. 

Data also used to track health outcomes for youth in Te Tai Tokerau 
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8.2.3 Moderators of change identified in this study 

Table 8-4 shows the challenges / barriers to the implementation of YouthCHAT encountered over the 

course of this research and what was needed to enable the implementation to proceed (objective 2). 

The table also shows the level at which a solution was possible, project level or external to the project 

and outwith the control of the research team. These mediators of change have been categorised 

using the Consolidated Framework for Implementation Research and were 

1 Characteristics of the intervention influencing implementation: 

a. Adaptability  

b. Source of the intervention  

c. Complexity 

2 Characteristics of the outer context influencing implementation: 

a. Priority of patient need 

3 Characteristics of the inner context influencing implementation: 

a. Networks and communications 

b. Leadership engagement 

c. Clinical champion  

d. Resources availability 

e. Structural characteristics 

4 Characteristics of individuals influencing implementation: 

a. Knowledge and beliefs about the tool 

b. Relative advantage 

c. Identification within organisation 

5 Characteristics of the process influencing implementation: 

a. Engage opinion leaders 

b. Engaging 

c. Planning 
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Table 8-4 Mapping factor that influenced implementation of YouthCHAT to Consolidated Framework for Implementation Research 

Construct Description Challenge / Barrier Solution / Facilitator Level 

Intervention 

Adaptability Lack of integration with PMS Technology updated to enable integration Internal 

Intervention source External source Te Tai Tokerau takes guardianship of tool Internal 

Complexity Difficulty integrating to workflow Usage scenarios provided Internal 

Outer 

setting 
Priority - patient needs Public health crises – redeployed staff 

Covid lockdown & vaccination programmes 

end 
External 

Inner 

setting 

Communications Message to use tool, how & why is lost 
Facilitated Top down & Bottom up 

communication. 
Internal 

Leadership engagement Lack of support from managers Service redesign External 

Clinical champion Delegated clinical champion resigned 
Service redesign - Wait for true champions to 

emerge 
External 

Resources availability Poor internet connectivity ONGOING External 

Structural characteristics 
High staff turnover, uncertainty of roles & 

responsibilities 

Service redesign and core research team 

remained constant throughout 
External 
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Construct Description Challenge / Barrier Solution / Facilitator Level 

Individual 

Knowledge of tool Staff needed more training Two-stage training with resources access Internal 

Relative advantage 
Ineffective communication from 

management re using YouthCHAT 
Service redesign External 

Identification within 

organisation 

Staff uncertainty of roles, contracts & 

responsibilities through redesign 

Service redesign Staff settling into new roles and 

ways of working by the final stage of the project 
External 

Process 

Engage opinion leaders Initial opinion leader disengaged early 
Service redesign: New manager emerged as 

opinion leader 
External 

Engaging Lengthy process Bi-cultural approach “Braided Rivers” Internal 

Planning 

Mismatch of study brief (evaluation) & 

project need (implementation) staff 

perceived tool unnecessary & optional 

Change message from “what is the impact of 

using the tool” to “what can the tool do for 

me?” 

Internal 

Executing Normalisation Process Theory   
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The key processes influencing the implementation of YouthCHAT in this study were 

1. Communication of expectations of management and clinic level need through top-down and 

bottom-up communication and consultation to ensure clarity of messages 

2. Identification of individuals from both user (champions) and management (opinion leaders) 

levels, who are enthusiastic about using YouthCHAT and driving the implementation forward 

3. Collaboration between implementation team, end users, and managers to 

a.  Adapt the complex intervention to meet cultural, clinic, and community need  

b.  Plan the implementation in collaboration with each clinic and provide a 

comprehensive YouthCHAT user guide and stepped care resource 

c. Develop an implementation plan, (provide training, guidelines for use, and support)  

d. Carry out and evaluate the implementation 

 

The “Six-C” framework (the bicultural, co-design, iterative method) developed to guide this study and 

the key processes involved in the implementation of YouthCHAT in Te Tai Tokerau are brought 

together in Figure 8-3  

 

Figure 8-3 Incorporating study findings into Six-C framework 

 

We Considered

We Cultivated

We Championed

We Collaborated

We Connected

We started with Version 2

We Created                            

Tikanga
– the 
right 
way to 
do things

We started with Version 2

Whakawhanaunga (relationship building)

Manaakitanga (hospitaility)

Tino Rangatiratanga (self determination) 

Ako Māori (Māori ways of learning)

Te ao Māori (Māori worldview)

Taonga Tuku Iho (cultural aspiration)  

Communication - top 

down (what is expected) &
bottom-up (what is 
needed?)

Process outputs
•How do we make tool 
acceptable & feasible?
•How to adapt to make it 
work?
•How are we doing (survey, 
focus groups, interviews, 
co-design hui)

Mediators of change
•What are the challenges & 
can we overcome them?

•Who are the champions & 
leaders?
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These elements do not occur in a linear fashion, rather they are interwoven and linked as depicted in 

Figure 8-4. 

 

 

Figure 8-4 Key processes in the implementation of YouthCHAT  

 

8.3 The framework 

Damschroder and Hagedorn316 suggest five aspects to consider when evaluating implementation 

(assess the context pre-implementation, select the intervention, adapt the intervention, develop an 

implementation strategy and plan, and execute and evaluate the plan). Of these five elements, four 

have their origins in the pre-implementation phase. Acknowledging that not every study can address 

every aspect, the authors suggest that contributions to implementation research can be made by 

identifying the most important contextual factors that influenced achieving goals related to the 

implementation and tying findings back to underlying theories used to help guide 

implementation316  

 

Table 8-5 is a summary of the elements suggested above (except “select intervention” as YouthCHAT 

was being implemented), the main factors influencing the implementation identified using the 

Management level

Expectations &  goals

Top down communication

Opinion leaders

Implementers

Tailor programme

Adapt training

Support

Ongoing evaluation

Sustainment

Clinical Champions

Needs

Bottom up communication

Clinic level

Implementation team

Tailor programme

Adapt training & 
Support

Ongoing evaluation

Sustainment
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Consolidated Framework for Implementation Research and the key elements of a framework for wider 

roll out of YouthCHAT identified in this study (Aim 3, objective 4). 

 

Table 8-5 Evaluation of implementation used as the basis for framework of wider roll out 

Element Asses the context pre-

implementation,  

Adapt the 

intervention,  

Plan the 

implementation,  

Execute,  

Modifier 

(this study) 

Networks & 

communications 

Leadership engagement 

Resources availability 

Structural characteristics 

Priority of patient need 

Adaptability  

Intervention source 

Complexity 

Knowledge & beliefs 

about tool 

Relative advantage 

Planning 

Opinion leaders 

Champions 

Engaging 

Solutions Engaging and collaborating 

Facilitate top-down and 

bottom up communication 

Adapt tool Adapt training 

Establish guidelines 

Champions 

Opinion leaders 

Support 

 

The successful implementation of YouthCHAT began not with planning and executing the 

implementation, but with the adaptation of the tool to make it acceptable and feasible for use in Te Tai 

Tokerau. As an area of NZ with a large Māori population, acceptability and feasibility meant first 

ensuring that the tool was culturally relevant.168 328 336 A combination of the Collaborative Participation 

Adaptation Model and Normalisation Process Theory guides the adaptation of a complex intervention 

to be not only acceptable to and feasible for use by the intended users, but also retains integrity. 

Figure 8-5 shows the blending of the Collaborative Participation Adaptation Model, Normalisation 

Process Theory, He Pikinga Waiora, and Consolidated Framework for Implementation Research in a 

model representing a framework for the wider scale roll out and implementation of YouthCHAT in 

other regions of Aotearoa (NZ). 



 

 

171 

 

Figure 8-5 Combined processes of implementation model (Martel 2020)
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8.5 Chapter summary 

This chapter has provided an overview of the process evaluations of the implementation of 

YouthCHAT and describes how these have been amalgamated and used to inform a framework 

for the wider rollout of YouthCHAT (Aims 2 and 3, objectives 1-4). The final chapter presents the 

key findings of this research and discusses how these findings relate and contribute to the current 

knowledge base, before highlighting the strengths and weaknesses of the study. 
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Chapter 9 Discussion 

9.1 Introduction 

Despite participants finding the tool acceptable and feasible to use, the uptake of YouthCHAT in 

the first two phases was negligible. It was not until Phase 3 that usage rates significantly rose 

with 78% (N=292/373) of screens being undertaken during the last seven months of the study. 

This chapter discusses findings of this research, in relation to the literature and theoretical 

models. The learnings and contributions to current knowledge are highlighted, including a 

framework for the implementation of evidence-based interventions, and the strengths and 

limitations of the study are then outlined.  

 

9.2 Key results 

The key findings regarding the implementation and process evaluation of the implementation of 

YouthCHAT were 

1. YouthCHAT is acceptable and feasible for screening young people for psychosocial 

issues in youth health services across Te Tai Tokerau.  

2. When implementation coincides with organisational change, it is challenging and requires 

time, patience, and persistence. 

3. Effective communication between all those who are involved with the implementation is 

key. End users need to understand the rationale behind the implementation of any 

complex intervention, and have guidance on how to use it in practice.  

4.  Implementation of complex interventions needs managerial support, access to 

resources, and provision of sufficient training.  

5. True clinical champions and opinion leaders play a pivotal role in implementation  
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6. Respect for Māori processes of engagement and relationship building, although these 

processes take time, they are necessary to build the solid foundation for bi-cultural 

research. 

 

9.3 How the findings relate to what is known 

9.3.1 Acceptability and feasibility of e-screening  

The findings of this study support a wealth of evidence that young people who have completed a 

pre-consultation psychosocial e-screening tool are better prepared to discuss their psychosocial 

concerns, finding it less confrontational and more confidential than an interview assessment.117 140 

151 152 Youth feel there is more time for discussion in subsequent consultations, that they have 

more control of their management plan, and feel more involved in their care. This study supports 

evidence that the use of pre-consultation e-screening tools is acceptable to clinicians, associated 

with increased disclosure of psychosocial issues, and enhanced engagement with youth.30 46 117 

125 140 149 150 152-154 158 376-378 Literature suggests that adding youth psychosocial e-screening and the 

discussion of psychosocial issues has little effect on consultation length.30 153 In this study 

however, although participants had initial concerns about the effect of YouthCHAT on time-

management these were unfounded once the tool became part of their daily workflow, clinicians 

reporting that the time taken to complete the assessment and documentation process for each 

patient was greatly reduced. 

 

9.3.2 The effects of organisational and service delivery change 

Staff turnover, clinical opinion leaders and clinical champions 

This research concurs that the implementation and normalisation of complex interventions into 

real-world primary health care settings is a slow and challenging process.168 227 336 370 373 Indeed, 

Bauer attests that the diffusion of complex interventions into practice can take an average of 17 

years,373 while as many as 25 are reported by Damschroder and Hagedorn.316 Staff from the first 
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research site in this project had participated in the acceptability trial of the tool and so were 

familiar with using it,117 but when the first roll out of YouthCHAT 2.0 coincided with organisational 

changes, the directive to use YouthCHAT had not been received by the service providers. 

 

The Northland based research team, comprising the medical director (and clinical opinion leader) 

and the Kaitautoko (also nurse champion for the project), had key roles in the youth service 

redesign. Further, the clinical director was extensively involved in the primary health service 

restructure. In this time of organisational instability, a high staff turnover and ensuing staff 

shortages were major barriers to the uptake of YouthCHAT. When the Kaitautoko (support person 

or advocate) resigned and the study was no longer a priority for the clinical director, the project 

was left without a clinical champion, nor had an opinion leader.  

 

Enthusiastic and passionate about the use and implementation of a complex intervention into 

practice, clinical champions are instrumental in its successful implementation. Over and above 

effective communication skills, clinical champions have the ability to navigate the organisational 

socio-political environment, mobilise resources, and are persistent in overcoming adversities.336 

371 379-381 Clinical opinion leaders are similar but have wider vision and are in a position within an 

organisation to nurture an environment conducive to the ongoing use of best practice, including 

complex interventions.336 382 383 It is vital that clinical champions and opinion leaders are involved 

in the early phases of implementation and throughout the process, engaging more individuals as 

the implementation proceeds.316 328 355 The findings of this study further support evidence that 

sustained implementation of complex interventions relies on opinion leaders supporting clinical 

champions, as each are integral links in the chain of communication on which the uptake of 

complex interventions depends.381 383 384 

  



 176 

Restructure and communication 

Implementation is defined as “the means by which a complex intervention is assimilated into an 

organisation,”328 and is entwined within organisational context, itself an assemblage of 

intermingling variables. Characteristics of specific organisational settings interact and each have 

a unique impact on implementation projects. The implementation of a complex intervention is 

more likely to succeed in stable clinic environments, with established inter and intra-

organisational networks.168 328 336 338 353-357 During the infancy period of any organisation, 

communication networks, stable working relationships, and understanding management and 

governance structure, the features on which implementation depends, are yet to be established. 

Consequently, implementation into a changing clinical context is likely to be fraught with 

challenges, as it was in this research.168 316 328 336 355 370 373 379 383  

 

The intent of the Northland Youth Health Service (NYHS) management was to use YouthCHAT to 

enhance clinician skill and efficiency, so improving patient outcomes. However, amid the 

upheaval of organisational change, this had not been effectively communicated to all NYHS staff, 

leaving some participants perceiving the implementation as a mandate from management and an 

increase to their workload. In such a “top-down” approach, the decision to adopt a complex 

intervention is made at a high level, and users are expected to adopt it, despite seeing no reason 

to do so.373 A “bottom-up” approach is driven by users and acknowledges their position as local 

experts within their specific setting.383-386 Users are better placed to understand barriers to 

implementation and find pragmatic ways to overcome them, but to be effective, support and 

resources are needed from a managerial level. Thus successful implementation requires a 

reconciliation of the two approaches, for without each other, neither can be wholly successful.384 

386 Coordination between top-down and bottom-up approaches, and indeed implementation itself, 

are reliant on effective and timely communication systems throughout an organisation.168 328 336 338 

353-357 383 Both approaches acknowledge the complexity and hierarchical nature of the primary 

health care context, recognised as central in the implementation process.150 168 316 328 336 385 386  
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9.3.3 Lack of clear process 

Initially the research team understood that because the Kaitautoko (support person or advocate) 

had been involved in the YouthCHAT acceptability trial, guidelines for integrating the tool into 

daily practice were not required. However, when she had previously used the tool, the 

YouthCHAT screens were initiated by a research assistant and not members of the clinic staff. 

This research adds to evidence that users do need to be provided with usage guidelines for 

implementation to succeed.328 336 383 While setting boundaries, access permissions, and 

suggesting options for use, these guidelines should be broad, simple, and evolve over time in 

collaboration with users.383 

 

9.4 The need for cultural tailoring 

One of the most significant influences on the successful implementation of YouthCHAT was the 

bi-cultural collaboration and tailoring of the tool to be relevant and sensitive to the holistic needs 

of the young people, health providers, and the community in Te Tai Tokerau.314 336 385 Youth from 

socio-economically deprived areas, particularly Māori youth, face access barriers such as cost, 

distance from health services, transport difficulties, and navigating the health system, but it is 

often cultural barriers that seem insurmountable.63-65 201 387 While clinicians may see cultural 

barriers in terms of the environment and system navigation, for Māori these barriers result from a 

lack of respect for their cultural values and needs.201 388  

 

Culture is not solely determined by race nor ethnicity. One individual can identify with more than 

one culture, each subconsciously influencing the way they behave, communicate, and relate to 

others.201 313 389 The Nursing Council of NZ acknowledges that culture includes 

“age or generation; gender; sexual orientation; occupation and socioeconomic status; 

ethnic origin or migrant experience; religious or spiritual belief; and disability”202 
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The principle of culturally safe care is inherent in the laws, regulations, and codes that govern 

nursing practice in New Zealand, and education in the development of culturally safe practice is 

mandatory.202 390 The delivery of culturally safe care is dependent on a culturally-humble 

workforce who through an ongoing process of self-reflection have the ability to be open, 

acknowledge any bias, altruistic and give validation of the culture and values of those to whom 

they provide care.200 201 391 

 

Engagement with youth in a meaningful way requires a clinician to be non-judgmental, 

compassionate, unconditionally accepting and respectful of the values, beliefs and culture of 

youth.192 Providing truly patient-centred care for youth relies on using processes they understand 

to support the development of a culturally safe, therapeutic relationship and a comprehensive 

assessment to develop understanding of their health needs, and expectations of care.392 It is only 

when we truly listen and understand the cultural barriers to care for youth that we can begin to 

help overcome them.201 

“We can help a person to be himself by our own willingness to steep ourselves temporarily 

in his world, in his private feelings and experiences. By our affirmation of the person as he 

is, we give him support and strength to take the next step in his own growth.”393 

 

The function of complex interventions is to improve health outcomes for the patient by involving 

them in their care-planning, while taking into account individual values and preferences.394 Such 

patient-centered care actively involves the patient, improves treatment compliance, supports 

healthy lifestyle choices and so improves health and wellbeing.165 Aotearoa (NZ) is culturally 

diverse, and a respect for cultural values and beliefs must be included in quality patient-focused 

health provision.202 201 Health and culture are intertwined, thus if a complex intervention does not 

reflect the culture of the population, engagement with the complex intervention is likely to be 

reduced, and with it any potential benefit.313 314 366  
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The development of a complex intervention to address the unique health needs of specific 

cultural groups begins with the identification of health risk factors and assessment studies of 

contextual, cultural, and community need. 313 The complex intervention would then need to 

undergo study involving researchers from different fields, development, rigorous evaluation, and 

extensive testing, processes costly in terms of both resources and time. The tailoring of existing 

validated complex interventions to suit the needs of different populations is accepted as the most 

cost and time efficient way to increase the reach of complex interventions.313 314 366 Failure of 

complex interventions to reflect cultural worldviews renders them incapable of reducing health 

disparities amongst indigenous populations.313 395 

 

The tailoring of complex interventions to fit with different organisations and contexts is 

commonplace, and implementation of those with a non-modifiable core (to maintain integrity and 

validity), and a softer outer layer (to allow tailoring to fit into the implementing organisation) are 

the most successful.313 316 328 336 385 YouthCHAT, administered via a digital format, provides the 

clinician with an immediate overview of a young person’s psychosocial issues and their priorities 

of care, and is acceptable and feasible for use in primary health care. 

 

A recent review found only two studies in which a framework was used to guide the 

implementation of a web-based intervention. The scanty literature in the review suggests that the 

uptake of complex interventions is influenced by factors relating to both health provider and 

patient. Factors that increased the chance of successful implementation for health care 

professionals were quality improvement and education meetings, facilitation of use, and clinical 

champions. For patients, the authors found that assistance in using the intervention and the 

environment in which it was used, impacted on the uptake of the complex intervention. The 

authors were unable to find any studies that had used a theory to underpin their research, nor 

that had sought to add to the development of implementation research.371  
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Patient need is often categorised as part of the outer context in terms of awareness of the 

influences of external political and economic influences on the prioritisation of patient need 

through policy and the availability of funding and resources. Further, the adaptability of a complex 

intervention to fit with the culture and context of the inner setting of a service is highlighted as a 

factor important in the implementation of the tool.316 328 However, researchers must remain 

cognisant of the dynamics of the ‘local environment,’ a factor critical to implementation yet which 

appears to have faded from view.396 397 386  

 

A systematic review of 49 implementation studies found 32% (N=16) used either a predictive or 

prescriptive framework, of which 25% (N=4) considered the concept of local environment as one 

of their domains.397 Another recent review of implementation frameworks for web-based 

intervention makes no mention of considering patient values in the implementation process.371 

The same is true for the NPT, except perhaps by virtue of the health professional’s understanding 

that a complex intervention may be of value in their practice setting.371 386  

 

This evaluation of the uptake of implementation of YouthCHAT has identified significant factors 

impacting on the use of the tool. The evaluation of the implementation used the taxonomy of the 

Consolidated Framework for Implementation Research to identify moderators of change, and 

Normalisation Process Theory as an implementation process model. Cultural tailoring of 

YouthCHAT was in keeping with the Collaborative Partnership Adaptation Model and the 

research methodology created for this study, aligned with He Pikinga Waiora.  
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9.6 Strengths, limitations, and implication of this study  

9.6.1 Strengths of the study 

Set in the reality of a variety of clinical contexts, this study has demonstrated that it is feasible and 

acceptable for youth services to implement YouthCHAT as an e-screening tool for youth 

psychosocial issues.  

 

The mixed methods approach gathering both quantitative and qualitative data collection, using a 

variety of screening methods, provided richer data and a deeper understanding of the 

participants’ experience. Two researchers independently carried out thematic analysis of the 

qualitative data to avoid potential bias, while descriptive analysis of quantitative data enabled a 

comparison between the study phases.  

 

This research has strong theoretical underpinnings which have been developed throughout this 

thesis, and have informed the development of models and frameworks to guide the study 

1. A bicultural research model based on He Awa Whiria (braided rivers) metaphor was 

created for this study. Acknowledging the centrality of connectedness for Māori, with each 

other, their heritage, and their environment, the model creates a space for the respectful 

integration of Māori and Pākehā research paradigms.186  

2. The “Six-C” framework that guided the study processes. 

3. A combined implementation model, that includes the development of a complex 

intervention as part of the implementation process, to guide the wider rollout of the 

YouthCHAT tool. 

 

 



 182 

9.6.2 What this study adds 

Contribution to the field of mixed method research 

Increasing awareness of the way that non-Eurocentric ontologies and Indigenous philosophies 

can augment understanding of mixed methods research. The bi-cultural model based on He Awa 

Whiria (braided rivers) is an example of how the strengths of differing paradigms and mixed 

methodology can be integrated to conduct bi-cultural research.186  

 

Contribution to implementation research 

This evaluation of implementation of YouthCHAT identified moderators for change using the 

Consolidated Framework for Implementation Research, and the modifications of YouthCHAT and 

the successful implementation of the tool tied into Normalisation Process Theory. This research 

further highlights the need to consider cultural influences and tailoring of complex interventions to 

reflect the needs and values of the local environment. The processes of the Collaborative 

Partnership Adaptation Model and Normalisation Process Theory and constructs of He Pikinga 

Waiora and the Consolidated Framework for Implementation Research have been integrated to 

inform the development of a combined processes of implementation model for adapting and 

implementing YouthCHAT into communities with large Māori populations. 

 

The hub and spoke model 

This study highlights the “hub and spoke model” used by the Northland Youth Health Service to 

provide access to care to vulnerable youth in rural and isolated areas of Aotearoa (NZ).201  

 

9.6.3 Limitations of the study 

• The numbers of participants contributing to the youth focus groups and staff surveys and 

interviews were low. 



 183 

9.6.4 Implications of the study 

Implications with respect to clinical practice 

YouthCHAT facilitates the detection of youth psychosocial issues, that might otherwise be 

overlooked, and supports brief intervention delivery by nurses who have been appropriately 

upskilled and work with medical oversight. In a time of increasing GP shortage, nurse-led clinics 

could be run in the practice or local community, to increase service reach. Empowering nurses to 

practice at the top of their scope in this way has the potential to increase service reach, helping to 

overcome some inequities of access to care without overwhelming the medical profession.398 399 

201 

 

 Implications with respect to policy 

The implementation of YouthCHAT is reliant on access to adequate internet capability and mobile 

devices, such as tablets, to deliver the screen. In addition to ensuring the availability of 

technological infrastructure and devices, policy makers could consider upskilling nurses, social 

and youth health workers, in the delivery of brief interventions for mild to moderate psychosocial 

issues at the point of screening. Supervised by a GP, these practitioners could increase access 

and early detection of and timely intervention for psychosocial issues.201 If psychosocial issues 

can be detected before they become severe, some mild to moderate issues can be managed 

through self-help interventions and / or at the level of primary health care. This stepped-care 

approach, adding services in accordance with increasing severity or complexity of issues, has the 

potential to lead to a more efficient use of secondary care services.  

 

 Implications with respect to further research 

An effectiveness evaluation of the implementation of YouthCHAT in Te Tai Tokerau would be an 

obvious future research step. YouthCHAT uses validated screening tools, including the 

Substance and Choices Scale (SACS) for drug and alcohol use,94 the PHQ-9 for depression,95 

and GAD-7 for anxiety.96 For all YouthCHAT modules, a simple ‘yes’ or ‘no’ metric can be used to 
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determine rates of detection and rates of health-seeking behaviour can be assessed via the ‘help’ 

question which offers ‘yes’; ‘no’; and ‘yes but not today’ responses. 

 

A proof-of-concept trail embedding the HABITS app as a self-help intervention for mild to 

moderate depression and anxiety issues within the YouthCHAT tool could be considered as a 

worthwhile research project. 

 

9.6.5 Recommendations 

The routine use of YouthCHAT becomes viable when intended users can see clear benefits of the 

tool, such as improving health outcomes for their patients while reducing workload.166-168 Further, 

users also must be able to recognise the relevance of YouthCHAT to their patients. The use of 

co-design and tailoring YouthCHAT to address specific community need can help to overcome 

barriers and facilitate the implementation of YouthCHAT. 

 

The implementation of YouthCHAT into health care settings across NZ has the potential to 

positively influence future mental health and social wellbeing outcomes for NZ youth. YouthCHAT 

can be used as part of the screening protocols and policies of each specific clinic, 

opportunistically, as part of a planned assessment, or if a young person is considered high risk. 

 

All Year 9 students in NZ secondary schools undergo a psychosocial assessment, but the 

screening tools used are varied. The implementation of YouthCHAT into school health services 

has the potential to extend standardised screening and assessment of psychosocial issues 

across all secondary school years as part of a HEAADDSSS assessment, currently only 

mandatory in low decile schools.  
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9.7 Conclusion 

The acceptability and efficacy of youth psychosocial e-screening tools are not in doubt, 

nonetheless, their use in practice is sporadic and often limited to youth considered high risk. The 

early detection of, and timely intervention for psychosocial issues amongst NZ youth (an area of 

grave national concern), could significantly improve health outcomes. YouthCHAT has been 

developed as a culturally acceptable, cost-effective, and time-saving psychosocial screening tool 

for use in primary health care. The tool can be completed by the young person prior to their 

consultation with their health provider, for example in the waiting room, and the immediately 

available report provides an overview of current psychosocial issues the young person may be 

facing. Results facilitate discussion about sensitive concerns and, via the help question, indicate 

where the young person is ready to accept help, assisting with management planning. A resource 

pack can assist clinicians to deliver appropriate interventions for emerging and developed youth 

psychosocial issues.  

 

YouthCHAT has the potential to improve youth health outcomes but can only do so if it is 

successfully implemented into clinical practice. An evaluation of the effects of implementing 

YouthCHAT, as was the original remit of this research, would evaluate the impact of using the 

tool on patient outcomes, efficiency of practice, and reaching assessment targets. The actual 

project need in this case was the implementation of YouthCHAT.  

 

To be successfully implemented into primary health care settings, complex interventions must be 

feasible to deliver, acceptable, and relevant to the needs of the local community, especially in 

areas of wide cultural diversity, such as Te Tai Tokerau.386 396 397 Therefore, implementation 

frameworks must consider the cultural acceptability and relevance of the complex intervention 

being implemented. Perhaps the first work that is required in the implementation process in areas 

with indigenous populations is for users to see the relevance of the complex intervention to their 

specific community in terms of cultural as well as health need. 
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This research has identified the contextual factors influencing the uptake of the YouthCHAT using 

the taxonomy of the Consolidated Framework for Implementation Research and the constructs of 

He Pikinga Waiora. Modifications to YouthCHAT guided by Normalisation Process Theory and 

the Collaborative Partnership Adaptation Model ensured the core integrity of the tool was not lost. 

YouthCHAT Te Tai Tokerau has been implemented into the region’s youth health care services 

(Aim 1). The results of the process evaluation of the implementation processes (Aim 2) have 

informed the creation of a combined model of implementation for the wider roll out of YouthCHAT 

(Aim 3) in Aotearoa (NZ) (Martel 2020).  

 

Ownership and governance of YouthCHAT Te Tai Tokerau, including KuraKŌRERO, (tailor-made 

for the local Māori immersion high school), has been passed over to the Northland Youth Health 

Service who are now kaitiaki (guardians) of the tool. As shown by the usage rates, YouthCHAT 

Te Tai Tokerau has been successfully implemented across the region. Moreover, YouthCHAT 

PRO is currently being used by over 100 clinics across Aotearoa (NZ). YouthCHAT Te Tai 

Tokerau, has become a taonga (treasure), as a relevant, useful, valued, and appropriate 

psychosocial screening tool amongst Te Tai Tokerau youth.  
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Appendix A Sample PIS and consent forms 

 

 

Department of General Practice and Primary Health Care 
School of Population Health 
The University of Auckland 

Private Bag 92019 

Auckland 
New Zealand 

www.health.auckland.ac.nz 

 

 

Primary care e-screening for Te Tai Tokerau youth 
Participant Information Sheet 

Clinical Staff 
 

Study Invitation 
This clinic will be implementing YouthCHAT into clinical practice, screening all 
presenting youth aged 12-24 meeting the clinic’s screening criteria. We are inviting staff 
to take part in a research project evaluating the implementation of the YouthCHAT 
programme. The study aims to examine how useful YouthCHAT is in daily practice as a 
screening tool for youth, and to work with clinic staff to improve the processes of 
implementing YouthCHAT across a variety of clinical settings.  
 
This study is about finding out: 

 If YouthCHAT is a useful, feasible and acceptable screening tool for use in 
nurse-led youth clinics, school-based clinics and general practice in Te Tai 
Tokerau. 

 Possible improvements to the setup processes of YouthCHAT through a staged 
rollout, using an iterative process of implementation and evaluation.  

 If using YouthCHAT leads to changes in screening behaviours by clinicians for a 
range of health behaviours; including mental health, help-seeking behaviour and 
facilitation to brief intervention and referral agencies 
 

What will my participation in the study involve? 
 You will be using YouthCHAT in your daily practice regardless of participation in 

the study. 
 You will receive training in the setup, use and administration of YouthCHAT and 

will receive a stepped care support resource package.  
 At the end of the implementation period, we would like to invite all staff who have 

participated in using YouthCHAT to complete a short (approx. 15 minutes) paper-
based survey. You will be sent a link to the survey and at this point you can choose 
to continue (consent) or decline.  

http://www.health.auckland.ac.nz/
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 This survey asks what you thought of YouthCHAT, your likes and dislikes, and how 
acceptable and useful you found it.  

 You may also be invited to participate in an interview either by telephone, skype, 
or face-to-face, lasting about half an hour. You will be asked what you thought of 
YouthCHAT in more depth. If you do so you will be asked to sign a consent form. 

 The interview will be recorded by the researcher and transcribed, then the 
recordings will be deleted. Anything that could identify you will not be transcribed. 

 Information collected in this study will be kept for a period of 10 years which is a 
requirement of the University of Auckland.  

 
What are my rights? 

 You do not have to take part and if you choose not to that’s OK, you don’t have to 
give a reason, and it won’t affect the way you are treated at work.   

 If you do want to take part in a semi-structured interview now, but change your 
mind later, you can you may withdraw from the study up until I participate in the 
interview. After this time, since your responses will not be identified, your data will 
not be able to be withdrawn.  

 If you have any questions about this research, you may contact the researchers 
(details overleaf).  

 For more general information about participation in research, you may contact the 
Health and Disability Commissioner (details below). 

 
What are the benefits, risks and safety issues? 
Your participation will help us assess and improve the way that YouthCHAT is used in 
different kinds of clinics so that it can be useful as a way of helping young people with 
their health. 
 
We have not been able to identify any risks or safety issues associated with participating 
in the research.   
 
How will my information be kept confidential? 
Your participation is strictly confidential, and we do not identify any individual participants 
in this study.  
 
How will the results be reported? 
The results will be used to write a thesis for submission towards a PhD by Rhiannon 
Martel and may be written up for presentation at local conferences and for publication in 
medical journals. Note, you will not be identified in any such presentations. All data will 
be summarised and presented as group averages or proportions. A summary of results 
will also be made available to research participants and other stakeholders. If you would 
like a summary of the research, you may contact Felicity (details below) who will send 
you a one-page summary of the research, once the study is complete.  
 
Has the research been ethically approved?  
The research has been approved by the Health & Disability Ethics Committee 
18/CEN/31 (05/05/2018) 
 
Where can I get further information or support?  
If you would like more information about this research, please contact Rhiannon Martel 
email: rmar156@aucklanduni.ac.nz, or by phone (027 446 1683) She will be happy to 
answer your questions. Also, please feel free to discuss the research with your 
family/whãnau, friends or significant other.  

mailto:rmar156@aucklanduni.ac.nz
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If you have any queries or concerns regarding your rights as a participant in this study, 
you may wish to contact an independent health and disability advocate: 
Free phone: 0800 555 050; Free fax: 0800 2 SUPPORT (0800 2787 7678); 
advocacy@hdc.org.nz’ 
 

Thank you very much for your time and help in making this study possible. 
Rhiannon Martel on behalf of the research team 

Research Team: Profs Felicity Goodyear-Smith & Jim Warren, Drs Margot Darragh & Aniva 
Lawrence and Mrs Rhiannon Martel (PhD student)    

Contact details: f.goodyear-smith@auckland.ac.nz (09 923 2357); or Rhiannon Martel on 
rmar156@aucklanduni.ac.nz (027 446 1683) 
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Department of General Practice and Primary Health Care 
School of Population Health 
The University of Auckland 

Private Bag 92019 
Auckland 

New Zealand 

www.health.auckland.ac.nz 

 

Primary care e-screening for Te Tai Tokerau youth  

Clinic Staff Interview Consent Form 

This consent form will be held for a period of ten years 

 

1 I have read, and I understand the information sheet, which explains the research being conducted on 
YouthCHAT.  

2 I have had the opportunity to discuss this study and I am satisfied with the answers I have been given. 

3 I have been given the opportunity to use whānau support or a friend to help me ask questions and 
understand the study.  

4 I understand that taking part in this study is voluntary (my choice) and if I decide not to participate it will 
not affect my employment with the clinic.  

5 I understand that I may withdraw my data from the study until the data from the interview is analysed. 

After this time, since nothing that could identify me will be included, my data will not be able to be 

withdrawn. 

6 I understand my participation in the study will involve participation in a semi-structured interview in which 
I will be asked for my opinion about the YouthCHAT programme in more depth. This interview will take 
up to one hour.  

7 I understand that my interview will be recorded and transcribed, but my participation in this study is 
confidential and no material that could identify me will be used in any reports on this study.  

8 I have had time to consider whether to take part and I have been given details of someone to contact if I 
have any questions about the study. 

 

 

Signature  

I, consent to take part in this study. 

Sign your name and the date in the box below, if you agree to take part. 

http://www.health.auckland.ac.nz/
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Name Date 

 

Summary of Results 

Yes, I would like to receive a summary of the study’s findings (insert email address below) 

 

 

Research Team: Profs Felicity Goodyear-Smith & Jim Warren, Drs Margot Darragh & Aniva 
Lawrence and Mrs Rhiannon Martel (PhD student)    

Contact details: f.goodyear-smith@auckland.ac.nz (09 923 2357); or Rhiannon Martel on 
rmar156@aucklanduni.ac.nz (027 446 1683) 

 

  

mailto:rmar156@aucklanduni.ac.nz
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Department of General Practice and Primary Health Care 
School of Population Health 
The University of Auckland 

Private Bag 92019 
Auckland 

New Zealand 
www.health.auckland.ac.nz 

 

 

Primary care e-screening for Te Tai Tokerau youth 

Youth (aged 16 – 24) Consent Form 

This consent form will be held for a period of ten years 

 

I understand that this study is for the purpose of assessing YouthCHAT, an electronic screening 

programme for youth. I understand that if I choose to participate, I will be participating in a focus 

group lasting no more than an hour. The focus group will ask about my experiences with the 

screening tool but not any of the responses I gave on the iPad. 

 

I have read and I understand the participant information sheet PIS Youth (05/05/2018) Reference 

18/CEN/31. I have had the opportunity to discuss this study. I am satisfied with the answers I have 

been given and I have had time to consider whether to take part in the study. 

 

I understand that my participation in this study is confidential and that no material that could 

identify me will be used in any transcripts or reports on this study and that this consent form will be 

stored separately from the research papers and files. Recordings of the focus group will be deleted 

once they have been transcribed and nothing that could identify me will be transcribed. 

 

http://www.health.auckland.ac.nz/
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I understand that taking part in this study is voluntary (my choice) and this will in no way affect my 

future healthcare or treatment in the clinic. I know whom to contact if I have any questions about 

this study. 

 

 

I understand that I may withdraw from the study up until I participate in the focus group. After this 

time, since my responses will not be identified, my data will not be able to be withdrawn. 

 

Signature 

 

I                                                                (full name) hereby consent to take part in this 
study. 

Date:       

  

Signature:       

  

Full names of researchers: Profs Felicity Goodyear-Smith & Jim Warren, Drs Margot 
Darragh & Aniva Lawrence and Mrs Rhiannon Martel (PhD 
student)   

  

Contact phone number for researchers: Rhiannon Martel 027 446 1683 

Project explained by:  

 

Thank you very much for your time and help in making this study possible. 
Felicity Goodyear-Smith on behalf of the research team. 

Research Team: Profs Felicity Goodyear-Smith & Jim Warren, Drs Margot Darragh & 
Aniva Lawrence and Mrs Rhiannon Martel (PhD student)    
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Appendix B Question proforma (semi-structured interview) 

 

YouthCHAT Semi-structured interview schedule 

Clinical Staff 

 

Hello, as we agreed at the beginning of this study, I would like to conduct a short interview with 

you about how you have found the implementation of YouthCHAT in your practice at your clinic. 

Just a reminder that this interview will be audio recorded and confidentially transcribed (pause) 

and I am switching on the digital recorder now. [SWITCH ON RECORDER]. Now that the 

recorder is running, do you consent to participating in this study and having this interview audio 

recorded? Are you aware the interview will take about 15 minutes? Thank you. 

 

General 

1. How was your experience of the YouthCHAT tool? 

2. How could the training in the use of YouthCHAT be improved? 

3. What were the main difficulties in implementing the tool in the clinics? 

4. Anything you liked or didn’t like about the tool? 

5. In what ways did using YouthCHAT affect your engagement with your young patient? 

6. Anything you liked or didn’t like about the procedures around the tool? 

7. How did it affect your day-to-day workload and schedule? 

8. Any comment on the look and feel of the tool? 

9. What do you think are the benefits of using YouthCHAT?  

10. What do you think are the downsides of using YouthCHAT? 

11. Which modules (if any) do you think should be added or removed? 

12. What difficulties do you see in implementing YouthCHAT into your regular practice? 
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13. How useful was the resource package? What other generic resources should be added 

to the package? 

14. Did you have any IT difficulties in using YouthCHAT? In what way?  

(prompt if necessary: accessing client reports etc) 

15. Do you have any other comments or suggestions? 
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Appendix C YouthCHAT questions and answers 

 Ref 
Number # 

Questions 

Q1 What is your age? 

Q2 What is your gender? 

Q3  What is your ethnicity?  

Q4.1 Have you ever used tobacco (eg cigarettes) or nicotine (e.g., vaping)? 

Q4.2 How many cigarettes or vapes do you smoke on average a day? 

Q4.3 Do you ever feel the need to cut down or stop your smoking? 

Q4.4 
In the past three months, how often have you used tobacco and/or nicotine (e.g., 
cigarettes, vaping, chewing tobacco, cigars, chop baccie, durries ciggies, durry)? 

Q4.5 
During the past three months, how often have you had a strong desire or urge to use 
tobacco and/or nicotine? 

Q4.6 
During the past three months, how often has your use of tobacco and/or nicotine led to 
problems with health, friends or whānau, work, money, or the law? 

Q4.7 
Have friends or whānau or anyone else ever been worried about your use of tobacco 
and/or nicotine? 

Q4.8 
Have you ever tried and failed to control, cut down or stop using tobacco and/or 
nicotine? 

Q5.1 
How often did you use alcoholic drinks (e.g. beer, wine, spirits, premixes, RTDs) in the 
last month? 

Q5.2 
How often did you use cannabis (e.g. weed, marijuana, pot, dope, buds) in the last 
month? 

Q5.3 
How often did you use other drugs (e.g. stimulants, hallucinogens, inhalants, sedatives, 
synthetic cannabinoids, opiates) in the last month? 

Q5.4 Indicate which other drugs you have used in the last month 

Q5.5 Over the last month; I took alcohol or drugs when I was alone 

Q5.6 Over the last month; I've thought I might be hooked or addicted to alcohol or drugs 

Q5.7 
Over the last month; Most of my free time has been spent getting hold of, taking, or 
recovering from alcohol or drugs 

Q5.8 
Over the last month; I’ve wanted to cut down on the amount of alcohol and drugs that I 
am using 

Q5.9 
Over the last month; My alcohol and drug use has stopped me getting important things 
done 

Q5.10 
Over the last month; My alcohol or drug use has led to arguments with the people I live 
with (family, flatmates or caregivers etc.) 
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Q5.11 
Over the last month; I’ve had unsafe sex or an unwanted sexual experience when taking 
alcohol or drugs 

Q5.12 
Over the last month; My performance or attendance at school (or at work) has been 
affected by my alcohol or drug use 

Q5.13 
Over the last month; I did things that could have got me into serious trouble (stealing, 
vandalism, violence etc.) when using alcohol or drugs 

Q5.14 
Over the last month; I've driven a car while under the influence of alcohol or drugs (or 
have been driven by someone under the influence) 

Help2 Do you want help with your alcohol or drug use? 

Q6.1 Do you gamble or play computer games (bet or game)? 

Q6.2 Do you sometimes feel unhappy or worried after a session of gambling or gaming? 

Q6.3 Does gambling or gaming sometimes cause you problems? 

Q7.1 Are you happy with your body shape or your weight? 

Q7.2 Have there been any recent changes in your weight? 

Q7.3 
Do you try things to control your weight such as extreme restriction of what or how much 
you eat, exercising excessively, taking diet pills etc.? 

Q7.4 
Are any of your family members or friends worried about your weight or your attitude 
towards your body/food? 

Q7.5 
Do you believe yourself to be overweight or too big even if others tell you that you 
aren't? 

Q7.6 Have you ever made yourself throw up on purpose in an attempt to control your weight? 

Q8.1 
Over the last 7 days, how often have you been bothered by feeling down, depressed, 
irritable or hopeless? 

Q8.2 
Over the last 7 days, how often have you been bothered by little interest or pleasure in 
doing things? 

Q8.3 
Over the last 7 days, how often have you been bothered by trouble falling asleep, 
staying asleep, or sleeping too much? 

Q8.4 
Over the last 7 days, how often have you been bothered by poor appetite, weight loss or 
overeating? 

Q8.5 
Over the last 7 days, how often have you been bothered by feeling tired or having little 
energy? 

Q8.6 
Over the last 7 days, how often have you been bothered by feeling bad about yourself - 
or that you are a failure or have let yourself or your family down? 

Q8.7 
Over the last 7 days, how often have you been bothered by trouble concentrating on 
things, such as school work, reading or watching television? 

Q8.8 
Over the last 7 days, how often have you been bothered by moving or speaking so 
slowly that other people could have noticed? Or the opposite - being so fidgety or 
restless that you have been moving around a lot more than usual? 
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Q8.9 
Over the last 7 days, how often have you been bothered by thoughts that you would be 
better off dead or of hurting yourself in some way? 

Q9.1 During the past month have you been worrying a lot about everyday problems? 

Q9.2 
Over the last 2 weeks, how often have you been bothered by feeling nervous, anxious, 
or on edge? 

Q9.3 
Over the last 2 weeks, how often have you been bothered by not being able to stop or 
control worrying? 

Q9.4 
Over the last 2 weeks, how often have you been bothered by worrying too much about 
different things? 

Q9.5 Over the last 2 weeks, how often have you been bothered by trouble relaxing? 

Q9.6 
Over the last 2 weeks, how often have you been bothered by being so restless that it is 
hard to sit still? 

Q9.7 
Over the last 2 weeks, how often have you been bothered by becoming easily annoyed 
or irritable? 

Q9.8 
Over the last 2 weeks, how often have you been bothered by feeling afraid as if 
something awful might happen? 

Q10 Do any of the following cause you stress or problems? 

Q11.1 
Do you have trouble with any of the following: paying attention at school or work, 
remembering where you put things or waiting your turn? 

Q11.2 Do you often break rules or refuse to do as you’re told? 

Q11.3 
Are you easily distracted, do you find it hard to follow instructions or do you often lose 
things? 

Q11.4 Do you find it hard to stay quiet or sit still when asked to do so? 

Q11.5 
Do you have difficulty waiting your turn or do you often interrupt others when they are 
talking? 

Q11.6 Do you often argue with authority figures such as parents and teachers? 

Q11.7 Have you ever stolen anything valuable? 

Q11.8 Have you ever hurt a person or an animal? 

Q11.9 Have you deliberately damaged someone else’s property? 

Q11.10 Do you often take risks that put you or others in danger such as risky driving? 

q11.11 Have you ever been in serious trouble at school or with the police? 

Q12.1 
Do you have any worries or problems about who you are sexually attracted to or your 
sexual identity? 

Q12.2 
Are you or have you ever  been sexually active? (This includes sex involving your 
mouth, vagina, penis or bottom) 
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Q12.3 
Are you at any risk of catching a sexually transmitted infection (STI)? (If you do not use 
condoms and you or your partner have had more than one partner there is a big risk of 
this) 

Q12.4 
Are you at any risk of getting pregnant or getting your partner pregnant? (If you are not 
using any protection there is a big risk of getting pregnant or getting your partner 
pregnant) 

Q12.5 
Has anyone tried to touch you sexually or push sex on you when you have not wanted 
it? 

Q13.1 Is there anyone in your life of whom you are afraid or who hurts you in any way? 

Q13.2 Is there anyone in your life who controls you and prevents you doing what you want? 

Q14 Is controlling your anger sometimes a problem for you? 

Q15 
Do you normally do more than 30 minutes of moderate or vigorous exercise (such as 
walking or a sport) on 5 days of the week? 

Help1 Do you want help with your smoking? 

Help2 Do you want help with your alcohol or drug use? 

Help3 Do you want help with your gambling or gaming? 

Help4 Do you want help with this? 

Help5 Do you want help with your mood? 

Help6 Do you want help with your anxiety or worrying? 

Help7 Do you want any help with any of these stresses or problems? 

Help8 Would you like help with this? 

Help9 Do you want help with any abuse or violence that you are experiencing? 

Help10 Do you want help with controlling your anger? 

Help11 Do you want help with getting more exercise? 

HelpAnsw No 

  Yes but not today 

  Yes 

ANSWERS  

A1 13 and under 

  14 

  15 

  16 

  17 
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  18 and over 

A2 Male 

  Female 

  Gender diverse 

  Other 

A3 NZ European 

  Māori  

  Pacific 

  Asian 

  Middle Eastern/Latin American/African 

  Other 

A4 Never 

  Not in the past 12 months 

  Yes in the past 12 months but not now 

  Yes I currently smoke 

A5 Less than 1 a day 

  1 - 10 

  11 - 20 

  21 - 30 

  31 or more 

A6 No 

  Yes 

A7 Never 

  Once or twice 

  Monthly 

  Weekly 

  Daily or almost daily 

A8 No, never 

  Yes, in the past 3 months 

  Yes, but not in the past 3 months 

A9 Didn’t use 

  Once a week or less 
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  More than once a week 

  Most days or more 

A10 Didn't use cannabis 

  Uses cannabis once a week or less 

  Uses cannabis more than once a week 

  Uses cannabis most days or more 

A11 Didn’t use 

  Once a week or less 

  More than once a week 

  Most days or more 

A12 Ecstasy and other party pills (e.g. 'E', Methadrone, BZP) 

  Hallucinogens (e.g. LSD, acid, mushrooms, ketamine) 

  Inhalants (e.g. glue, petrol, solvents, paint, nitrous) 

  Amphetamines (e.g. speed, 'P', ice, whiz) 

  Sedatives (e.g. sleeping pills, benzos, downers, valium) 

  Synthetic cannabinoids (smokable herbal highs) 

  Opiates (e.g. heroin, morphine, methadone, codeine) 

  Cocaine (e.g. coke, crack, blow) 

  None 

A13 Not true 

  Somewhat true 

  Definitely true 

A14 Not at all 

  Several days 

  More than half the days 

  Nearly every day 

A15 Issues at home 

  Issues at school or work 

  Relationships with specific people in your life 

  Being bullied 

  Violence 
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An upsetting event in your life (e.g., accident, illness, loss of a friend/family member, or 
another hurtful situation) 

  Money 

  Other 

  No stresses 

A16 Yes 

  No 
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Appendix D YouthCHAT review for 2019, creation of 2.0 

Date 27/11/2018 

Location  

Who is providing 

feedback? (Description) 

Local Providers – nurses, specialist nurses, youth workers, 

councillors  

Additional words & comments from young people added in red font  

Setting of Feedback  Co-design hui 

 

Gender 

  Yes/No / Why 

1 Are these three options okay? 

Male, Female, Other) 

 

3 – Yes – suggest adding free text option if they wish 

to specify “other” 

1 – No  - Gender diverse instead of other + should 

have option for “prefer not to say” 

3 – Did not answer 

Not other – perhaps different 

 
 
 

 Smoking  

1 Is vaping an issue for you/ youths? 

 

1 – yes  

6 – did not respond 

Yes 
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2 What do you/youths know what tobacco 

products are? 

Yes – but should add nicotine 

3 What do you/they call it / is this list okay? 

cigarettes, chewing tobacco, cigars, etc. 

 

Yes – but add “vaping with nicotine” Could also specify 

content of nicotine in vaping as different concentrations 

available 

Add vaping and nicotine  Ciggies, smuk, durry, efe 

 
 

 Drugs  

1 What do you/ youth call marijuana. Is this list 

okay? (e.g. weed, marijuana, pot, dope, buds, 

chop) 

1 – yes  

5 no response 

Greens, Herb, Cones, Sesh, Dak 

2 What words are used for stimulants and 

sedatives? (uppers and downers?) 

No repsonses 

Pills 

3 Do you/they know what inhalants are? would 

be an alternative if not. 

No 

Huffing 

4 Okay to say ‘synthetics’ instead of synthetic 

cannabinoids?  

3 – yes 

4 -no response 

sinnies 

5 Review the list of ‘other’ drugs – do youth 

know what they are (examples okay?) Missing? 

 

6 – no response 

  Ecstasy and other party pills (e.g. ‘E’, 

Methadrone, BZP) 

Add: 
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 Hallucinogens (e.g. LSD, acid, mushrooms, 

ketamine) Trips 

 Inhalants (e.g. glue, petrol, solvents, paint, 

nitrous) Huffs 

 Amphetamines (e.g. speed, ‘P’, ice, whiz) 

Crack, Puff, shit, gear 

 Sedatives (e.g. sleeping pills, benzos, 

downers, valium) Synthetic cannabinoids 

(smokable herbal highs) Opiates (e.g. 

heroin, morphine, methadone, codeine) 

Zanys 

 Cocaine (e.g. coke, crack, blow? Charlie 

Huffing 

Chop 

Prescription Meds eg Tramadol 

 

 
 

 

 Gambling  Yes/No / Why 

1 Is this question okay? 

Do you play computer games or gamble? 

 

3 x yes 

Yes 

No- Do you bet or game 

 

  Yes/No / Why 

1 Are these three options okay? 

Male, Female, Other) 

 

3 – Yes – suggest adding free text option if they wish 

to specify “other” 

1 – No  - Gender diverse instead of other + should 

have option for “prefer not to say” 
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3 – Did not answer 

Not other – perhaps different 

 
 

 
 
 

 Stress 
 

 

  Relationships with specific people in your life 

Issues at home, school or work  

Being bullied  

Violence 

An upsetting event in your life (e.g., accident, illness, loss of 

a friend/family member, or another hurtful situation)  

Money 

Other 

No stresses 

 Is this list of stressors okay? 2 _ yes 

4 – no response 

 
 

What is missing 

- Medical issues 

- Weight 

- Are you a bully ( 2 people suggest this) 

- Added pressure 

 
 

 Sexual Health 
 
Are the two questions okay? (comments?) 

√ / X 
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1 Do you have any concerns about who you are 

sexually attracted to (other guys or girls) or 

about your sexual identity? 

 

2 – yes 

2 – No – don’t like the word “concerns” 

3 – No response 

Would you like to talk about who you are….. 

2 Has anyone tried to push sex on to you or touched 

you sexually when you have not wanted it? 

2 – Yes 

2 - No Reword “push” eg “force” 

3 - No response 

When you have not wanted or consented to it 

 

Add “Do you know what STIs you could get”  
 
Which of the two options below (left column, or right column) do you prefer? 

 Option A √ Option B √ 

1 During the past three months, how often has 

your use of tobacco products (cigarettes, 

chewing tobacco, cigars, etc.) led to health, 

social, legal or financial problems? 

 During the past three months, how often has 

your use of tobacco led to problems with 

health, friends or whānau, work, money, or 

the law?  

 

1 

4 

2 Has a friend or relative or anyone else ever 

expressed concern about your use of tobacco 

products (cigarettes, chewing tobacco, cigars, 

etc.)? 

1 

Has a friend or whānau or anyone else ever 

expressed concern about your use of tobacco  

1 

3 
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3 Have you ever tried and failed to control, cut 

down or stop using tobacco products 

(cigarettes, chewing tobacco, cigars, etc.)? 

 

Have you ever tried to control, cut down or 

stop using tobacco but were not able to? 

1 

4 

 

Other comments: 

1. Help questions should be “would you like to talk about this” rather than “do you want help 

with” (there were 2 comments to this effect) 

2. 2 responders felt confidentiality should be more clear re: If harm others will need to be 

involved but we will discuss this with you first 

3.  2 x responders : Too much information gathering – perhaps use visuals and some way 

of informing young person how they are doing at end of each module eg “that’s great 

thank you” “we note that there are some issues that we may be able to support you with, 

we can talk about this during you’re appointment” 

4. 1 x responder felt tool not youth friendly enough and video is too boring ??use animation 

for example 
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Appendix E Timelines showing usage rates and events by phase 

 

No screens were undertaken until September 2018 
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Vertical Axis = Number of screens completed                                                     = YouthCHAT screen use 
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Vertical Axis = Number of screens completed                                                      = YouthCHAT screen use 
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Appendix F Consolidated Framework for Implementation Research 

 

 Topic/Description Short Description 

I. INTERVENTION 

CHARACTERISTICS 

 

 A Intervention Source Perception of key stakeholders about whether the intervention is externally or 

internally developed. 

 B Evidence Strength & Quality Stakeholders’ perceptions of the quality and validity of evidence supporting 

the belief that the intervention will have desired outcomes. 

 C Relative advantage Stakeholders’ perception of the advantage of implementing the intervention 

versus an alternative solution. 

 D Adaptability The degree to which an intervention can be adapted, tailored, refined, or 

reinvented to meet local needs.  

 E Trialability The ability to test the intervention on a small scale in the organization [8], and 

to be able to reverse course (undo implementation) if warranted. 

 F Complexity Perceived difficulty of implementation, reflected by duration, scope, 

radicalness,  disruptiveness, centrality, and intricacy and number of steps 

required to implement  

 G Design Quality and 

Packaging 

Perceived excellence in how the intervention is bundled, presented, and 

assembled 

 H Cost Costs of the intervention and costs associated with implementing that 

intervention including investment, supply, and opportunity costs.  

II. OUTER SETTING  

 A Patient Needs & Resources The extent to which patient needs, as well as barriers and facilitators to meet 

those needs are accurately known and prioritized by the organization. 
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 B Cosmopolitanism The degree to which an organization is networked with other external 

organizations. 

 C Peer Pressure Mimetic or competitive pressure to implement an intervention; typically 

because most or other key peer or competing organizations have already 

implemented or in a bid for a competitive edge. 

 D External Policy & Incentives A broad construct that includes external strategies to spread interventions 

including policy and regulations (governmental or other central entity), 

external mandates, recommendations and guidelines, pay-for-performance, 

collaboratives, and public or benchmark reporting. 

III. INNER SETTING  

 A Structural Characteristics The social architecture, age, maturity, and size of an organization. 

 B Networks & Communications The nature and quality of webs of social networks and the nature and quality 

of formal and informal communications within an organization. 

 C Culture Norms, values, and basic assumptions of a given organization. 

 D Implementation Climate The absorptive capacity for change, shared receptivity of involved individuals 

to an intervention and the extent to which use of that intervention will be 

rewarded, supported, and expected within their organization. 

 1 Tension for Change The degree to which stakeholders perceive the current situation as intolerable 

or needing change. 

 2 Compatibility The degree of tangible fit between meaning and values attached to the 

intervention by involved individuals, how those align with individuals’ own 

norms, values, and perceived risks and needs, and how the intervention fits 

with existing workflows and systems. 

 3 Relative Priority Individuals’ shared perception of the importance of the implementation within 

the organization. 
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4 Organizational Incentives & 

Rewards 

Extrinsic incentives such as goal-sharing awards, performance reviews, 

promotions, and raises in salary and less tangible incentives such as 

increased stature or respect. 

 

 5 Goals and Feedback The degree to which goals are clearly communicated, acted upon, and fed 

back to staff and alignment of that feedback with goals. 

 6 Learning Climate  A climate in which: a) leaders express their own fallibility and need for team 

members’ assistance and input; b) team members feel that they are essential, 

valued, and knowledgeable partners in the change process; c) individuals feel 

psychologically safe to try new methods; and d) there is sufficient time and 

space for reflective thinking and evaluation. 

 E Readiness for Implementation Tangible and immediate indicators of organizational commitment to its decision 

to implement an intervention. 

1Leadership Engagement Commitment, involvement, and accountability of leaders and managers with 

the implementation. 

 2 Available Resources The level of resources dedicated for implementation and on-going operations 

including money, training, education, physical space, and time. 

           3  Access knowledge & 

information 

Ease of access to digestible information and knowledge about the intervention 

and how to incorporate it into work tasks. 

IV. CHARACTERISTICS OF 

INDIVIDUALS 

 

 A Knowledge & Beliefs about the  

Intervention 

Individuals’ attitudes toward and value placed on the intervention as well as 

familiarity with facts, truths, and principles related to the intervention.  

 B Self-efficacy Individual belief in their own capabilities to execute courses of action to 

achieve implementation goals. 
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 C Individual Stage of Change Characterization of the phase an individual is in, as he or she progresses 

toward skilled, enthusiastic, and sustained use of the intervention. 

D Individual Identification 

with Organization 

A broad construct related to how individuals perceive the organization and 

their relationship and degree of commitment with that organization. 

 E Other Personal Attributes A broad construct to include other personal traits such as tolerance of 

ambiguity, intellectual ability, motivation, values, competence, capacity, and 

learning style. 

V. PROCESS  

 A Planning  The degree to which a scheme or method of behavior and tasks for 

implementing an intervention are developed in advance and the quality of 

those schemes or methods. 

 B Engaging Attracting and involving appropriate individuals in the implementation and use 

of the intervention through a combined strategy of social marketing, education, 

role modeling, training, and other similar activities. 

 1 Opinion Leaders Individuals in an organization who have formal or informal influence on the 

attitudes and beliefs of their colleagues with respect to implementing the 

intervention 

2 Formally appointed 

internal implementation 

leaders 

 Individuals from within the organization who have been formally appointed 

with responsibility for implementing an intervention as coordinator, project 

manager, team leader, or other similar role. 

 3 Champions “Individuals who dedicate themselves to supporting, marketing, and ‘driving 

through’ an [implementation]” [101](p. 182), overcoming indifference or 

resistance that the intervention may provoke in an organization. 

 4 External Change Agents Individuals who are affiliated with an outside entity who formally influence or 

facilitate intervention decisions in a desirable direction. 

 C Executing Carrying out or accomplishing the implementation according to plan. 
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      D      Reflecting & Evaluating 

 

 

Quantitative and qualitative feedback about the progress and quality of 

implementation accompanied with regular personal and team debriefing about 

progress and experience 
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Appendix G Quantitative data tables, October 2019 and July 2020 

Oct-2019       Jul-20      

Question 
Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

 
Question 

Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

I like the way YouthCHAT 
looks 

0.00% 0.00% 22.22% 77.78% 0.00%  I like the way YouthCHAT 
looks 

0.00% 0.00% 0.00% 62.50% 37.50% 

I like the introductory 
video 

0.00% 0.00% 22.22% 66.67% 11.11%  I like the introductory 
video 

0.00% 12.50% 25.00% 50.00% 12.50% 

I like the way the 
questions are laid out 

0.00% 0.00% 33.33% 55.56% 11.11%  I like the way the 
questions are laid out 

0.00% 0.00% 0.00% 87.50% 12.50% 

The time taken to 
complete YouthCHAT is 
about right 

0.00% 0.00% 22.22% 66.67% 11.11%  The time taken to 
complete YouthCHAT is 
about right 

0.00% 0.00% 0.00% 50.00% 50.00% 

I think using YouthCHAT 
is an acceptable way to 
ask young people about 
their mental health and 
well being 

0.00% 0.00% 22.22% 55.56% 22.22%  I think using YouthCHAT 
is an acceptable way to 
ask young people about 
their mental health and 
well being 

0.00% 0.00% 12.50% 37.50% 50.00% 

I think young people find 
YouthCHAT as 
acceptable screening tool 

0.00% 0.00% 44.44% 33.33% 22.22%  I think young people find 
YouthCHAT as 
acceptable screening tool 

0.00% 0.00% 25.00% 62.50% 12.50% 

YouthCHAT is easy to 
use 

0.00% 0.00% 22.22% 44.44% 33.33%  YouthCHAT is easy to 
use 

0.00% 12.50% 12.50% 25.00% 50.00% 

Using YouthCHAT helped 
increase the efficiency of 
my consultations with 
young people 

0.00% 22.22% 33.33% 33.33% 11.11%  Using YouthCHAT helped 
increase the efficiency of 
my consultations with 
young people 

0.00% 0.00% 12.50% 37.50% 50.00% 

I would recommend 
YouthCHAT to others 

0.00% 11.11% 33.33% 44.44% 11.11%  I would recommend 
YouthCHAT to others 

0.00% 0.00% 0.00% 50.00% 50.00% 
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Oct 19       July 20      

Question 
Strongly 
disagree 

Not 
agree 

Neither  Agree Strongly 
agree 

 
Question 

Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

I am confident in using 
computer based tools 

0.00% 0.00% 0.00% 44.44% 55.56%  I am confident in using 
computer based tools 

0.00% 25.00% 0.00% 37.50% 37.50% 

I received enough training 
for me to feel confident 
using YouthCHAT 

0.00% 11.11% 22.22% 22.22% 44.44%  I received enough training 
for me to feel confident 
using YouthCHAT 

0.00% 0.00% 12.50% 25.00% 62.50% 

I felt confident in using 
YouthCHAT 

0.00% 11.11% 22.22% 22.22% 44.44%  I felt confident in using 
YouthCHAT 

0.00% 25.00% 12.50% 12.50% 50.00% 

Using YouthCHAT allows 
me to use an abbreviated 
HEEADSSS assessment 

0.00% 11.11% 33.33% 33.33% 22.22%  Using YouthCHAT allows 
me to use an abbreviated 
HEEADSSS assessment 

0.00% 0.00% 12.50% 50.00% 37.50% 

I am confident in 
reviewing the report with 
the young person 

0.00% 0.00% 22.22% 33.33% 44.44%  I am confident in 
reviewing the report with 
the young person 

12.50% 0.00% 25.00% 25.00% 37.50% 

I am confident that I have 
access to appropriate 
resources to address any 
issues raised by a 
YouthCHAT screen 

0.00% 0.00% 22.22% 44.44% 33.33%  I am confident that I have 
access to appropriate 
resources to address any 
issues raised by a 
YouthCHAT screen 

0.00% 0.00% 25.00% 62.50% 12.50% 

I am confident that 
appropriate services are 
available for onward 
referral for issues raised 
by a YouthCHAT screen 

0.00% 0.00% 11.11% 55.56% 33.33%  I am confident that 
appropriate services are 
available for onward 
referral for issues raised 
by a YouthCHAT screen 

0.00% 12.50% 25.00% 37.50% 25.00% 

I received enough support 
when I needed it 

0.00% 11.11% 22.22% 44.44% 22.22%  I received enough support 
when I needed it 

0.00% 0.00% 12.50% 37.50% 50.00% 
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Oct-19             

Question 
Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

 
Question 

Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

Having a young person 
completing YouthCHAT 
prior to consultation was 
useful 

0.00% 0.00% 33.33% 22.22% 44.44%  Having a young person 
completing YouthCHAT 
prior to consultation was 
useful 

0.00% 0.00% 12.50% 50.00% 37.50% 

Using admin/reception 
staff to initiate 
YouthCHAT screens 
streamlined its use 

0.00% 0.00% 22.22% 33.33% 44.44%  Using admin/reception 
staff to initiate 
YouthCHAT screens 
streamlined its use 

0.00% 0.00% 25.00% 25.00% 50.00% 

YouthCHAT reduced the 
amount of time taken to 
undertake a HEEADSSS 
assessment 

0.00% 11.11% 11.11% 66.67% 11.11%  YouthCHAT reduced the 
amount of time taken to 
undertake a HEEADSSS 
assessment 

0.00% 0.00% 0.00% 50.00% 50.00% 

The way we used 
YouthCHAT was efficient. 

0.00% 11.11% 22.22% 66.67% 0.00%  The way we used 
YouthCHAT was efficient. 

0.00% 12.50% 12.50% 25.00% 50.00% 

Using YouthCHAT 
integrated easily into my 
daily workflow 

0.00% 22.22% 22.22% 44.44% 11.11%  Using YouthCHAT 
integrated easily into my 
daily workflow 

0.00% 12.50% 12.50% 25.00% 50.00% 

I faced challenges in 
using YouthCHAT 

11.11% 22.22% 11.11% 55.56% 0.00%  I faced challenges in 
using YouthCHAT 

12.50% 12.50% 12.50% 37.50% 25.00% 
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Oct-19       Jul 20      

Question 
Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

 
Question 

Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

I had problems accessing 
(e.g., opening) the clinical 
summary report. 

33.33% 22.22% 11.11% 33.33% 0.00%  I had problems accessing 
(e.g., opening) the clinical 
summary report. 

25.00% 50.00% 12.50% 12.50% 0.00% 

I like the way 
YouthCHAT's clinical 
summary was presented 

0.00% 0.00% 11.11% 77.78% 11.11%  I like the way 
YouthCHAT's clinical 
summary was presented 

0.00% 37.50% 0.00% 50.00% 12.50% 

The clinical summary 
report was very helpful. 

0.00% 0.00% 11.11% 55.56% 33.33%  The clinical summary 
report was very helpful. 

0.00% 0.00% 0.00% 62.50% 37.50% 

The clinical summary 
report was easy to 
understand. 

0.00% 0.00% 11.11% 55.56% 33.33%  The clinical summary 
report was easy to 
understand. 

0.00% 25.00% 12.50% 37.50% 25.00% 

The clinical summary 
report had too much 
information to deal with. 

22.22% 33.33% 22.22% 11.11% 11.11%  The clinical summary 
report had too much 
information to deal with. 

25.00% 50.00% 12.50% 12.50% 0.00% 

The summary report was 
a good way to focus our 
discussion in the 
consultation. 

0.00% 0.00% 22.22% 33.33% 44.44%  The summary report was 
a good way to focus our 
discussion in the 
consultation. 

0.00% 0.00% 0.00% 50.00% 50.00% 

I did not have enough 
time to address the 
issues the young person 
raised 

0.00% 22.22% 44.44% 33.33% 0.00%  
I did not have enough 
time to address the issues 
the young person raised 

12.50% 25.00% 37.50% 0.00% 25.00% 
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Oct 19       July 20      

Question 
Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

 Question Strongly 
disagree 

Not 
agree 

Neither Agree Strongly 
agree 

The YouthCHAT scores 
helped me with clinical 
decision making. 

0.00% 0.00% 22.22% 66.67% 11.11%  The YouthCHAT scores 
helped me with clinical 

decision making. 

0.00% 12.50% 0.00% 37.50% 50.00% 

The stepped care support 
package was useful. 

11.11% 0.00% 33.33% 44.44% 11.11%  The stepped care support 
package was useful. 

12.50% 0.00% 50.00% 12.50% 25.00% 

I felt confident using the 
stepped care support 
pack along with 
YouthCHAT results 

11.11% 0.00% 55.56% 33.33% 0.00%  I felt confident using the 
stepped care support 

pack along with 
YouthCHAT results 

12.50% 0.00% 25.00% 37.50% 25.00% 

My awareness of 
management options was 
enhanced by the stepped 
care pathways 

11.11% 0.00% 66.67% 22.22% 0.00%  My awareness of 
management options was 
enhanced by the stepped 

care pathways 

25.00% 0.00% 25.00% 25.00% 25.00% 
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