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Abstract 

The aim of this study is to evaluate the use of SPARX-R computerised cognitive behavioural 

therapy (cCBT) (an e-intervention designed to support adolescents with mild to moderate 

symptoms of depression).  

cCBT (SPARX-R) is an adjunct to usual alcohol and other drugs (AOD) counselling designed 

as a means to address co-existing mental health and substance use problems in a group of 

young people attending a community AOD service in Auckland, New Zealand.  

In addition, this study will explore the acceptability and feasibility of using SPARX-R in 

Altered High Youth Services and will collect preliminary data on whether the addition of 

SPARX-R to usual community AOD treatment enhances treatment outcomes for clients. 

Clients and clinicians recruited for this study were asked about their feedback regarding its 

utility and acceptability in the context of an AOD treatment service for young people via a 

questionnaire and semi-structured interviews. 

SPARX-R (cCBT) can be successfully incorporated into youth AOD treatment service and has 

promise as a way of providing evidence-based mental health interventions in this population 

to address co-existing mental health and substance use problems. Moreover, the 

implementation of computerised CBT (SPARX-R) can be used to address a shortage of 

trained health professionals to deliver effective treatment for CEP clients.  
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1 Introduction  

1.1 Overview  

This research investigated the integration of an internet-based mental health 

intervention in the practice of an alcohol and drug treatment service for young people. It 

examined the acceptability and feasibility of using a computerised Cognitive Behavioural 

Therapy (cCBT) for depression, known as SPARX-R, among young people attending a youth 

specialised, community, alcohol and other drugs (AOD) service in Auckland, New Zealand. 

In addition, it proposed to identify issues related to the practical use of cCBT for clinicians 

and youth engaged in AOD treatment. 

This introduction will outline why young people with substance use concerns are a 

significant group, why co-existing mental health and drug problems are critical among young 

people, what the treatment options are for this group and why cCBT is worthy of exploration.  

1.2 Youth development and substance use  

The World Health Organization (WHO) defines adolescence “as the period in human 

growth and development that occurs after childhood and before adulthood, from ages ten to 

nineteen”. Adolescence is divided in three stages – early adolescence (13-14 years), middle 

(15-16), and late (17-18), however, the age at which each stage is reached, the duration and 

defining characteristics of this period may vary across cultures and socioeconomic situation. 

In relation to specialist adolescent youth services, adolescents are commonly defined as 

young people aged 13-18, the age range coinciding with secondary education.  

During adolescence, there is an increase in rationality and autonomy, with several key 

developmental experiences occurring (Group, 2003). These experiences go beyond 

physiological development and hormone balance, and include cognitive development 

(development of abstract reasoning and complex thought; experimentation and risk taking) as 

well as development of identity, autonomy and future orientation. 

Whilst adolescence is a time of remarkable growth and potential, it is also a time of 

great risk (Steinberg, 2004). Adolescence is a sensitive period with respect to risk-taking 
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behaviours, which can be normative (and sometimes beneficial) for youth, despite risks that 

may result in harmful consequences. Youth have been found to engage in risk-taking 

behaviours that result in harm at higher rates than any other age group (Steinberg, 2004). 

Engagement in smoking and other drug use increases significantly during this phase in life 

(Verkooijen, de Vries, & Nielsen, 2007). 

Although increased risk taking is a normal part of growing up and becoming an adult 

(Baumrind, 1987), it also makes young people vulnerable to health issues. Substance-induced 

accidents and unsafe sex, as an example, may cause severe health problems (Organization, 

2004). The adoption of unhealthy life-style patterns, in the long term, is what leads to the 

development of chronic and widespread diseases (Organization, 2004). Therefore, young 

people with substance use concerns are an important group and their current health and future 

adult health could be improved by influencing factors that determine their drug use.  

These factors include peer group, family and school (Bonomo, 2004). The 

combination of risk and protective factors may determine the young person’s potential health 

outcomes and this includes the use of substances. Risky behaviours seldom happen in 

isolation but in clusters and the more risks a child is exposed to, the more likely the child will 

abuse drugs. Some of the risk factors for substance use are a lack of attachment, lack of 

parental nurturing by parents or caregivers, a caregiver who abuses drugs, peer pressure and 

poverty (Bonomo, 2004). Whilst risk factors can increase a person’s likelihood to abuse 

drugs and incur poorer health outcomes, by increasing protective factors such as connection 

to family, school and other pro-social activities, the impact of risk factors can be minimised. 

It is important to observe that most individuals at risk of drug abuse will not necessarily use 

drugs or become addicted (Bonomo, 2004). 

New Zealand focussed research (Clark et al., 2013) reflects international findings, 

pointing out that substance use is not only widespread but that it also has a significant impact 

on youth health and mental health (D.M. Fergusson, L.J. Horwood, & N. Swain-Campbell, 

2002; Parker & Egginton, 2002). While most secondary students are healthy, the study, 

which was the third Youth 2000 national survey of the health and wellbeing of secondary 

school students in New Zealand, has shown that 21 per cent of their peers are engaging in 

risky behaviours or have a combination of multiple risk factors  (T. Fleming, 2012a). Overall 

11% of high school students met the criteria for problematic substance use (Clark et al., 

2013). Alcohol, cannabis and nicotine are the most common drugs used by adolescents in 
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New Zealand and Australia (Todd, 2010) and the most common form of heavy substance use 

is binge drinking (8% of students under 16 and 12% of those 16 or over met this criteria) 

(Clark et al., 2013). 32% of people aged under 18 reported drinking alcohol on more than 

three occasions in the past month, 18% describe themselves as current smokers and 24.8%3 

(of 16-17 year olds) report using cannabis in the last year (Feehan, McGee, Nada Raja, & 

Williams, 1994). 

1.3 Co-existing mental health and substance use problems 

“Substance use disorders occur when the recurrent use of alcohol and or drugs causes 

clinically and functional significant impairment, such as health problems, disability, and 

failure to meet major responsibilities at work, school, or home.” According to the DSM-5 

(Mikulich, Hall, Whitmore, & Crowley, 2001), a diagnosis of substance use disorder is based 

on evidence of “impaired control, social impairment and risky use”.  

Most young people will use alcohol and or other drugs at some time in their lives 

(80% for alcohol, 50% for nicotine and 40% for cannabis (Todd, 2010), but few actually 

develop a substance use disorder (Kandel, Johnson, & Bird, 1999). This is because, as 

described above, experimenting with drugs as well as other risk-taking behaviour is normal 

behaviour for many adolescents. The fact that most teenagers will move out of risky 

behaviours is well researched (Bauman & Ennett, 1996; Bonomo, 2004) and likely to be 

correlated to factors such as brain development and psychosocial factors such as peer 

pressure and identity issues. The adolescent brain is still developing and the parts of the brain 

responsible for decision-making and impulse control are not as well developed as others. 

Hence, teenagers are more likely to engage in impulsive and risky behaviour without thinking 

of the consequences.  

Only a small percentage will meet criteria for problematic substance use. In New 

Zealand, approximately 11% of high school students use substances at levels that are likely to 

cause them significant harm (Clark et al., 2013). However, the long-term impact for this 

group is significant, as it leads to problems with family and other relationships, school 

failure, mental health problems, traffic accidents, employment and future health outcomes 

(D.M. Fergusson et al., 2002; Habgood, Casswell, Pledger, & Bhatta, 2001; Todd, 2010). In 

addition, young people with substance use disorders usually present with co-existing 

problems (CEP) including mental health difficulties and psychosocial problems (Todd, 2010).  
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Substance misuse and mental health problems often first appear in adolescence. The 

extent of the problem is shown in epidemiological studies (J. E. Fleming, Offord, & Boyle, 

1989; Kandel, Johnson, Bird, et al., 1999) and cohort studies (Feehan et al., 1994; D. M. 

Fergusson, L. J. Horwood, & N. Swain-Campbell, 2002). Between 66% and 76% of young 

people presenting to services with a substance use problem also have a co-existing mental 

health disorder (Armstrong & Costello, 2002; Hawkins, 2009). A study in a New Zealand 

population estimated that the prevalence of co-existing mental health disorder in young 

people with a diagnosis of SUD is around 75% (Armstrong & Costello, 2002). 

Thus, it follows that co-morbid SUD and mental health problems should be expected, 

not considered an exception (G. Christie, Merry, & Robinson, 2010; Minkoff, 1991; Todd, 

2010). Youth with co-existing mental health and substance use problems (CEP) are more 

likely to have poorer health outcomes and quality of life compared to those with a single 

disorder (G. Christie et al., 2010). They present with significant issues such as increased 

suicidality (Esposito-Smythers & Spirito, 2004), unstable housing, and lack of family support 

and higher rates of offending (Kinner et al., 2014; Todd, 2010). They are also more likely to 

withdraw from treatment (Bukstein & Honer, 2010; G. Christie et al., 2010). When youth do 

make it to treatment there are often issues with treatment engagement and retention and they 

are more likely to leave treatment earlier than youth without CEP (Hawkins, 2009). 

Adolescents with CEP will have greater symptom severity, higher rates of substance use 

(Vida et al., 2009), present with complex case histories and struggle to enter treatment as 

there is a lack of appropriate agencies, or services that are able to deal with these complex 

needs (Hawkins, 2009). Schools, families and communities often lack the tools and 

information to support the young people who are experiencing co-existing mental health and 

AOD issues (Health, 2012). 

These issues, of course, have an impact on young people’s development and require 

health services (such as child and adolescent mental health services) to offer a holistic 

approach, including health, social and education services based on the developmental stage of 

an adolescent, to improve the health outcomes for these young. For example, young people 

presenting to specialised Child and Adolescent Mental Health Services (CAMHS) or alcohol 

and drug services with CEP usually undergo a comprehensive assessment and often a number 

of services will be included within the treatment plan.  
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1.4 “One door is the right door”: Integrated Approaches to address Co-

existing problems  

Rather than sending young people to a variety of services, it is preferable that 

treatment services provide integrated care (Todd, 2010). Integrated care incorporates ‘a set of 

principles on which system design will be based, embodying an integrated philosophy that is 

acceptable to both mental health care and substance use treatment providers’ (Hawkins, 2009; 

Minkoff, 1991). The hope of providing integrated, holistic care is that it will lead to more 

positive youth developmental trajectories (Minkoff, 1991; Zeitlin, 2000) and better health 

outcomes for this youth population. As well, the whole system must be designed to be 

welcoming and accessible to all types of young people regardless of their diagnoses (T. 

Fleming & Merry, 2013). 

Current government policy in New Zealand outlines the need to improve CEP 

treatment and aims to do this by promoting an ‘any door is the right door’ philosophy (Nui, 

2010). The Prime Minister’s ‘Youth Mental Health Project’ promotes the improvement of 

access to mental health and addiction services for young people as a government priority. The 

project aims to deliver evidence-based, care-coordinated responses to the mental health and 

AOD needs of the youth of New Zealand (Nui, 2010; Shokoohi et al., 2016). The Mental 

Health and Addiction Service Development Plan 2012–2017 (Rising to the Challenge) 

provides a direction for the further development of youth AOD services in New Zealand to 

promote the best outcomes for the young people. There is good evidence that early 

intervention with young people to strengthen their resilience, as well as cross-sector 

collaboration to provide integration is cost-effective (Office of the Prime Minister’s Science 

Advisory Committee 2011). 

Despite a lack of evidence-based intervention to guide youth services working with 

youth with CEP, due to the challenges presented by this group, there are effective treatments 

to support young people presenting with CEP. Providing client‐focused treatment that is 

meaningful to the young person and developed in collaboration with the individual and their 

family is an important aspect of CEP management (Centre, 2013). A variety of approaches, 

from counselling to legal controls, is effective as part of a multi-disciplined collaborative 

approach (Hamilton, 2004). Furthermore, interventions need to be appropriate to the 
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developmental level of the adolescent (Kroger, 1996) and to be considered in the context of a 

young person’s substance of choice  

Extensive international research has assessed the efficacy of interventions for 

adolescents with CEP problems (Asay & Lambert, 2009; Wampold, 2001). Psychosocial 

interventions such as counselling and family work have been successful with clients in 

general (Rawson et al., 2004) and Motivational Interviewing (Bonomo, 2004) along with 

Cognitive Behavioural Therapy (CBT) (Lee, 2004), are standard treatments for youth with 

CEP, helping engagement and retention in treatment. These interventions are recommended 

as treatment approaches for this population with great emphasis on engagement and the 

therapeutic relationship over all stages of treatment (Centre, 2013).  

CBT is an evidence-based treatment (Andrews, Cuijpers, Craske, McEvoy, & Titov, 

2010) and one of the most widely used talking therapies in New Zealand as well as a 

common treatment approach in the addiction and mental health sectors due to the fact that it 

works well with clients with substance abuse concerns (Cleary, Hunt, Matheson, Siegfried, & 

Walter, 2008; Lee, 2004). There are several studies, which identify CBT as an effective 

treatment approach for youth to address a range of health concerns, including, drug and 

alcohol problems, depression, anxiety and co-existing mental health and alcohol and other 

drug problems. It has been widely researched amongst adult and youth populations and has 

shown to improve mental health and alcohol and drug problems. CBT employs cognitive 

techniques and behavioural work such as relaxation techniques and coping strategies to 

change behaviours, thoughts and beliefs. The sessions are highly structured, short-term, and 

focus on identifying the factors – cognitive and environmental, affecting the problem 

behaviour. The problem is that offering a treatment for depression is easier said than done, as 

there is a shortage of trained health professionals with only a limited number of clinicians 

trained in CBT in the drug and alcohol sector as well as it is expensive and takes time to train 

them. 

A solution to this problem of shortage of professionals in this area is to explore other 

tools and strategies that can be incorporated within the CBT approach to increase ability to 

access support without these limitations. Utilising electronic therapies (e-therapy) is one 

strategy that has been explored. New research has discovered that Computerised CBT can be 

used to address the deficit of trained health professionals (Rainbow Richardson, Stallard, & 

http://www.sciencedirect.com.ezproxy.auckland.ac.nz/science/article/pii/S1077722914000376#bb0285
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Velleman, 2010). It offers a way to provide effective treatment for depression in a low cost 

and accessible way.  

The use of cCBT for depression in an AOD service for young people is unknown. 

However, the use of e-therapies in health care has increased in the last years and there’s great 

potential for e-therapies to be used in the AOD context. As young people appreciate 

technology, e-therapies are proposed as an effective approach to be offered to this population 

and it may also increase their engagement in treatment. 

An e-therapy such as SPARX-R (cCBT) is self-administered and as such does not 

require highly trained staff. In addition, SPARX-R can be provided within an existing service 

framework. SPARX is a computerised cognitive behavioural self-help program for young 

people with symptoms of depression. SPARX-R is a minor modification of SPARX and will 

be explored in further detail later on in the Methodology section. 

This study is interested in looking at how e-therapies can be used to address client’s 

co-existing problems in an AOD treatment centre. Part of the expectation in providing a 

treatment to young people with SUD is that a number of them will present with co-existing 

mental health problems, such as depression, anxiety and Post Traumatic Stress Disorder 

(PTSD) and AOD services are expected to offer a treatment to address client’s CEP. The 

problem is that there’s a lack of AOD clinicians who can do CBT for depression/anxiety.  

This thesis will explore further the concept of e-therapy for young people presenting 

with mental health and AOD problems. What has already been done in terms of providing 

cCBT in the context of health care in the past will be explored and then, specifically, if there 

have been any studies done in the context of youth AOD services. A study will then be 

conducted to see how providing cCBT within a youth AOD service would work in practice, 

testing cCBT to treat depression in young people receiving talking therapies for SUD. This 

study will specifically provide SPARX-R, in addition to treatment as usual, and evaluate 

young people and their clinician’s response to this. This thesis will be divided into: Literature 

Review, Methods, Results Part I and Results Part II, Discussion, Conclusion, Limitations of 

this study and Recommendations. 

As well as aligning with the principals of cCBT and the AOD service in which this 

study will be carried out, this project is also in line with The Ministry of Health CEP project 

– the aim is to ensure that services are planned and delivered in an integrated way, ‘creating 

http://www.sciencedirect.com.ezproxy.auckland.ac.nz/science/article/pii/S1077722914000376#bb0285
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an “any door is the right door” experience for people with co-existing problems (CEP)’ (Nui, 

2010). In addition, the use of an internet-based intervention is aligned with the overarching 

Waitemata District Health Board’s (WDHB) plan to ensure that self-management tools are 

available to young people and their families.  

1.5 Conclusion 

Adolescents presenting to youth alcohol and drug services with SUD have high rates 

of social and health difficulties, including mental health difficulties such as depression and it 

is appropriate to address these risk factors at the same time as treating their SUD, within the 

same service (Clark et al., 2013; Watson et al., 2003). Offering an integrated, holistic 

approach acknowledging CEP and focussing on engagement with the young person and their 

family has shown to improve health outcomes for the young person as well as buffer risks 

and build resilience. Tackling barriers to treatment such as accessing services and lack of 

trained professionals has shown that there is a need to utilise other self-management tools, e-

therapy being one of these to enable young people to increase engagement in treatment.  

Within this thesis as well as exploring the concept of e-therapies with young people 

further, more specifically, the e-therapy programme SPARX-R will be researched, tested and 

reviewed within the context of a youth specialised AOD service.  

Although CBT and e-therapy have been explored within the international area, it will 

be interesting to build on existing research specifically related to New Zealand young people. 

By aligning with the ideas outlined in the Ministry of Health CEP project, this thesis hopes to 

contribute to research by discovering new ideas and strategies within youth health and 

treatment services in the area of working with young people with SUD and co-existing 

mental health problems. 

1.6 Overview of Thesis 

This thesis will be divided into: Literature Review, Methods and Results: Part I – 

Quantitative Findings and Part II – Qualitative Results. Part II – Qualitative Results will be 

subdivided into 2 sections: Section I will explore the views of clinicians and section II will 

look at the views of clients. Discussion, including Limitations and Strengths, as well as 

Further Research and Conclusion of this study will follow the Results Chapter. 
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2 Literature Review – ‘A Review of the use of computerized 

CBT (cCBT) programme for depression in youth 

presenting with substance use problems’ 

2.1 Introduction  

Electronic-therapy (e-therapy) is an emerging field of research and practise that 

involves the use of digital technologies to deliver a range of therapies. E-therapies have been 

developed in the last two decades of research to support different populations in various 

clinical settings and it offers an opportunity of increasing young people’s access to evidence 

based treatment by incorporating computerised-based programmes, including computerised 

CBT (cCBT) to existing health care providers.  

There is increasing data to suggest the effectiveness of computerised therapy 

programs for mental and physical health promotion, treatment and management for adults 

(Merry et al., 2012). Internet-based interventions have been shown to address mental health 

concerns in the adult population and some recent studies have now shown that cCBT is also 

effective to address emotional regulation concerns within the youth population (T Fleming, 

Dixon, Frampton, & Merry, 2012; Richardson, Stallard, & Velleman, 2010). 

More specifically, emerging evidence is supporting the effectiveness of electronic 

therapies for anxiety and depression in young people engaging in clinical and educational 

settings, such as alternative education, mainstream schools as well as within specific 

community programmes such as LGBTQ communities and mentoring programmes for youth 

in conflict with the law (Andrews et al., 2010; T. Fleming, 2012a; T Fleming et al., 2012; T. 

Fleming & Merry, 2013; Lucassen et al., 2015; Merry et al., 2012). 

This chapter aims to review the current evidence for cCBT interventions for treating 

depression and anxiety in youth attending alcohol and other drugs treatment centres as a 

potential solution for co-existing problems (CEP) service provision. A systematic literature 

review was carried out to explore the impact of using cCBT as an intervention for depression 

and anxiety in the context of AOD treatment centres for young people aged 13-18 years old.  
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2.2 Methods 

This review explored the literature of computerised CBT in adolescents undergoing 

drug and alcohol treatment and asked the question: “Can a computerised cognitive 

behavioural therapy (cCBT) programme for treating depression enhance treatment for young 

people attending a community alcohol and other drug (AOD) service?” The search followed 

some of the components of the guidelines presented in the Preferred Reporting items for 

Systematic Reviews and Meta-analyses (PRISMA) (Moher, Liberati, Tetzlaff, Altman, & 

Group, 2009).  This search was conducted using three electronic databases – Ovid (Medline, 

PsychINFO and Embase). 

 Problems with searching 

Terminology was the main issue when searching in the databases, as there was no 

adequate MeSH (Medline) or Entrée geading (Embase) or subject heading (PsychINFO) 

specific enough for computerised CBT. Subject headings given to articles on computerised 

CBT (cCBT) include: online therapy or computer-assisted therapy, which is too broad or 

internet/ combined with cognitive therapy, which is too broad again. Moreover, the search 

term I-CBT, which was used to search for ‘Internet-CBT’, can also mean integrated-CBT, 

which differs from the term ‘Internet-CBT’. This caused the search to bring up a huge 

amount of studies unrelated to cCBT. 

 Eligibility criteria 

 Inclusion:  

Inclusion criteria were as follows: RCT/systematic reviews, articles and journals 

relating to the use of computerised CBT for treating mental health problems in youth/young 

people attending alcohol and drug treatment services and English language articles that dealt 

with human subjects and contained abstracts. A comprehensive literature search was 

conducted to identify research articles, abstracts and reviews published between January 2004 

and January 2016.  

Using the Ovid interface, Medline, Embase and PsycINFO in process, database 

searches were conducted using the following Medical Subject Headings (MeSH) major 

descriptors: (ccbt or c-cbt); ((computer* or internet)) adj2 (cbt or cognitive 10 approx.*); 

(icbt or icbt); (exp *Computer-assisted therapy/ or *online therapy/ or internet) and (cognitive 
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therapy/or exp cognitive behaviour therapy/); (cognitive therapy and internet); depression; 

exp depressive disorder; affective symptoms; (depress or dysthym or affective); adolescent; 

(adolesc or teen or youth); exp substance-related disorders; substance-related disorder; 

(alcohol or marijuana or cannabis or solvent or methamphet or amphet or party pill or 

synthetic); substance abuse; (heroin or morphine or tobacco or opioid or cocaine or inhalant). 

Articles were included if they reviewed or reported on randomized controlled trials (RCT) 

evaluating the effectiveness of cCBT program for treating co-existing depression and 

problematic substance use in youth.  

Exclusion:  

Studies were excluded if the cCBT programme was used with adult populations (18 

years old and over) or if it didn’t apply to young people’s co-existing mental health and 

problematic drug and alcohol use.  

2.3 RESULTS  

Study selection 

The abstracts of the 342 articles were reviewed and those meeting the following 

inclusion criteria were eligible for further review: controlled trials and systematic reviews; 

computerised CBT and substance-related disorders subjects limited by age – adolescents and 

young adults; treatment seeking population (community studies were not 

included). Reference lists of identified papers were searched for relevant previous 

publications as well as more recent citations of identified articles. Google scholar search 

(combined words) and grey literature were used due to the gap found in the databases.  

Although most articles could be excluded by reviewing the abstract, papers that were 

unable to be excluded directly this way were sourced and read. Papers examining the use of 

cCBT, web-based interventions and other interventions with adolescents in mental health and 

other youth services were sourced, as these sometimes contain information about the 

acceptability and feasibility of electronic tools for this population and the impact on other 

life-style choices such as substance use. Full texts were obtained for 19 articles and not one 

study met the final inclusion criteria. 

The number of studies related to e-therapies for treating depression and anxiety in 

youth with the general population (13-18 years) was small and studies on e-therapies for 
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young people (13-18 years) with co-existing mental health and drug and alcohol problems 

were non-existent. The full-text articles assessed for eligibility were excluded mainly due to 

the age range of participants, which was too wide to be considered purely for youth, with the 

mean age being over 34 years old – see Flowchart in Figure 1. 

Figure 1.  Flowchart of Literature Results 
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2.4 Post Hoc Search  

While cCBT has been shown to be effective for mental health problems in youth, the 

literature search was unable to find any research evidence for this approach specifically with 

youth aged 13-18 years old undergoing AOD treatment. Due to lack of relevant papers in 

relation to the exact age population, cCBT approach and CEP, it was decided to include two 

relevant articles from Australia. The intent with including these two papers was to provide 

the reader with a brief insight into the initial findings from these ongoing studies, which look 

at the use of cCBT for co-existing mental health and substance use problems in young people.  

The initial findings from the iTreAD (internet Treatment for Alcohol and Depression) 

(F. J. Kay-Lambkin et al., 2015) and the EMPATHY (Silverstone et al., 2015) projects are 

not conclusive. However, the two themes originating from these pilot studies may corroborate 

with insights into the implementation of electronic-therapies for adolescents presenting with 

co-existing mental health and problematic substance use within New Zealand. 

The two randomised controlled trials (RCT) are quantitative research and set in 

Australia. Quality appraisal indicated that the studies use rigorous methods and present as 

with relevant aims. The final search results are summarised in the adapted PRISMA 

(Preferred Reporting Items for Systematic Reviews and Meta-Analysis) flowchart in Figure 

2. The iTreAD project is the first randomised controlled trial combining electronic therapies, 

including cCBT, for young people aged 18-30 years old and presenting with depression and 

binge drinking. The rationale in the iTreAD project is that these electronic treatments offer an 

opportunity to address some of the barriers for young people to access evidence based 

approaches for co-existing problems. It’s an important step towards improving treatment 

delivery to young people at a low-cost.  

The EMPATHY programme (Empowering a Multimodal Pathway Towards Healthy 

Youth) is a pilot cohort, which looks at the impact of cCBT and other interventions in 

adolescents’ (11-18 years old) depression and suicidality, quality of life, self-esteem and use 

of drugs, alcohol and tobacco. This study utilises a multimodal approach including a guided 

internet-based CBT approach for those identified as depressed or at high-risk and other 

interventions, such as screening of all students, to identify a potentially higher-risk group, a 

CBT programme for some participants and a brief intervention. Thematic analysis of these 

studies identified two main themes:  
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Engagement in treatment: participant preferences for contact 

Previous trials, which have integrated computerised interventions into the clinical 

treatment of co-existing depression and substance use disorders from main list (Amon & 

Campbell, 2008) suggested that face-to-face support to participants has the potential to 

influence participant’s decision to enrol in the study (Abeles et al., 2009) as well as to 

increase engagement and satisfaction with treatment. 

Based on these trials and the suggestion that real time therapist-support influences 

young people’s engagement to treatment, (F.J. Kay-Lambkin, Baker, Lewin, & Carr, 2009) 

when integrating computerised therapies into the clinical treatment of co-existing depression 

and substance use disorders, the iTreAD methodology included a number of face-to-face 

clinical contact with participants via phone. However, contrary to previous trials, the iTreAD 

project has found that phone contact with clients was a barrier to participation for the 18–30 

years old age group. It was noted that substituting phone calls with computerised consent and 

assessment has improved retention and participation by the young people involved in the 

project so far. 

As in terms of participant’s contact with professionals, in the EMPATHY initial 

findings (Silverstone et al., 2015), the students spent a lot of time with the staff and the study 

concluded that this may also have contributed to the positive outcomes in terms of helping 

the adolescents to improve in their depressive symptoms. As research recognises, the 

relationship between clients and professionals can help improve adolescent’s depressive 

symptoms (Pop-Jordanova & Gucev, 2010). This will be further explored in the EMPATHY 

study to ascertain if contact has any impact on treatment outcomes. 

The impact of guided internet-based CBT interventions on treatment outcomes – 

treatment retention and substance use disorders 

While the iTreAD project hypothesised a positive impact of cCBT in terms of 

treatment retention and reduction in binge drinking frequency, the initial findings from the 

EMPATHY project show no substantial changes in the use of drug, alcohol and tobacco 

scores by the adolescents receiving cCBT for treating depression and suicidality. The 

EMPATHY study has hypothesised though that longer-term follow-up will be needed to 

establish if there are any changes to the substance use scores.  
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Figure 2.  Summary of Research Articles Selected for Literature Review 

 

Study 
Type of 

Research Location and Setting Participants Aims of Study Findings 

Kay-
Lambkin 
et al. 
(2015) 

Mixed 

Methods  

Australia  

Online (e.g. Facebook, 

Twitter, Google 

advertisements, other 

social media and online 

forums) and traditional 

methods (e.g. University 

campuses, general 

practitioner surgeries, 

health service settings, 

event location 

promotion). 

 369 young 

people aged 

18–30 years 

of reporting 

current 

binge 

drinking 

and 

comorbid 

depressive 

mood. 

 To examine the impact of 

an Internet-delivered 

treatment for comorbid 

depression and binge 

drinking in young people 

augmented with social 

networking support.  

 The initial findings are not 

conclusive. The project has found that 

phone contact with clients was a 

barrier to participation for the 18–30 

years old age group. It was noted that 

substituting phone calls with 

computerised consent and assessment 

has improved retention and 

participation by the young people 

involved in the project so far. 

 Silverston
e et al 
(2015) 

 Quantitativ
e 

Australia 

Students from five 

schools in the Red Deer 

Public Schools and other 

community services such 

as education services, 

primary health care, 

specialist mental health 

care, social services, 

police services. 

A total of 

3,682 

adolescents 

were 

screened for 

depression 

and 

suicidality.  

To examine the impact of 

the programme on 

depression, suicidality, 

anxiety, use of AOD, self-

esteem and quality-of-life.  

The results from the pilot study show 

a significant improvement in 

depression and anxiety in Youth. 

 

There was also significant reduction 

in the number of youth who are 

actively suicidal.  
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2.5 Conclusion 

There is growing evidence for the effectiveness of online cognitive behaviour therapy 

interventions for treating anxiety and depression in adolescents aged between 12 and 18 

years, when delivered in school and various clinical settings, such as primary care and child 

and adolescent mental health services, with some degree of supervision. However, there are a 

number of gaps in the literature. While cCBT has been shown to be effective for mental 

health problems, the literature search was unable to find any research evidence for this 

approach specifically with youth aged 13-18 years old undergoing AOD treatment. More 

research is needed to build on the evidence base for prevention and treatment programs that 

are delivered via the Internet, particularly for young people with problematic use of 

substances.  

The review concluded that there is potential for cCBT to treat and prevent anxiety and 

depression in clinical and general populations of young people and suggested further research 

to expand its use in other clinical settings and youth services. This literature review has 

highlighted a number of factors that would benefit consideration such as the importance of 

the therapeutic relationship alongside e-therapy, the importance of increased accessibility to 

help services for young people and finally the consideration of longer-term follow up to 

measure the impact of e-therapies on young people’s CEP. Therefore, considering these 

findings, this study will aim to contribute to the literature and hopes to clarify the above 

considerations when implementing computerised CBT for treating depression in the context 

of young people undergoing AOD treatment. 

3 Methods  

3.1 Overview  

This chapter covers the methods used to achieve the objectives of this study. Both, 

qualitative and quantitative methods were employed to understand whether SPARX-R is 

acceptable, effective and feasible in young people attending youth AOD services. The 

sections to follow cover study design, ethics & confidentiality, participants, setting, 

interventions, outcome measures, interview guidelines, procedures and data analysis. 
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3.2 Study Design 

This is a prospective cohort study. Two groups of participants were recruited for this 

study 1) Altered High Youth Services (AHYS) clients, and 2) AYHS clinicians. Following 

baseline measurements, AHYS clients received usual treatment, plus the cCBT intervention, 

SPARX-R, and were followed up over 4 and 8 weeks or longer. 

AHYS clinicians who delivered treatment to the clients recruited for this study were 

interviewed when their intervention with clients was completed. They were asked about what 

they thought of utilising SPARX-R with clients to determine the feasibility of delivering 

SPARX-R computerised cognitive behavioural therapy (cCBT) alongside usual community 

AOD treatment. 

Comparator group: De-identified demographic information (which is collected 

routinely as part of usual clinical practice) of other AHYS young people was collected for the 

purposes of establishing the representativeness of the consenting sample in relation to the 

usual treatment population attending AHYS. 

3.3 Ethics, Informed Consent & Confidentiality  

Ethics approval was obtained from the Health and Disability Ethics Committees New 

Zealand (HDEC) – reference no 14/CEN/224. Dr Matt Shepherd and Dr Sue Crengle 

accessed cultural acceptability of SPARX for Māori. Awhina, the Knowledge and Research 

Centre for Waitemata District Health Board (WDHB) gave permission for this study to be 

carried out in AHYS. 

Informed Consent  

Participants were all briefed about the study and what it would require by their 

clinicians. Clinicians attended an orientation meeting to learn about the intervention tool and 

how to provide informed consent. Participants, parents and caregivers were also provided 

with an information sheet and with a further opportunity to discuss the research with the 

investigator or with an AHYS clinician. Participants provided written consent and as well, 

parental written consent was sought for clients under the age of 16 years. Guardians of clients 

aged 16 years old and over were provided with information about the study, but written 

consent was not sought. 
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Exceptions to these included participants aged 16 and over who requested that parents 

and caregivers were not informed as they were accessing AHYS without parent or caregiver’s 

awareness. Any participants that choose to withdraw from the study were able to continue to 

use SPARX-R. 

Clinicians involved in this study were also provided with a clinician information 

sheet, outlining what their involvement would be, and provided written consent to participate 

in this study – see Appendix 1 – 3 for Participants’ and Guardians’ information sheets and 

Appendix 4 – 6 for Participants’ and Guardians’ written consent forms. 

Confidentiality 

The investigator and treating clinicians followed the usual confidentiality protocol for 

clients receiving treatment within the WDHB organisation. Health information was kept in 

the confidential clinical file, as per AHYS treatment protocols. Raw data, after being de-

identified and entered onto a database, will be kept in a secure lock file in the Duty Co-

ordinator’s office, at AHYS, and will be stored for 10 years. Screening information and data 

collected as part of this study was de-identified by assigning participants a unique identifier. 

The investigator kept a list of these unique identifiers and corresponding details of 

participants on a separate document, which was stored securely with the raw data. 

3.4 Participants  

Recruitment  

New Altered High clients (13-18 year olds) were approached by their allocated 

clinicians, given the Participant Information Sheet (PIS) and given time to consider the 

information. Those who agreed to participate in this study were recruited, until the sample 

size (up to 30 participants) was reached. 

Inclusion and Exclusion criteria   

Clients 

Inclusion criteria: AHYS clients were eligible for inclusion in the study if they were 

13-18, were able to provide written consent and their parent/guardian did not ask for them to 

be excluded from the study. Informed written consent was sought for parents or guardians of 

those under the age of 16 years. They were provided with the study information sheet and the 
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option to have their yw2oung person excluded from the study. Parents or guardians of those 

16 years and over were provided with the study information sheet and had also the choice to 

have their young person excluded from the study. There were no expectations for a written 

consent from these parents/guardians. 

Exclusion criteria: Adolescents were ineligible for inclusion in the study if: 

 They were unable to complete the questionnaire despite assistance from the clinician 

– this included those who had no English and difficulties using interpreting services.  

 They had severe depression, high suicide risk or other severe mental health issues, 

assessed by their clinician and AHYS’s psychiatrist (i.e. psychosis) and requiring 

urgent treatment, which means the research process was inappropriate or interfered 

with treatment.  

 They had an intellectual disability or physical limitations that would result in them not 

being able to use the computer programme. 

 They were under 16 years and had no parental written consent to participate in this 

study. 

Clinicians  

Inclusion criteria: Altered High clinicians were eligible for inclusion in the study if 

they chose to participate. They were provided with the study information sheet and provided 

written consent. There was no expectation for clinicians to complete the study. There were no 

exclusion criteria for clinicians and they could be excluded from the study if they chose to.  

Setting  

The Community Alcohol and Drug Service (CADS): Altered High Youth Service 

(AHYS) in Auckland, New Zealand, is an outpatient youth service that provides clinical 

interventions for a wide range of clients from age 13 to 20 (and their families) who identify 

as having some kind of concern around substance use. It offers a multidisciplinary mobile 

and free service and is client-focused with engagement a key priority. Clients self-refer or are 

referred by concerned parents and family, schools, Child Youth and Family, health 

professionals and other youth services.  
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3.5 Interventions 

Participants (clients) – received the following interventions: 

Treatment as Usual (TAU) 

The AHYS treatment approach is flexible and can last 2-3 sessions or up to and over 

10 sessions. AHYS provides clinical interventions, liaison, consultation and clinical support. 

AHYS Treatment as usual includes:  

 Screening and assessment; 

 Psycho-education, cognitive behavioural therapy, motivational interviewing, solution 

focused therapy and strength-based therapies; 

 Family/Whānau /caregivers-inclusive practice; 

 Referral to other services as required; 

 Liaison and consultation including AOD advice/expertise and education for allied 

professionals; 

 Liaison with community agencies and individuals. 

Study Intervention  

The study intervention was treatment as usual (TAU) plus SPARX-R. SPARX stands 

for ‘Smart, Positive, Active, Realistic, X-factor thoughts’ and is a seven modules computer-

administered self-directed Computerised Cognitive Behavioural Therapy (cCBT) 

intervention.  

‘SPARX’ was developed by Dr Fleming, Dr Karolina Stasiak, Mathijs Lucassen and 

Matthew Shepherd, under the supervision of Dr Sally Merry (University of Auckland) and 

with the support of young people, cultural advisors, expert CBT therapists and a specialist 

learning technologist and Metia Interactive, a computer games company (Merry et al., 2012). 

‘SPARX’ incorporates common elements of therapy such as sense of empathy and support, 

expression of hope and practice skills; CBT skills (psycho-education, problem solving, 

relaxation and interpersonal skills with emphasis on promoting help seeking and dealing with 

strong emotions. The programme is structured in 7 modules (Merry et al., 2012):  
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Level 1: Welcome, rationale, psycho-education on depression and methods of dealing 

with depression, linking thoughts, actions and feelings, expression of hope, introducing 

GNATs (Gloomy Negative Automatic Thoughts) and relaxation skills: controlled breathing. 

Level 2: Activity Scheduling, interpersonal skills and relaxation skills (progressive 

muscle relaxation). 

Level 3: Dealing with strong emotions (anger and hurt feelings) and more 

Interpersonal skills (listening skills, assertion and negotiation). 

Level 4: Problem solving using STEPS (Say the problem, Think of solutions, 

Examine the pros and cons, Pick one and try it, See what happens) and cognitive 

restructuring through identifying SPARX (Smart, Positive, Active, Realistic, X-factor 

thoughts). 

Level 5: Cognitive restructuring (identifying GNATS, recognising different types of 

GNATs). 

Level 6: Cognitive restructuring (challenging unhelpful thoughts using RAPA 

(Reality check, another view, Perspective, Action thinking).  

Level 7: Distress tolerance, keeping on trying, asking for help, overcoming barriers to 

change and summarising options for more help.  

SPARX-R is an updated version of the original SPARX program with minor 

modifications (such as wording) (T. Fleming & Merry, 2013). The alterations are: 1) changes 

to examples given to ensure that these are relevant to those not at school and 2) changes to 

the introductory wording so that the programme is introduced as a way to learn skills to assist 

with feeling down, stressed or having a difficult time, rather than explicitly assuming the user 

has depression. These changes were made following feedback from youth service providers 

and young people in order to increase the relevance of SPARX to those not at school and to 

those who do not identify as having depression (T. Fleming & Merry, 2013). 

Participants (clients) completed SPARX-R during their appointments with AHYS and 

under the supervision of their AOD clinician at a rate of approximately one module per week 

– or fortnightly, depending on regularity of appointments.  
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The comparison group received only ‘treatment as usual’. 

3.6 Outcome Measures 

The measures used in this study include those already in place as routine care for 

AHYS (Demographics, Substances and Choices Scale, Strengths and Difficulties 

Questionnaire, Engagement in Treatment and Discharge Treatment Information) in addition 

to additional measures (SPARX-R satisfaction and feedback form – month 1 and week 7). 

See Table 2 for a summary of data collection.  

Routine AHYS outcome measures 

Substances and Choices Scale (SACS) – The SACS is a youth AOD (alcohol and 

other drug) screening and outcome measurement instrument developed and tested in New 

Zealand. The SACS is able to measure change in substance use and related harm over time 

(G. Christie, Marsh, R., Sheridan, J., Wheeler, A., Suaalii-Sauni, T., Black, S., & Butler, R. , 

2007). The SACS is divided in three sections (Section A, B and C). Section A measures 

‘occasions of use’. Scores are interpreted individually as a mean to track occasions of 

substance use. It is a record of the number of occasions of AOD use. The score range in 

section A is 0-3 (‘Never used the substance in the last month = 0’; ‘Used the substance once a 

week or less = 1’; ‘Used the substance more than once a week = 2’; ‘Used the substance most 

days or more = 3’). Section B measures the young person’s current substance use issues. 

Section C measures the same way as section A and it measures ‘occasions of tobacco use’. 

See Appendix 7 for the SACS form. 

The scales in sections A & C have not been validated but are a useful guide showing 

substance use over the last month. The scale in section B has been validated and it presents as 

a valid and reliable indication of a person’s current substance use issues. In this scale, scores 

above 2 indicate the need for further enquiry and/or more formal assessment. Scores 4 and 

above will, in most cases, indicate problems that are clinically significant and indicate the 

need for intervention. Scores 6 and above are usually indicative of serious problems likely to 

require a specialist substance use service (G. Christie et al., 2007). The SACS was used at 

assessment, then repeated at four-seven weeks and at the completion of treatment when this 

was viable. 
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SDQ – The Strengths and Difficulties Questionnaire – SDQ is a well-established 

self-report instrument, which emphasises strengths as well as difficulties. The SDQ measures 

psychosocial functioning on five subscales: emotional symptoms, conduct problems, 

hyperactivity, peer relationship problems and pro-social behaviour (Goodman, 1997). It has 

been widely used in large epidemiological studies (Goodman, Ford, Simmons, Gatward, & 

Meltzer, 2000). The SDQ contains 25 items on psychological attributes – some positive and 

others negative. These 25 items are divided between 5 scales: emotional symptoms (5 items), 

conduct problems (5 items), hyperactivity/inattention (5 items), peer relationship problems (5 

items), pro-social behaviour (5 items). Scores are classified as normal, borderline and 

abnormal. An abnormal score on the total difficulties score can be used to identify likely 

“cases” with mental health disorders. See Table 1 for the SDQ scores and classification for 

each scale and Appendix 8 for the SDQ form.  

Table 1.  Scores and Classification for each Scale as it Follows: 

 

Source: (Goodman, 1997) 

The SDQ is also used at assessment, and then repeated at four weeks and at the 

completion of treatment when this was viable. 

Discharge Treatment Information (DTI) is a service specific outcome form that has 

been designed to record client’s demographic information, treatment attributes and treatment 

outcomes. It is completed by clinicians at the point of discharge and consists of 31 questions. 

Twenty-two questions consist on client’s demographic information and treatment attributes. 

Clinicians have one choice only per question, which include areas such as living situation, 

occupation, protective factors, mental health problems, substance use, number of sessions 
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attended etc. (please see Appendix). The other 9 questions ask the clinician to rate the 

severity of client’s problems at baseline and then compare it with the client’s overall clinical 

condition at time of discharge against that at assessment. The severity of client’s problems is 

rated on the following seven-point scale: 1 = Nil problems (normal); 2 = borderline problems; 

3 = mild problems; 4 = moderate problems; 5 = marked problems; 6 = sever problems; 7 = 

among clients with the most severe problems. The discharge clinician will also rate client’s 

condition on a seven-point scale: 1 = very much improved since assessment; 2 = much 

improved; 3 = minimally improved; 4 = no change from baseline (assessment); 5 = minimally 

worse; 6 = much worse; 7 = very much worse. See Appendix 9 for the DTI form.  

Additional outcome measures  

SPARX-R satisfaction and feedback questionnaire  

Two brief satisfaction questionnaires (‘Brief Satisfaction Form Month 1’ and ‘Brief 

Satisfaction Questionnaire 7
th

 week’) were completed by participants (clients) at the end of 

weeks 4 and 7. The questionnaires are part of the SPARX package and were adapted for the 

purpose of this study by the investigators (Fleming et al). Questionnaires aimed to quantify 

participant’s opinions on the usefulness of the programme, satisfaction with aspects of the 

intervention and details of levels completed. The questionnaires included rating scales to give 

participants an opportunity to quantify their views on treatment received – treatment as usual 

in combination with SPARX-R. 

Brief Satisfaction Questionnaire – Month 1  

This is a pen and paper self-report satisfaction questionnaire containing 12 questions. 

It aimed to quantify treatment outcomes and client’s satisfaction with aspects of the 

intervention. It also covered details of levels completed – refer to Appendix 10.  

Brief Satisfaction Questionnaire – 7th week. 

This is a pen and paper self-report satisfaction questionnaire with three sections. The 

first section quantified participant’s views on the usefulness of SPARX-R on a 5 point Likert 

scale with response options from very useful to not at all useful. The second section asked 

participants if they felt could learn things by themselves at their own pace; if they found it 

different from talking to a doctor/counsellor; if it showed them things they didn’t know and if 

they could do it at school/centre/home. The final section covered details of levels completed 

and views on appeal to other young people.”(T Fleming et al., 2012) – refer to Appendix 11. 
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Table 2. Measurements - Summary of Data Collection 

 

Interview with clinicians and clients 

Youth semi-structured interview guidelines 

Clients were invited to participate in an interview (refer to Appendix 12) reporting on 

their impressions of SPARX-R and its acceptability in a community youth AOD community 

service. The aim of this interview was to explore client’s overall experiences and views 

regarding the use of SPARX-R (cCBT) in a Youth AOD Community Service. The interview 

comprised of 10 questions: 
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1. What did you think about SPARX-R? 

2. Do you think it helped you? (Was it useful?) 

3. What did you like about SPARX-R/ what didn’t you like? 

4. Are there any particular skills from SPARX-R that you have used in real life? 

5. How was having the key contact person around to organize SPARX-R for you? Did you 

talk about how you were going with SPARX-R with them? Was there anything else you 

would have liked that person to do? 

6. Did you complete all seven levels? Yes / No.   What helped you carry on with it/ 

stopped you carrying on with it? 

7. Do you think you would have completed SPARX-R if it was on the Internet and you 

could do it in your own time? 

8. Is it more/ less helpful than talking to therapists or mental health professionals 

instead? – Why/ what is different?  Do you think doing SPARX-R makes young people 

more /less likely to ask for help? 

9. SPARX–R was not made especially for young people in AOD services. Do you think 

SPARX-R should be offered to everyone in AOD services? 

AYHS clinicians semi-structured interview guidelines   

The views of clinicians participating in this study on the SPARX-R programme and 

its implementation were explored via an interview (refer to Appendix 13) reporting on their 

impressions of SPARX-R and its utility in outpatient youth AOD care. Clinicians 

(participants) were invited to participate in semi-structured one to one interviews about the 

usefulness of SPARX-R in the AHYS context. Issues of satisfaction and feasibility were 

explored. The views of clinicians on the SPARX-R programme, implementation issues, their 

satisfaction with SPARX-R and how SPARX-R might be implemented in AHYS were 

explored. The interview comprised of 8 questions: 

1. What were the benefits of running SPARX-R in AYHS? 

2.  Do you think SPARX-R has helped people (clients and clinicians) in AYHS? 

3. What were the limitations of running SPARX-R in AYHS? 

4. What do you think about the idea of a computer programme to help people with low 

moods and AOD use? 

5. How feasible /realistic is it to use SPARX-R in AHYS?  

6. Would you want to keep using SPARX-R with clients? – Why/ why not? 

7. Suggestions for improvement 

8. How do you feel that having SPARX-R-as part of a client’s core AOD treatment 

affected the outcome? i.e. enhanced it, interfered with it, etc. 
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3.7 Procedures  

Recruitment and training of participants (clinicians)  

All clinicians working at AHYS were offered the opportunity to participate in this 

study. Information about the study was provided to potential participants and consent 

obtained. Clinicians met with the investigator to clarify the study objectives, procedure and 

instruments and to discuss best practice regarding recruitment of clients for the study and 

how to obtain informed consent as well as parental written consent when applied. Clinicians 

were taught how to use SPARX and technical support was given when requested by 

participants.  

The investigator provided clinicians with ongoing support – offered by emails, phone 

calls and regular one to one meetings with clinicians. Clinicians were provided with a 

checklist to ensure the study protocol was followed. The checklist, developed and altered by 

the investigator a few times during the study was important to support clinicians and the 

investigator to ensure data collection took place as planned.  

Recruitment of participants (clients) 

Clients were provided with verbal information about the study from the Altered High 

Duty Clinician at the time of referral to the service. AHYS clients were screened for 

eligibility by their allocated clinicians. At the initial face-to-face assessment appointment, 

participants were given the participant information sheet (PIS) – refer to Appendix X, and 

consent form and their AHYS clinicians explained the study verbally and answered any 

questions. Permission to mail the PIS to parents/caregivers was sought by the AHYS clinician 

(if they were not present at the appointment) and an opportunity to discuss further with the 

investigator was provided by the AHYS clinician as outlined in the parent/caregiver PIS. 

Written parental and participant informed consent was obtained from those under 16 and 

young people were able to provide written consent for themselves if they were 16 or over. 

One group of clients was recruited into the study and followed up over eight weeks or more.  
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Data Collection – Baseline Information, Week 4th and 7th assessments and Post-treatment 

assessments 

Baseline & Week 4th and 7th Information 

Once consent was obtained, participants were invited to complete the baseline 

assessments, which included instrument already in place as routine care for AHYS (Socio-

demographics, SACS and SDQ), to ensure the processes used in this study reflected current 

clinical practice as much as possible. At week 4 and 7 further assessments were collected. 

Participants (clients) were invited to complete AHYS routine outcome measures, such as 

SACS and SDQ, and an additional questionnaire  SPARX-R satisfaction and feedback form.  

Post treatment assessment (face-to-face interviews):  

Once treatment was completed, participants (clinicians and clients) were invited to a 

face-to-face interview reporting on their impressions of SPARXR and its utility within an 

AOD treatment setting. They were asked about what they thought of utilising SPARXR to 

determine the feasibility of delivering SPARXR computerised Cognitive Behavioural 

Therapy (cCBT) alongside usual community AOD treatment. Client’s interviews were 

facilitated by the investigator and took place in a private space at the participant’s school, 

work place, alternative education/training course, home or other community service’s 

building, in AHYS office and via telephone. 

Clinician interviews were also facilitated by the investigator and in AHYS office. The 

investigator took notes while interviewing participants, both clinicians and clients, and 

checked the accuracy of notes with participants at the time. Interviews with clients took 15-

30 minutes and with clinicians 30-50 minutes. An interview guide was used for clinicians and 

another guide for clients (refer to Appendix 13), and discussion was encouraged. Questions 

were mainly open-ended and were generated to encourage discussion on issues that would be 

likely to affect possible use or support of cCBT by providers.  

Interview with clients: The investigator conducted interviews mostly face to face. If 

interviews could not be completed face to face due to participant’s non-availability, 

participants were offered alternatives, such as phone calls. Interviews were conducted in 

places that were more convenient for clients. The clinicians involved in the study were 

responsible for organising the interviews with clients and the investigator when the 

intervention was completed, when client’s treatment had come to a closure or when clients 
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chose to be excluded from the study. The investigator met with clients at their homes, 

schools, work places and in the AHYS office, depending on arrangements between clients 

and clinicians. The investigator asked clinicians to leave the room when their presence could 

have interfered with client’s responses. 

Interviews would take anything between 10 to 30 minutes, depending on client’s 

engagement in the process. Areas covered in the interview included: views on the programme 

overall; whether and how it was useful for the participant and what helped the participant to 

complete the amount of the programme that they had used. Secondly, the interview explored 

clients’ views regarding the use of computer programmes to help other young people, 

including how computerised therapy might impact on help-seeking and whether it should be 

offered to all young people attending AOD community services. 

Interview with clinicians: The investigator facilitated the interviews in a private 

space in AHYS. An interview guide was used and questions are listed in Appendix 12. 

Interviews took 30-50 minutes. Written notes were taken at the time and understandings were 

confirmed during interviews. 

Post treatment information (Discharge Treatment Information – DTI):  

Client’s socio-demographic and treatment information were explored also by 

reviewing client’s DTI forms and data related to the participant’s engagement in treatment, 

completion of SPARX modules, dropout rates, and adverse events. Furthermore, routinely 

collected service outcome data from a three months’ period was accessed and used to 

compare with the final data from the study group.  

Intervention – use of SPARX-R 

Once consent was obtained and baseline assessments were conducted, participants 

were offered SPARX-R as part of their treatment plan. Participants (clients) undertook 

Treatment as Usual plus SPARXR during their appointment with AHYS at a rate of approx. 

one module a week under the supervision of their AOD clinician. Appointments were split in 

more or less 35 minutes for TAU and 25 minutes for cCBT. The investigator and co-

investigators (clinicians participating in the study) observed the effect of the intervention 

(cCBT – SPARX-R) to identify best practices. The investigator met with participants 

(clinicians) regularly to monitor recruitment rate, discuss data collection and any issues with 

the study and the delivery of the intervention clinically. 
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3.8 Data Analysis 

Data from completed outcome instruments was numerically coded and entered into an 

SPSS database (version 13.0, SPSS Inc., Chicago, USA). Descriptive statistics were used to 

describe the characteristics of the study group.  Further statistical analyses were not 

undertaken due to the small sample size. Means and standard deviations of the study group’s 

scores were ascertained to provide an overview of the treatment course of the group. 

Repeated measure tests for the SACS and SDQ, to establish whether there has been a change 

in client measures over time, were not run due to the small follow up of SACS and SDQ 

completed. This did not affect the study findings, as the main objective of the SACS and 

SDQ was to describe the study population in terms of its substance of choice, the problems 

they have experienced as a result of their AOD use and their co-existing problems (CEP).  

Questionnaires 1 and 2 were not numerically coded and entered into an SPSS 

database as initially proposed due to a very small number of questionnaires completed by 

participants. The feedback by clients who responded to the questionnaires was individually 

screened and reported in the Result Chapter – Part I.  

Qualitative data was analysed via a general inductive approach (Thomas, 2003), with 

individual text responses reviewed to identify themes. Data from completed interviews was 

entered into an Nvivo database (version 10.2.2) and coded into themes.  

An AHYS yearly report was utilised by the researcher to explore and compare a larger 

group of participants, non-participants, socio-demographics information, and engagement and 

treatment outcomes measures. 

4 RESULTS Part I: Questionnaire Data  

4.1 Introduction 

The results have been presented in two chapters (Chapter 4 and 5). This chapter 

reports on the quantitative data collected from participants at baseline, weeks 4-7 and 

discharge and focuses on the sample’s socio-demographic characteristics, additional 

treatment information to describe participant’s characteristics in terms of substance use and 
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other co-existing problems and treatment outcomes. Chapter 5 describes the qualitative data 

collected during the interviews of participants (clients and clinicians) at discharge. 

4.2 Participants – Socio-Demographic Information 

Clients 

Eighteen clients were recruited into the study. 61.1% (11) of participants recruited for 

this study was male and 13 (72.2%) were of New Zealand European (NZE) ethnicity. Of the 

18 participants, 3 were Maori and 2 were Asian (Indian). The mean age of participants was 

16.8 (range 15-19, SD = 1). The majority of participants (72.2%, n=13) were living with their 

parents, with just 1 participant living with other relatives and 3 participants living 

independent from parents/family. 66.8% were connected to some sort of education, 16.7% 

participants were employed and just 11.1% were unemployed and/or out of school – see 

Table 3. Three participants had involvement with Child, Youth and Family Service (CYFS) 

and 4 clients reported some sort of criminal behaviour in the year prior to the study. 
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Table 3.  SPARX-R Client's Socio-Demographics Characteristics (n=18) 

 

Note 1: 1 Client did not report her/his ethnic group, 1 client did not report her/his living situation, 
and 1 client did not report her/his occupation. 
Note 2: The 2 clients classified as ‘Asian’ were from India. 
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Clinicians 

Ten clinicians were recruited into the study however only 7 eventually participated. 

One clinician did not manage to participate in the interview due to time constraints, another 

clinician did not manage to recruit any clients and a third clinician changed roles within the 

service and was not available at the time of study. A total of 6 interviews with clinicians were 

completed. The majority of clinicians were female and of NZE ethnicity. 

Comparison group 

For a comparison, this study took data from the ‘Altered High Youth Service Referral 

Management and Statistical Report - 2015’ (n = 845). This report collated data for the twelve-

month period from January to December 2015. Information is collected for the purposes of 

this report from referrals received via the AHYS duty service. This report described the 

socio-demographic information of AHYS clients (non-participants), client’s engagement in 

treatment and treatment outcomes. The report was used to establish the representativeness of 

this study sample.  

Table 4 shows that demographic of young people aka AHYS were as follow: most 

were male (n = 600) and largest year group were young people aged 16 (n = 164) – similar to 

the study sample. The major difference between the study sample and the comparison group 

was their ethnicity. Maori referrals at 38% (n = 322) were the largest ethnic group, followed 

by 34% (n = 289) of referrals of NZE ethnicity and 21% (n = 172) of Pacific Island 

ethnicities.   
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Table 4.  Comparison Group's Socio-Demographics Characteristics (n=845) 

 

Note 1: Although youth over 20 years old falls out of Altered High’s age range, these young people 
were accepted to the service due developmental issues. 
Note 2: The category ‘Others’ refers to ethnicities that don’t fall into any of the categories showed. 
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4.3 Treatment Information & Treatment Attributes and Outcome – 

SACS, SDQ and DTI 

This section is divided into two sections – ‘Treatment Information’ and ‘Treatment 

Attributes & Outcome’. The ‘Treatment Information’ section describes the study sample’s 

information on substance use, mental health and psychological functioning by looking at 

results obtained from the ‘Substance and Choices Scale’ (SACS) and ‘The Strengths and 

Difficulties Questionnaire’ (SDQ) at baseline and parts of the ‘Discharge Treatment 

Information’ (DTI) questionnaire at discharge.  

The ‘Treatment Attributes & Outcome’ section describes the study sample’s 

information on substance use, mental health and psychological functioning by looking at 

results obtained from the ‘Substance and Choices Scale’ (SACS) and ‘The Strengths and 

Difficulties Questionnaire’ (SDQ) at 4-7 weeks and at discharge. This section also explores 

other results from the ‘Discharge Treatment Information’ (DTI) and looks into treatment 

attributes, such as ‘client’s family involvement in treatment’, ‘risk issues during treatment’, 

‘main treatment issue’, ‘main liaison with professionals’ and ‘treatment outcomes’ in terms 

of substance use and related harm, anti-social behaviour, mental health symptoms, school 

occupational functioning, family functioning and strengths/resilience factors.  

Treatment Information – SACS, SDQ and DTI Information  

Substance use by participants – SACS and DTI information 

The data on participant’s substance use was obtained from the ‘Substance and 

Choices Scale’ (SACS) and the ‘Discharge Treatment Information’ (DTI). The main 

substances of concern from the client’s perspective (n = 16) were alcohol (27.8%, n = 5) and 

cannabis (33.3%, n = 6) – see Table 6. Clinician’s assessment and diagnosis of substance of 

concern for client was similar to client’s perspective.  

Of the participants, 7 (38.9%) met criteria for substance dependence as per their 

clinician’s assessment according to The Diagnostic and Statistical Manual of Mental 

Disorders (DSM – 4) (Association., 2000; Mikulich et al., 2001). Results for the ‘Substance 

and Choices Scale’ (SACS) / Difficulties score at baseline is shown in Table 5. Sixteen 

clients completed SACS at baseline. As highlighted previously, the most common substances 

used by participants were alcohol and cannabis. The mean value for the SACS Difficulties 
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score at baseline (5.87) indicates problems that are clinically significant and the need for 

intervention. 

Table 5.  'Substances and Choices Scale' (SACS) / Difficulty Score - Baseline Scores 

 

 

Participants’ Mental Health Functioning – ‘Discharge Treatment Information’ 

(DTI)  

The main mental health concern for the sample was low mood and anxiety (38.9%, n 

= 7) and a very small number of participants were taking psychiatric medication for their 

mental health concerns (16.7%, n = 3) – see Table 6. For the majority of the study sample 

(55.5%, n = 10), there was some sort of risk of harm during treatment, such as ‘harmful 

substance use’, ‘harm from others’ and ‘harm to self/self-neglect.’ This is demonstrated in 

Table 6. 
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Table 6.  SPARX-R Client's Treatment Information from the 'Discharge Treatment 

Information' (DTI) Form - 'Substance use & Mental Health Information' 
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Psychological Attributes – ‘The Strengths and Difficulties Questionnaire’ (SDQ) 

The results for the ‘The Strengths and Difficulties Questionnaire’ (SDQ) at baseline is 

shown in Table 7. Eleven clients completed the SDQ at baseline. The mean values for the 

SDQ psychological attributes are classified as ‘normal’, indicating that clinically significant 

problems in these areas are unlikely. When looking at the ranges of values, it is possible to 

say that one or more clients presented as with ‘abnormal’ scores and this is true for all the 

attributes, except for the pro-social score, indicating a substantial risk of clinically significant 

problems in these areas. 

Table 7.  Psychological Functioning/Attributes ‘Strengths and Difficulties 

Questionnaire’ (SDQ) – Baseline Scores 

 

 Treatment Attributes & Outcome – SCAS, SDQ and DTI Information  

 Treatment Attributes – ‘Discharge Treatment Information’ (DTI) 

The results for ‘treatment attributes’ were obtained from the ‘Discharge Treatment 

Information’ (DTI). Co-existing substance related harm and mental health problems affected 

10 participants (55.5% of the study sample). This was followed by relationship and family 

issues.  

Liaison with school professionals and other educational providers represented 44.4% 

of the entire liaison that occurred within the participant’s treatment plan, indicating AHYS 

collaborative approach. Most client’s families (77.8%) and caregivers were either aware or 

actively involved in their young person’s treatment within AHYS. 
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Table 8.  SPARX-R Client’s Treatment Attributes – ‘Discharge Treatment Information’ 

(DTI) 
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Substance Use and Psychological Attributes  

Substance use by participants – ‘Substance and Choices Scale’ (SACS)  

9 clients completed SACS at week 4-7 and only 4 completed SACS at discharge - the 

small completion rate is due to client’s high drop out rates. The mean value for both, alcohol 

and cannabis, decreased from baseline to first follow up at week 4-7. The mean value 

increased at the end of treatment for both substances; however, the final mean value for 

alcohol was still below the mean value at baseline.  

The mean value for the ‘SACS Difficulties’ score has significantly dropped from 

baseline to week 4-7 and increased by week 7-10 follow up though the mean value was still 

less than at baseline – see Table 9. The mean value for the ‘SACS Tobacco’ score has 

increased from baseline to discharge, showing an increase in smoking rates amongst the study 

sample. 

Table 9.  ‘Substances and Choices Scale’ (SACS) / Difficulty Score – Baseline Scores 

 

 

Participants’ Psychological Attributes – ‘The Strengths and Difficulties 

Questionnaire’ (SDQ) 

The results for the ‘The Strengths and Difficulties Questionnaire’ (SDQ) at follow up 

– week 4-7 and at week 8-10/discharge are shown in Table 10. Eleven clients completed the 

SDQ at baseline, 8 completed at week 4-7 and only 2 completed SDQ at week 8-10 or 

discharge. The mean values for the SDQ psychological attributes at weeks 4-7 are classified 
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as ‘normal’, indicating that clinically significant problems in these areas are unlikely. When 

looking at the ranges of values, it is possible to say that there were no clients presenting as 

with abnormal scores and this is true for all the attributes. 

Table 10.  Psychological Functioning/Attributes ‘Strengths and Difficulties 

Questionnaire’ (SDQ) –Follow Up Scores 

 

Treatment Outcome – Post Treatment Information from the ‘Discharge Treatment 

Information’ (DTI) 

Clinicians participating in this study completed a ‘Discharge Treatment Information’ 

outcome measure (DTI) for 17 of the participants (clients) and some of the results obtained 

are presented in Table 11. These results are based on clinician’s impression of client’s 

clinical problems at baseline and discharge. Clinicians rated how severe the client’s problems 

were at baseline and then compared with the client’s overall clinical condition at the time of 

discharge against that at the baseline assessment. The rating scale has been described in the 

Methods chapter. There are 9 main treatment outcomes and some are described in Table 11 – 

‘overall outcome’ and improvement in substance use, substance related harm, antisocial 

behaviour, mental health symptoms, school and occupational functioning, peer relationships 

and social functioning, family functioning and strengths and resilience factors.  

Of the participants, the percentage of clients who dropped out from treatment or 

didn’t completed treatment (49.9%, n = 9) was slightly higher than the rate of clients who 

completed treatment (44.4%, n = 8). Clinicians assessed the majority of clients as with 

‘overall problems’ that had a degree of concern (72.3%, n = 13). 
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There was an overall improvement in client’s treatment outcomes. Risk factors such 

as substance use and substance related harm was addressed and clinicians noticed positive 

outcomes for most clients – 83.3% (15) and 88.8% (16), respectively. Other risk factors, such 

as anti-social behaviour and mental health concerns, were addressed and clinicians responded 

that there was a certain degree of improvement in behaviour with 38.9% of participants 

having a positive outcome – this measure was ‘not applicable’ for 50% (9) of the participants. 

Furthermore, results show that 45% of the participants with mental health concerns were 

assessed as with improved mental health outcomes at discharge. A large percentage of clients 

were assessed as with no change in their mental health state.  

Finally, protective factors for clients were increased and this was specifically 

demonstrated in terms of client’s relationship with family, where 72.2% (13) of the 

participants have improved their relationship with family. In addition, there was an 

improvement in participant’s relationship with their peer group (61.5%, n = 11) and greater 

connection to education and work for 55% (10) of the study sample. On the whole, client’s 

resilience factors increased as clinicians reported that for 66.7% (12) of the participants, there 

was an improvement in this area.  
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Table 11.  SPARX-R Client’s Treatment Outcomes – ‘Discharge Treatment Information’ (DTI) (n = 17) 

 
 
 
Note 1: CGI Improvement (Clinical Global Impression – Improvement) – The clinician compares the client’s overall clinical condition at time of discharge 
against that at assessment, rated on a seven-point scale, which was described in the Methods Chapter. 
Note 2: The treatment outcomes CGI Improvement – Antisocial behaviour, mental health symptoms and School/occupational functioning have an extra 
point scale for ‘Not applicable.
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4.3.1.1 Brief Satisfaction Questionnaire (Month 1 and Week 7) 

Questionnaires 1 and 2 aimed to quantify participant’s satisfaction with SPARX-R 

and explore issues of acceptability.  

4.3.1.1.1 Questionnaire 1 (month 1) 

Eight clients completed Questionnaire 1. Questions explored the study sample’s views 

on their moods, treatment received with focus for SPARX-R, completion rates of SPARX-R, 

other supports received by the sample and any adverse effect due to the treatment received. 

The feedback received from all clients was mostly positive. They all felt as if they were 

getting better and 7 respondents evaluated the treatment received as ‘Very Good’ or ‘Good’. 

One client evaluated it as ‘Fair’. These were all clients who engaged in treatment for 4-7 

weeks before completing the questionnaires. All respondents reported to have used ‘Some’ or 

‘Most’ of the skills/advices suggested by the clinician or in SPARX-R. Just two clients were 

receiving other treatments in association to CADS Treatment as usual in association with the 

study intervention. One client was on prescribed mood medication. No adverse effects were 

reported by clients nor observed by clinicians. 

4.3.1.1.2 Questionnaire 2 (week 7) 

Only 1 participant completed this questionnaire. This participant was also the only 

client to have completed the 7 levels of SPARX-R. This client reported ‘Mild’ to ‘Moderate’ 

feelings of harming himself. The participant was positive about the use of SPARX-R 

associated to TAU and would recommend SPARX-R to his friends. He had used some of the 

skills learned with SPARX-R and was unsure if this had an impact on his AOD use. 

5 RESULTS PART II – The Views of Participants 

5.1 Introduction 

This chapter reports on the qualitative information obtained during the interviews of 

participants (clients and clinicians). In total, 10 clients and 6 clinicians were interviewed and 
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provided information on the acceptability and feasibility of using e-CBT for depression, 

SPARX-R, in an AOD community treatment service for youth.  

Findings on clients and clinician’s perspectives were divided into two sections. These 

results are presented under each of the two key research questions – acceptability and 

feasibility and within these they were grouped into themes. 

A number of themes emerged from the qualitative responses provided in the 

interviews and these are summarised in this chapter, with quotes from the participant’s 

narratives. The themes included reference to the possibility of increasing client’s engagement 

in treatment when using SPARX-R and the accessibility to CBT for young people presenting 

with AOD concerns, evidence of addressing a gap in terms of trained clinicians to deliver 

CEP approaches to youth presenting at AOD services, indications that clinicians viewed the 

use of e-CBT as an opportunity for professional development and that e-CBT may be 

beneficial when delivered/assisted by a clinician due to the importance of the therapeutic 

relationship, discussion of the difficulties and barriers of using technology in treatment, such 

as lack of appropriate resources. Themes also included clinician’s opinions that SPARX-R is 

better utilised when tailored to client’s treatment rather than a one size fits all approach.  

5.2 Clinician’s views on SPARX-R 

Clinician’s opinions are important in the implementation of SPARX-R as they have 

insights into their clients’ needs and preferences, the relevance of the content and delivery of 

SPARX-R and they are aware of issues that would need to be addressed for the intervention 

to be implemented.  

Theme 1 – Acceptability: The impact on client’s engagement in treatment  

Clinician feedback on the acceptability of using cCBT associated to treatment as usual 

(TAU) was generally positive. Clinicians found SPARX-R to have great potential when 

associated to TAU and tailored to client’s treatment. A number of comments were made 

regarding the impact of using cCBT on young people’s engagement in treatment as they said 

it provided a good alternative for talking therapies. For example, a clinician summed this up 

by saying: 

“It may capture some young people that aren’t necessarily ready for talking therapies, an alternative 

medium for engaging young people. It may reach other clients within our community who are not 
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comfortable with talking therapy – maybe too anxious to talk to a counsellor. It could be a trust issue 

with services or they may prefer doing it in isolation first. It could have a really good function.”  

Furthermore, feedback was also positive when working with pre-contemplative 

clients, as it may be an opportunity to increase their engagement in treatment. As one 

clinician highlighted:  

“My client just competed level 1. It was a clinical decision to close her file. It would’ve been helpful to 

her because we’ve been having discussions on the link between moods and AOD so having something 

like that was great – she sat down and engaged with it. I saw her reading things on it and discussing 

after. As she was quite resistant to change and becoming more pre-contemplative, talking therapy 

was counterproductive.” 

One clinician also elaborated on to how SPARX-R prolonged client’s treatment 

episode with AHYS: 

“I could’ve had the usual 2-3 sessions with a client but with SPARX-R I spread the AOD content in 

greater number of sessions. It kept them engaging for longer because of the ‘game’ element. You 

offer more face-to-face time with client for less clinician effort. It also gives clinicians more time to do 

other things, such as client’s notes and text messages while the client is using this tool.” 

Other respondents were briefer when discussing the benefits of SPARX-R associated 

to AOD treatment as usual and highlighted the potential for offering clients with a treatment 

that fits in with what we do in AHYS, providing a treatment in a structured way, using 

repetition, psycho-education and homework.  

On the other hand, it was interesting to note that despite clinician’s positive feedback 

on SPARX-R’s potential to increase client’s engagement in treatment, clinicians also noted 

the fact that a lot of AHYS clients are seeking briefer interventions. Clinicians pointed out 

that SPARX-R may not be suitable for clients who are intending to attend fewer 

appointments. One clinician explained: 

“I’d definitely use SPARX-R where there is a view of a long treatment plan and with clients who are 

engaged well with the service and have the opportunity to complete the whole of SPARX during the 

same treatment episode. We (AHYS) can be quite a brief intervention service i.e. clients from 

probation service and youth justice (with brief treatment plans). For someone with treatment plans 

of 10-20 sessions SPARX-R would be perfect, alongside AOD treatment as per usual.” 

A key issue raised by clinicians, when exploring the potential for SPARX-R 

increasing clients’ attendance and engagement in treatment, was client’s motivation to engage 

in treatment overall. Clinicians consistently referred to the fact that, as with any other 
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treatment approaches, client’s motivation is paramount for engagement despite the treatment 

approach and what tools are offered. A participant claimed the use of SPARX-R associated to 

TAU is definitely possible for those clients motivated to engage in treatment. 

Most respondents agreed that client’s overall motivation to change and engagement in 

treatment and the need to prioritise risk issues and to focus on AOD problems were the main 

barriers for using SPARX-R with clients.  

When directly asked about their views on client’s motivation in treatment and the 

impact on up-taking rates and engagement with SPARX-R, clinicians were emphatic that 

motivation to use SPARX-R was not just an issue for clients, but it was also important for 

clinicians up taking of SPARX-R for their clients.  

As the investigator noticed throughout this study, clinician’s motivation to try a new 

tool was key if SPARX-R was to be implemented in AHYS. The majority of clinicians were 

emphatic that they had no time to learn something new and that incorporating SPARX-R to 

their practise meant “extra work”. This fact was also noted during the recruitment of 

clinicians for the study. The investigator encountered great resistance from clinicians to 

participate in this study and it took also a great deal of time to encourage clinicians to 

complete the study. Clinicians who needed to travel long distance to see their clients reported 

minimal motivation to participate in this study. As one clinician noted: 

“Motivation of clients and clinicians is important for the up-taking of SPARX-R.”  

Theme 2 - Acceptability: The role of SPARX-R in supporting client’s mental health 

problems in an AOD treatment centre 

Clinicians agreed that SPARX-R can be very engaging and helpful to a group of 

clients presenting to AHYS with co-existing low moods and AOD problems. At the same 

time, SPARX-R offered clients an effective evidence based approach, such as CBT, to 

address their moods concerns. Respondents acknowledged the importance of offering an 

intervention for depression alongside AOD interventions because of CEP problems and stated 

that SPARX-R is an “effective and realistic tool to be used in the AOD context when clients 

are engaging and motivated to address their CEP issues”. Clinicians valued the idea of 

incorporating cCBT into AHYS and one clinician summed up a common strength of using 

SPARX-R: 
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“It’s an excellent idea. The research in this area (computerised tools) is likely to be highly valuable in 

order to increase access to evidence based treatments, increasing client’s choices in treatment and 

flexibility of treatment in terms of time and location.”  

On the whole, clinicians agreed that SPARX-R and other computerised CBT tools 

would have the potential to address mental health concerns in AOD treatment centres and 

meet not just client’s treatment needs but also the needs of clinicians who are motivated to 

upskill. 

Theme 3 – Acceptability: The use of SPARX-R as a part of professional development for 

the clinician within their practise.  

Respondents chose to emphasise various different strengths of using SPARX-R in 

combination with treatment as usual. ‘Professional Development’ emerged as a theme in all 

interviews with clinicians. From clinician’s perspective it helped to consolidate or review 

CBT skills. Professional development was noted as one of the main strengths of utilising 

SPARX-R for clinicians meeting their own needs and preferences. They stated that learning 

about SPARX-R and using it with their clients was an opportunity “to learn a new way of 

working with clients, to keep up with technology and to re-visit CBT skills”. The inclusion of 

cCBT to AOD treatment centres has also contributed in terms of supporting AOD clinicians 

who are not trained in CBT. One participant explained that using SPARX-R is “Likely to 

increase AOD clinician’s competency and confidence to use CBT as well as to increase 

young people’s treatment options as you will have a computer based intervention in addition 

to 1 x 1 treatment with a clinician.” Another clinician noted that: 

“It’s a different tool to add to our kit. It’s a new way of working and to keep up with technology.” 

Professional development was said to be the main motivation for clinicians to 

participate in this study. The integration of technology to treatment, as it “follows current 

tendencies”, the idea that SPARX-R may increase client’s engagement in treatment and the 

fact that clinicians were learning CBT skills as part of using SPARX-R with clients, were 

some of the main motivations for the clinicians to participate in this study. 

At the same time, the use of technology associated to treatment was also initially cited 

as a barrier for some clinicians to use SPARX-R. Two clinicians reported that they had ‘some 

technological fear’ or experienced “fear of incorporating technology in their work” and by 

reframing ‘fear of technology’ for the idea of ‘learning new skills’ and as ‘an opportunity for 

professional development’, their motivation to use SPARX-R increased. 



 

49 
 

Theme 4 – Issues of Feasibility: an issue of obsolete resources and service mobility 

Clinicians generally found SPARX-R to be a feasible and realistic tool to be 

implemented in the context of a community AOD treatment centre for young people and to 

be used with clients who are engaged in treatment and motivated to address co-existing 

mental health and AOD concerns.  

Participants identified few issues of feasibility and agreed that these issues were 

mainly related to lack of resources and/or use of obsolete resources to use computerised CBT 

and technology in general and to the mobile character of the service. Some of the concerns 

raised by clinicians included: 

- Six participants shared three computers to use SPARX-R with 18 clients; 

- There were concerns related to the transport of laptops due to their size, weight as 

well as safety issues when carrying laptops from one place to another. 

Clinicians stated that despite having a booking system to address the issue of 

resources, the system didn’t prevent clinicians from double booking and missing out on 

taking the computer for an appointment. This resulted in clients missing on using SPARX-R 

in appointments as planned.  

Respondents shared the same view as expressed in this statement by a clinician:  

“This study highlighted a gap in terms of our resources, specifically technology, as an example; the 

shortage of laptop computers. When working with young people fully immersed in technology and 

yet we are a service still operating with paper filling and only having access to 3 laptops shared 

amongst 25 or so clinicians.” 

Another issue of feasibility was related to the use of out dated computers. 

Technological issues were frequent and this was explained by the use of obsolete computers. 

The most common technological issue reported by clinicians was related to ‘frozen 

computers’. Clients were unable to complete SPARX-R due to this several times. This didn’t 

stop client from giving it another go in their follow up appointment. As one clinician 

explained:  

“Client was absorbed in the process, worked quickly but the program froze. Client handed this well – 

was disappointed but willing to try again and completely re-started level at next appointment and 

completed it. The same client started level 2 immediately after re-doing level 1 – she was keen to 

keep going and it was again completing it quickly, persisted through frustration at part of the game 
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due to language barrier, which she had to overcome. Again, the programme froze towards the end of 

level 2 so she was unable to complete it at that time”. 

Clinicians used similar approaches to client’s frustrations in relation to the 

technological difficulties encountered and when clients needed help to progress with the 

programme. Clinicians explored client’s feelings of frustration and related these to real life 

events and what have they learned about overcoming obstacles and frustrations. The 

responses from clients to this approach seemed to work well, as clinicians reported in the 

interviews.   

In general, clinicians reported that SPARX-R is feasible if the service is geared and 

more resourced to use technology. And they even suggested that other services, such as 

Probation offices and schools had dedicated rooms with computers and Wi-Fi. 

A clinician believed that obsolete/lack of resources was one of the main barriers for 

clinicians to participate in this study: “It would need to be easier for clinicians – light tablets 

to take along, more buy in from staff.” 

When asked about the future of SPARX-R in AHYS one clinician explained that the 

District Health Board has to look at technology issues if there’s an intention of using 

computerised therapies in association to treatment as usual: “We as clinicians embrace it but 

without resourcing, it was the least preferred option. We would be looking at many other 

electronic tools for clients if the service was more resourced.” 

Another very important issue of feasibility reported as the main barrier for some of 

the clinicians who participated in this study, but also for clinicians who chose not to 

participate in it, was related to the mobile character of AHYS and the need to carry “heavy 

machines” from one appointment to another as well as safety concerns:  

“It’s quite feasible. Easier if your clients come to the office than if you are mobile.” 

It is interesting to note that due to the mobile character of AHYS and the difficulties 

associated with this, most clients recruited to participate in this study were from Central 

Auckland and attended appointments in our central office in Kingsland. Clinicians who 

needed to travel to South Auckland to meet with clients did not engage in the research and 

reported not wanting to deal with the booking system, carrying a heavy laptop around as well 

as dealing with the safety of computers.  
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“Other limitations include the fact that it is a mobile service so it’s quite inconvenient – the heavy 

computers, bag, recharging, and when taking it away, the issues with if its secure or not because you 

go from one location to another and other aspects related to SPARX-R taking away from 1x1 talking 

time.” 

Theme 5 – Tailoring SPARX-R to meet client’s treatment needs  

The tailoring of SPARX-R to client’s treatment as usual was a recurrent theme for 

both, clinicians and clients. By using the expression ‘tailoring’ clinicians meant ‘fitting in’. 

They meant that SPARX-R would need to fit in with client’s preferences and needs in 

treatment to be beneficial as in with client-centred therapies and in accordance with AHYS 

approach and principles to address AOD and other co-existing problems. As one clinician 

explained: 

“Often the immediate AOD issues needed addressing rather than starting SPARX straight from the 

start of treatment so if it could’ve been tailored just for the ones that needed it that would’ve been 

better.” 

Respondents agreed with the idea of SPARX-R being offered to clients in accordance 

with their treatment needs and plans, rather than a ‘one size fits all’ kind of approach. They 

reported that not every client felt as if they needed to use SPARX-R, as some clients had no 

concerns for their moods and would rather address other treatment needs, including 

court/youth justice plans. Some other clients found SPARX-R would suit younger clients or 

clients that were not used to therapies or not willing to talk to a clinician. Clinicians also 

explained that some clients just wanted to talk to ‘a real person’ and spend their appointment 

time with the clinician rather than using a computer. 

This theme emerged throughout the whole study period and clinicians brought up 

issues concerning to SPARX-R fitting in with one or another client’s treatment plan to the 

study investigator and/or their supervisors. Clinicians highlighted the need to be client-

centred and to ensure SPARX-R would suit client’s treatment needs as best as possible. There 

were cases where SPARX-R was dismissed due to other risk and treatment issues, which 

needed to be prioritised.  

They all agreed that the implementation of SPARX-R in AHYS is likely to increase 

access to evidence based treatment for clients who are unable or choose not to engage in 

other services. Respondents were very positive about the opportunity for professional 

development and expanding their CBT skills. They believe SPARX-R has the potential to 
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increase treatment engagement for some clients and it also allows more flexibility in terms of 

time and location when clients are motivated to use SPARX-R in their own time.  

Finally, clinicians were very positive about the use of SPARX-R in AHYS as a tool to 

address mental health concerns for clients presenting with CEP problems, but also for clients 

who would benefit from learning new coping skills to manage their moods better. 

Respondents would wish to utilise SPARX-R and other electronic tools in ways that fit with 

AOD and CEP approaches. They also identified a number of needs for themselves and for 

AHYS if they were to support SPARX-R. Foremost among these were the issues of resources 

and mobility, how to increase clinician’s motivation to use technology and the supports 

available within the District Health Board to address issues of professional development for 

clinicians and how to ensure SPARX-R suits client treatment needs and preferences. As one 

clinician suggested:  

“Doing SPARX could be part of the orientation package. This would be the part of the care we 

provide. Getting people on board right on from the beginning. Obviously kind of building the evidence 

that this is an effective treatment to youth with AOD concerns. Making clinicians aware of that 

evidence. I guess right from when you do your assessment, SPARX could be mentioned at that point. 

Probably kind of at the schools we have contact with – to have a computer our clients could do it 

before we see them so u don’t waste clinicians time and clinicians talk afterwards. At CADS units 

too.” 

5.3 Client’s views on SPARX-R 

The investigator interviewed 10 young people participants. Most clients were 

interviewed in the locations they received the intervention, including client’s homes and work 

places and AHYS office. Only two clients were interviewed by phone as they had been 

discharged from the programme and only accepted contact by phone. The interviews were 

well received, and participants engaged well in the process, with no problems identified with 

regard to the questions asked. 

The majority of clients approved the use of cCBT and thought it was helpful. The 

main themes emerged for the young people were ‘acceptability items’ and it included 

reference to issues of engagement in treatment, the relevance of SPARX-R with regards to 

their treatment needs and preferences and the importance of associating cCBT to face to face 

support. In general, clients shared the same views as clinicians in regards to the delivery of 
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cCBT by a clinician as well as the tailoring of SPARX-R to their treatment needs rather than 

‘one size fits all’ approach.  

Theme 1 – Acceptability: The impact on client’s engagement in treatment  

Feedback on the acceptability of using cCBT associated to treatment as usual was 

mostly positive. Most clients reported that SPARX-R would appeal to other young people 

undergoing AOD treatment, suggesting that this instrument is relevant and engaging. A key 

issue raised in terms of the acceptability of SPARX-R and the impact on client’s engagement 

in treatment was the fact that some young people feel very comfortable with the use of 

technology as an alternative for talking therapies, which can lead to an increase on client’s 

motivation to further engage in treatment as well as extend their treatment episode with the 

service.  

As one client reported: “I’m doing level 5 and 6 today. I’ve been in home detention 

for most of the time so coming here it’s a change of environment from home. I didn’t need 

counselling for the whole time I’ve been here so we split up the session, some counselling and 

then SPARX-R. It’s a good combination.” 

A number of comments reinforced this idea that cCBT was a good alternative to 

talking therapies, when associated to treatment as usual, and the majority of clients agreed 

that it had the potential to increase engagement in treatment, leading to better treatment 

outcomes. As another respondent summed it up: “Sometimes you’ve got to come here and 

you’ve got nothing to talk about, so using SPARX-R was ok.” 

A few clients thought it was a ‘good game’, with the advantage of “learning new 

skills while playing a game”. One client reported:  

“I thought it was good. It’s got a bit of a combat game, like “DarkSoul”, but with 

more to it. There’s more behind it, something you can learn from it. You’re not just fighting. 

There’s more to it than your eyes can see. You’ve got Demons (evil) and angels (good). And 

there’s a meaning to what you’re doing.” 

In addition, a few clients highlighted that SPARX-R is potentially an effective tool to 

be used with young people in AHYS and may improve client’s engagement in treatment 

because young people are familiar with technology and ‘computer gaming’. One ‘gaming’ 

aspect of SPARX-R, which clients associated to potentially increasing their engagement in 
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treatment, was the idea of ‘going through levels’ when using SPARX-R and looking forward 

to doing the next level, just as when they play computer games. One client, who completed 

all levels of SPARX-R, when asked about what helped him to carry on with it, responded 

that:  

“When you are going through the levels… you know, I’m used to games and you just 

go through it. This kind of game is not something I’ve done before. I wasn’t expecting to be 

that kind of game. I thought it was helpful.” This idea was reinforced by a group of clients 

who completed 3 or more levels. They explained that they were interested in ‘what the next 

level would teach you’, and this increased their motivation to engage further in treatment.  

In general, clients commented that SPARX-R is very clear in terms of its ‘message to 

young people’ and it helped them to learn new skills: “It goes over the point they are trying 

to get across. It’s really clear. It set all up with introductions and again during the game it 

shows you the application afterwards, re-capitulating”. 

Three clients, who completed one level of SPARX-R and did not feel it was relevant 

for them found SPARX-R to be more appropriate to ‘younger people’ and clients who had no 

previous experience with talking therapies. They said the language used and skills taught 

were more suitable “for someone who has just started counselling and would benefit from 

learning basic CBT skills.” As one client said:  

“I feel some of the stuff was a bit silly. It’s a bit childish how they approach problems. 

The questions were childish – almost telling things you already know. It’s like telling you that 

doing drugs make you sadder. We know that already. Better if it was a different kind of 

information. I felt I was smarter than that. It feels like obvious. We know that stuff but we are 

so depressed we can’t do it. It could give you more ideas. It could ask you like ‘what things 

you used to do before’, to make it more personal and give you more ideas. It’s just 

information given stating the obvious bla bla bla, which it’s why I’m here, to get help for 

those things. It needs more than facts and ideas but to give you a reason. I know how I feel. I 

want to know how to stop feeling this way.” 

Acceptability of SPARX-R brought out beneficial feedback in regards to positive 

engagement within the session. However, there was still room for improvement in regards to 

the need to tailor SPARX-R to client’s needs and preferences. This is further highlighted in 

Theme 3.  
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Theme 2 – Acceptability: Learning CBT skills to address co-existing mental health and 

substance use problems 

SPARX–R was not made especially for young people in AOD services, however, 

most clients could relate to the CBT skills taught and found that the skills were relevant to 

other clients undergoing AOD treatment.  

In general, participants appreciated learning new skills and were insightful as how to 

apply these to real life situations. Client’s felt that SPARX-R was a relevant tool because it 

met their treatment needs and preferences and the majority of clients reported that they 

learned some CBT skills to address their co-existing problems, including breathing 

techniques and problem solving skills. When asked if SPARX-R should be offered to clients 

undergoing AOD treatment, oone respondent said:  

“It’s handy. It might give you what you need to hear. You might not learn these things 

in life. With SPARX you can learn skills. It’s a key to a door. Just tell them to try it out. You 

might not like it. You might be pretty stupid to not like it though.” 

The majority of clients felt that SPARX-R is suitable to clients with substance use 

problems, with one respondent saying that: “(SPARX-R) has got things that can be of help for 

clients using substances.” The client explained that ‘mindfulness skills’ would be helpful for 

anyone in any context, highlighting the suitability of SPARX-R in the AOD context. As 

another respondent explained: “When you are trying to get over addiction so many feelings 

are brought up and you go back into using if no other coping mechanisms. SPARX can help 

with that. It takes your mind of the problem and it gives you something fun to do.”  

The majority of clients agreed that it was possible to learn skills, which were helpful 

to address co-existing mental health and substance use problems such as anger, stress and 

cravings for substances. A few clients were quite enthusiastic when talking about learning 

new skills. When asked if there were any particular skills from SPARX-R that they have used 

in real life, one respondent said: “Yes. It gave me different ways to deal with anger. I get 

angry and it gave me ways to calm down.” Another client, who was on home detention and 

who felt his treatment episode was prolonged due to using SPARX-R, talked about the 

relevancy of using SPARX-R in AHYS:  
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“I found some of the things useful to put your mind in relaxation. Mindfulness, 

relaxation, breathing, grounding your thoughts. When you use drugs – these are helpful as it 

gives you the skills to curve your thinking e.g. cravings – it gets your mind out of the 

situation.” 

A couple of respondents felt that client’s motivation to make changes is paramount as 

far as using the CBT skills in real life. They believed CBT skills would be helpful to address 

some underlying issues when reducing or/and stopping drug use but they would not 

recommend cCBT to clients who are pre-contemplative and comfortable with their substance 

use. As one respondent explained:  

“I’m not sure if it’s helpful while they’re using drugs but if they want to stop using, 

yes. If they’re using drugs, the drugs will help them with the problem and they don’t need 

these skills, but if they don’t want to use drugs, yes SPARX-R is useful.” Again the clinician 

would need to take into consideration the client’s motivation before combining SPARX-R 

with treatment.  

A couple of respondents were contrary to this idea of considering client’s motivation 

when combining cCBT to treatment as usual. They thought that even clients who are not 

ready to change their substance use would benefit from using SPARX-R and explained that 

SPARX-R has the potential to reduce the harm associated to substance use. The reason for 

that, as explained by a client, is SPARX-R “teaches you important skills despite your 

substance use. Stoners will find it fun. They will have fun with valid facts”. However although 

this idea may increase engagement in treatment, it may not be as beneficial to the client when 

they have less motivation. 

In general clients felt that SPARX-R had the potential to address CEP issues. This 

was evident when they spoke about the skills learned with SPARX-R: “I am now picking on 

my negative thoughts – if it’s guilty and so on.” “I was reminded of the DBT stuff I learned 

before.” “Apart from the thoughts, I do the tense/relax muscle exercise to relax.” 

Theme 3 – Acceptability: Tailoring SPARX-R to meet client’s treatment needs – ‘it’s not for 

everyone’ 

One theme that arose from client’s interviews was the need to tailor SPARX-R to 

client’s needs and preferences, rather than offering SPARX-R to all clients undergoing AOD 
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treatment. Key issues identified included the importance of client’s age, motivation to 

change, previous experience with counselling and CBT skills, and recognition of the fact that 

some young people may be seeking human contact rather than e-therapies. As one client said: 

“It depends on the people. If it’s kind of a serious problem is better a person to talk to and if 

it’s less serious SPARX should be used.” Clients found that SPARX-R suited younger clients 

who haven’t had previous experience with talking therapies and CBT skills. 

As well as this, there was feedback from three clients around the format and graphics 

of SPARX-R, as they were used “to more up to date games”. Also the issue around 

technology, they suggested that if clients were to be offered e-therapies that these should be 

“more modern” and that the computers used in AHYS needed an upgrade as they froze more 

than once and they were not able to complete their level at SPARX-R.  

In spite of the idea to tailor SPARX-R to client’s needs and preferences, and contrary 

to this suggestion, a couple of respondents felt that SPARX-R would be beneficial to any 

young people undergoing AOD treatment ‘as it gives you lots of advice’. Moreover, the 

majority of clients, who did not think SPARX-R was relevant to their treatment at the time, 

found that SPARX-R might be helpful to other clients.  

Theme 4 – Clinician assisted cCBT verse computer delivered cCBT 

The main theme brought up by clients during the interviews was related to the 

delivery of cCBT by a clinician and the combination of cCBT to face-to-face support. The 

feedback varied and it suggested that clients have different treatment preferences and needs. 

Some clients appreciate a combination of approaches and enjoyed the idea of cCBT assisted 

by a clinician, whilst other clients were less enthusiastic about computerised therapies. Again, 

the findings here are directly related to the tailoring of cCBT to client’s treatment needs and 

cCBT does not suit every client. 

One respondent explained the reason why a combination of cCBT to counselling is 

beneficial to clients by saying:  

“You need to talk to someone as well. A computer doesn’t help you to solve your 

problems. It gives you more options but it’s always helpful to talk to someone. They have life 

experience. They can relate to what’s going on. It depends on a person situation. If they were 

going through a lot talking to someone would help them.” 
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A client highlighted that the assistance of a clinician was also important in terms of 

encouraging them to complete SPARX-R:  

“I’m not a good reader and don’t understand big words. It was good to listen and 

read the subtitles and also to ask her stuff. I would’ve given up if I was doing on my own at 

home because I needed help to understand ‘big words’. I didn’t understand Level 5 and she 

helped me”. A second client added to this idea of clinician-assisted cCBT by saying: “It was 

good to have the clinician around. I asked her questions and she was able to answer them. 

The way she supported me was good. It’s nice to have supportive people with you while 

you’re playing it. I mean, not watching over your shoulders while you play it but someone 

there for support.”  

When clients were asked if SPARX-R was more/less helpful than talking to a 

therapist, some clients commented that talking to a clinician was more important to them than 

using a computerised therapy. Some clients preferred talking to a therapist and declined 

cCBT. They mentioned that SPARX-R wasn’t useful. For these clients, talking to a clinician 

was more beneficial than splitting up the appointment in two to use SPARX-R. One 

respondent said that:  

“Some of the advice in SPARX-R was pretty good but I’ve got one hour with a 

clinician and I don’t want to split it up the appointment. I rather talk to him than use a 

computer.” A second respondent found that using an e-therapy was less helpful than talking 

to a therapist and explained this by saying: “I rather talk to a person than a computer. I feel 

like counsellors have feelings, they understand us better. It comes from the heart ‘whilst’ 

computers are just a programme. It’s not helpful. I prefer talking to a counsellor. Just 

because even though I might not like hearing some stuff it’s good to hear it. I need to hear 

it.”  

In general, SPARX-R was beneficial as an assisted tool only rather than a substitution 

for human contact. The therapeutic alliance and the input from clinicians were highly valued 

by participants. Finally, the idea of replacing human contact wasn’t supported by clients. 

Clients made a number of general observations related to the therapeutic alliance with 

clinicians. They were mainly positive about a combination of therapeutic approaches, 

including cCBT and a few clients mentioned that SPARX-R complemented their existing 

therapy. Moreover, clients who were very enthusiastic about cCBT as an alternative to 
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talking therapies also expressed the importance of a therapeutic alliance between therapist 

and client. 

6 Discussion  

6.1 Overview 

This chapter discusses the significance of the findings in relation to the research 

question and their implications for using cCBT with youth attending an AOD service. As 

there are no existing studies of cCBT with young people aged 13-18 undergoing AOD 

treatment, this discussion will include how the current findings relate to the existing literature 

on cCBT for depression in a broader range of young people. 

The clinical implications of the findings will also be discussed, identifying common 

themes, which may contribute to research and treatment pathways in the future. This includes 

the outlook for the utilisation of cCBT in youth AOD services and how it might be 

implemented in Altered High Youth Services (AHYS) moving forward. The chapter 

concludes with an insight of the strengths and limitations of this thesis and directions for 

further research. 

6.2 Summary of Key Findings 

This thesis aimed to address an understudied area of research in cCBT for youth 

undergoing AOD treatment. It was set out to investigate the integration of a computerised 

cognitive behavioural therapy (cCBT) programme (SPARX-R), for treating depression in a 

youth alcohol and drug treatment service, examining if it enhanced treatment for clients as 

well as exploring the acceptability and feasibility of using SPARX-R with these young 

people. In addition, it proposed to identify issues related to the practical use of cCBT for 

clinicians and youth engaged in CEP/ AOD treatment.  

Findings from the qualitative results, presented in Chapter 5, indicated that the 

integration of cCBT for treating depression in youth aged 13-18 undergoing AOD treatment 

is promising and it can have a positive impact on client’s engagement in treatment and 

treatment outcomes. Most participants, including clients and clinicians, considered that 

SPARX-R was useful. Perceived benefits of SPARX-R were expressed in terms of offering 
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client’s an effective tool to address co-existing CEP problems as most clients mentioned that 

they have learned some CBT skills to not only address their mental health concerns but also 

to address some of the risk factors for their substance use. Most clients thought it would be 

helpful for other clients undergoing AOD treatment when cCBT (‘SPARX’) is tailored to 

client’s treatment needs rather than offered to all clients. Participants also highlighted the 

importance of SPARX-R being delivered with assistance by a clinician as they find the 

‘therapeutic alliance’ with a professional an important part of their treatment plan. These 

findings are also consistent with recent research on cCBT for youth, including the research on 

SPARX with adolescents excluded from mainstream education (T Fleming et al., 2012; 

Merry et al., 2012; Stasiak, Hatcher, Frampton, & Merry, 2012) where participants 

considered cCBT helpful and thought it should be offered to all students.  

In accordance with the research with young people presenting with co-existing mental 

health and AOD problems (Cleary et al., 2008), this study sample had poor compliance with 

treatment and high rates of termination. It was also noted that clients’ motivation to change is 

important if they are to engage with SPARX-R, just as with any other treatment approach. 

The study results are also encouraging in terms of the feasibility of implementing a cCBT 

programme (‘SPARX’) for treating depression in young people in a community AOD 

treatment service, but also speak to the need to provide further support to clinicians, so that 

electronic tools can be better integrated into AHYS ‘treatment as usual’. 

Finally, clients and clinicians considered SPARX-R beneficial and thought it should 

be used in the context of AOD treatment for youth.  Clients and clinicians’ insights have 

important service delivery implications, which I will discuss. 

6.3 Participants’ characteristics 

The two groups were the same, except for ethnicity. The over representation of NZE 

in the study can be explained by the fact that most clients recruited to the study were from the 

Auckland District Health Board (ADHB) area while the majority of referrals to AHYS 

originate from the Counties Manukau District Health Board (CMDHB), in which the majority 

is made of Maori and Pacific Island. Therefore, the representation of this study was focused 

on the ADHB area of Auckland, which can be explained by the lack of clinicians from the 

CMDHB area volunteering to participate in this study. Clinicians pointed out that it was more 

feasible to use cCBT with the ADHB clients, as these young people were able to attend 
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appointments at AHYS in the ADHB area. Clinicians from the CMDHB area reported that 

the mobile character of AHYS was a significant barrier for their participation, as they did not 

find it feasible to transport laptops to meet with clients outside of the office. 

6.4 The impact of SPARX-R on treatment outcomes 

Treatment adherence and compliance 

Treatment uptake and engagement by the study sample was lower than expected. The 

sample size for this study was small, with only 18 clients recruited into the study, despite the 

aim to reach a number of 30 client participants, and with only one client completing the seven 

levels of the SPARX-R programme. This finding is in accordance with a range of studies 

with young people with CEP as they encounter difficulties to engage and comply with 

treatment as well as high dropout rates (Armstrong & Costello, 2002; Goldenring & Rosen, 

2004) and they may not be willing to engage in treatment. This study has also observed that 

the requirement of parental consent for younger clients by the ethics committee’s, as well as 

client’s risk issues, acted as barriers for clients to take up on this study. 

Completion rates of SPARX-R were low and this may be a reflection of clients 

seeking for brief interventions as well as the high treatment dropout rates in AOD treatment 

services as previously mentioned, rather than a reflection of the acceptability of SPARX-R. 

Attendance data from a more generalised population of youth, in a randomised controlled 

trial of Computerised CBT for depressed adolescents (Stressbusters) (Abeles et al., 2009) 

showed that adherence for those who chose to take part in the intervention was significant, 

with 86% of adolescents completing all 8 sessions. Moreover, adolescents with mental health 

concerns engaging in other cCBT (T. Fleming, 2012a; Merry et al., 2012) studies showed that 

using a more generalised population and school based study meant that there was a higher 

chance of engaging young people, reduced dropout rates and a larger sample acquired 

(SPARX). The difficulties encountered for young people presenting to AOD services with 

co-existing problems to adhere to and comply with treatment is shown in this study, 

highlighting the need for further research on how to increase adherence to treatment for this 

population. 

Despite the small completion rates, most participants (clients and clinicians) rated the 

acceptability of SPARX-R favourably for potential in increasing engagement and enhancing 

treatment outcomes with most clients indicating that it would appeal to other young people 
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and that they would recommend it to their friends. This suggests that this intervention was 

acceptable to this group of young people. The high satisfaction ratings suggest that SPARX-R 

is relevant and engaging. Participants explained that the acceptability of SPARX-R could be 

explained by the fact that some young people feel very comfortable with the use of 

technology as an alternative for talking therapies.  

‘Integrated Approaches’: offering an effective treatment to address client’s co-existing 

problems  

The main focus for this study was to explore whether cCBT would impact or 

potentially increase positive treatment outcomes for these young people. Common themes 

that arose within the results of this study not only align with previous research on AOD 

treatment for young people but also pave the way for the potential of a new therapeutic tool 

within AOD treatment services.  

Previous research on the use of cCBT has shown that it is effective for clients with 

mental health concerns in the adult population but also effective in addressing mental health 

concerns in the youth population (Merry et al., 2012; Richardson et al., 2010). These studies 

not only highlight some important contributing factors to increasing positive outcomes for 

youth (Merry et al., 2012), but also examine the emerging concept of e-therapy as another 

tool for clinicians working with clients with CEP and AOD concerns (F. J. Kay-Lambkin et 

al., 2015) - the focus being placed on the need for integrated treatment.   

Other factors to consider when including SPARX-R as a treatment tool include the 

developmental age of the client, their motivation, for example where they are sitting on the 

wheel of change (Bonomo, 2004). It is best that the young person’s motivation is at a point of 

making a decision and exploring action options for them to be able to invest into a 

programme like SPARX-R. This coincides with CBT in general being a treatment approach 

usually appropriate for clients who are at the decision/action stage (Cleary et al., 2008). It 

was mentioned that SPARX-R was beneficial as an assisted tool only rather than a 

substitution of face-to-face counselling. This also reflects on literature around the importance 

of an integrated approach for young people presenting with co-existing problems. However, it 

does not address the barrier of young people reluctant to engage in traditional health services. 

Findings from the quantitative results, presented in Chapter 4, could not demonstrate 

that the integration of cCBT to TAU had an impact on client’s engagement in treatment and 
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treatment outcomes, such as their substance use and the harms associated to it. There was an 

overall improvement in client’s treatment outcomes, and clinicians noticed positive outcomes 

for most clients. These included decreased use of substances, improved mental health 

outcomes at discharge and an increase on client’s protective factors, such as improved 

relationship with family. However, this could not be explained by the use of SPARX-R 

associated to TAU due to the small sample size of this study and because these results match 

with AHYS general population (comparison group).  

Tailoring SPARX-R to client’s treatment needs 

One theme that arose from the results of both clinician and client experience was the 

need for tailored treatment rather than a generic ‘one fits all’ model. This theme was also 

significant in another study, where adolescents, who took part in a trial of cCBT (‘SPARX’) 

for symptoms of depression in alternative schools, mentioned a “need for varied approaches”. 

This suggests that a variety of approaches would better meet individual preferences and needs 

(T. Fleming, 2012b). On the other hand, contrary to this thesis’s results, the majority of 

participants in the trial of cCBT (‘SPARX’) (T. Fleming, 2012b) thought that cCBT should 

be offered to all young people in alternative schooling whether they were identified as having 

difficulties or not.  

The treatment alliance - clinician-assisted therapy 

The next theme, which carries on from this idea was the importance of clinical 

support, in other words the young person working on SPARX-R with the assistance of a 

clinician. This enabled the client to ask questions. They were able to receive empathy when 

needed. The young people valued having a real person there because again treatment needs to 

be tailored and it was acknowledged that more serious problems, such as acute mental health 

concerns and risk to self or other, needed that engagement with the professional. Clinicians 

noted that being there to support the young person also increased engagement, it drew out the 

appointments in some cases and, although young people were enthusiastic in doing the 

programme on their own, it turned out that motivation was higher when they completed the 

SPARX-R level with the assistance of a clinician. 

It is well known within providing therapy and treatment services to young people that 

the therapeutic relationship is first and foremost for all other treatment aspects (Nui, 2010; 

Wampold, 2001). In terms of the literature review previous trials that have integrated 
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computerised interventions into the clinical treatment of co-existing depression and substance 

use disorders (Amon & Campbell, 2008) suggest that face-to-face support to participants and 

the therapeutic relationship between clinicians and clients, have the potential to increase 

engagement and satisfaction with treatment (Abeles et al., 2009; Todd, 2010). 

This outcome differs from the SPARX study (Merry et al., 2012), which explored 

SPARX programme as gateway/substitution rather than for clients who are already engaging 

in a specialist service. Therefore, it is fair to say that SPARX-R can be used in different 

environments to target different clientele as a generic screening/basic skills teaching. 

Moreover, it can also be used in a specialist service as a treatment tool, which is tailored to 

the client’s needs with the support of the clinician in the room.  

The acceptability of SPARX-R in an alcohol and drug service for young people 

When looking at the effectiveness of the actual SPARX-R programme, there were 

some common themes for both clinicians and clients. Acceptability, as indicated by 

satisfaction, was good. Clients reported the programme was youth friendly, fun; it felt 

familiar, as it is a computer game and most importantly helped engagement. When working 

with young people, developmental considerations always need to be taken into account. 

SPARX-R is able to bridge the gap for young people who do not know what to say or feel 

that the face-to-face talking environment can be threatening. Clinicians also found that it was 

a talking point that drew out the client’s thoughts and experiences, which again contributed to 

a non-threatening environment.  

Addressing the barriers for young people to access treatment for co-existing problems 

A very significant theme to be discussed, which arose out of the results and is directly 

related to treatment outcomes, is the actual barriers for clients accessing treatment for CEP. 

This was a main aspect that this research wanted to address, whether SPARX-R improved 

health outcomes for clients, addressing the barriers for youth accessing specialist treatment 

services.  

The results presented in Chapter 5 also discovered that the programme was effective 

in engaging the young person and they liked it. More specifically, the programme was 

beneficial in that it increased their self-awareness around mental health issues, and for those 

young people who were not concerned about any issues, it was possible to shift their 
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motivation to potentially engage further in treatment. Clients reported it taught them new 

skills to cope with anger, stress and also to cope with cravings for substances.  

Similar themes arose within this study where clients reported they had increasing self-

awareness of self-problems, learnt new coping skills for managing their CEP as well as 

sparking previous skills they had learnt prior to this treatment episode, such as Dialectical 

Behavioural Therapy (DBT) and recognising negative thoughts. It was reported that the use 

of SPARX-R might have extended their treatment episode, which in itself is known to 

increase positive treatment outcomes (Nui, 2010). For clinicians specifically, it was noted 

that there were benefits for professional development as well as learning new skills by being 

introduced to working with a tool for CBT in a different format. Again this addresses the 

barriers for youth accessing services as mentioned previously around lack of trained 

professionals and the need for an integrated treatment service – clinician being trained to 

manage co-existing mental health and substance use problems, and lastly limited funding 

concerns.  

Issues of feasibility for implementing SPARX-R and other electronic tools in a community 

alcohol and drug service for young people 

In regards to the limitations around the effectiveness of SPARX-R as a tool, some 

clients commented the graphics were poor alongside the dated technology. The issue with 

dated technology, poor resources (small number of computers) and limited support to 

incorporate cCBT to their practise was again supported by the clinician’s feedback and 

directed back to limitations within the organisation and lack of funding for resources. What is 

interesting to note however that e-therapy and cCBT concepts arose out of a need to address 

lack of access to services, lack of trained professionals and funding to provide this treatment 

to young people. This is a barrier to be further investigated to ultimately provide a successful 

treatment in the future. 

6.5 Clinical Implications 

As this discussion has highlighted both, clinician and client, spoke of the effectiveness 

of using cCBT for treating depression in youth undergoing AOD treatment. Furthermore, 

participants contributed with valuable insights into the possibilities of associating cCBT for 

depression to AOD treatment to address the barriers for access to specialist services and 
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improve treatment outcomes. These included increased coping skills and in turn building 

resilience, the effectiveness of having the clinician support the client during the process, 

which as a result increases retention and the length of treatment episode. The young person 

found it to be enjoyable, in a non-threatening environment, which has then increased 

engagement without needing to talk the whole time. Therefore, it is fair to say that SPARX-R 

can be considered as developmentally appropriate when tailored to the client’s treatment 

needs rather than being used as a generic “one size fits all” concept.  

In regards to an organisational perspective, there are many factors to take into 

consideration when adopting this programme as a treatment option. It is proposed here that 

investing in better technology will in turn reduce overall costs. These costs include increased 

training for professionals, it meets the requirements for treatment of CEP clients in a time 

saving approach, it has the potential to increase retention rates, and it will address clinician’s 

barriers to using cCBT which will be discussed further in the limitations section.  

The research carried out around e-learning and young people have already shown that 

when incorporated into treatment services, as a stepped care approach it works. However, it is 

still a new concept with limited research. “Calms you Down” review (T. Fleming, 2012b) 

talks about how SPARX can be used as a gateway or a bridge to treatment and increased self-

awareness for the participant and the research shown here is that SPARX-R can be successful 

in providing positive treatment outcomes and improving accessibility to effective treatment 

for young people with CEP – as long as it is clinician supported, tailored to the client’s 

treatment plan and the right organisational barriers are addressed. 

6.6 Limitations 

This review came across several studies on the use of cCBT for adults treating mental 

health problems (Kaltenthaler et al., 2006 ) and fewer studies for addressing co-existing 

mental health and alcohol and drug use problems in the adult population. However, there is 

only a small body of evidence suggesting the effectiveness of computerised therapies for 

youth with mental health (depression and anxiety) problems with only 2 randomized 

controlled trials of internet-based treatments for young adults (18-30 years old) with co-

existing depression and problematic alcohol use. There is only one RCT exploring the impact 

of cCBT for treating youth depression and suicidality of youth aged 11-18 (Grades 6-12), 

which looks at the impact of cCBT on the use of drugs, alcohol or tobacco by the participants 
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(Silverstone et al., 2015). Finally, the number of qualitative studies is small and studies on e-

therapies for young people aged 13-18 with co-existing mental health and drug and alcohol 

problems are non-existent. 

Other limitations of this study were the small sample of recruited clients as well as the 

high dropout rate of clients, with only one client completing all seven levels of SPARX-R. 

This is not a surprise, as already mentioned around CEP clients, they present with significant 

issues such as increased suicidality (Feehan et al., 1994), unstable housing, and lack of family 

support and higher rates of offending.   They are also more likely to withdraw from treatment 

(Todd, 2010). There are many reasons that contribute to this such as the chaotic nature of 

clients with CEP and AOD use. Clients coming with socioeconomic issues, and where they 

have to prioritise other co-existing problems such as physical health, housing, and 

considering the importance of the therapeutic relationship for young people engaging in 

treatment.  

As already mentioned, the lack of resources and funding has been a barrier within this 

study. It brought about clinician resistance within a mobile service especially for those 

working in the CMDHB area carrying laptops from one client to another. Technology was 

scares, heavy and old and often did not work smoothly. This also coincides with clinician 

attitude. As highlighted in a report by Flemming and Mary (2012), clinicians would need the 

training and support required and the freedom to be able to incorporate cCBT (‘SPARX-R’) 

into treatment where appropriate.  

6.7 Strengths 

There is great potential associated to the use of CCBT in clinical and education 

settings and the research in this area has shown that cCBT is effective and acceptable (Calear 

& Christensen, 2010; Richardson et al., 2010) for addressing mental health concerns. cCBT 

has also the potential to increase access to evidence based treatments (Abeles et al., 2009), 

requiring less therapist time (National Institute for Health and Clinical Excellence, 2005). 

 SPARX-R provides the opportunity to integrate treatment for young people with CEP 

within services. Alongside this, the research has shown that SPARX-R as a treatment tool fits 

alongside the Ministry of Health plan for CEP services as well as the DHB self-management 

plan. This programme also addresses barriers to treatment for young people as already 

http://www.sciencedirect.com.ezproxy.auckland.ac.nz/science/article/pii/S1077722914000376#bb0245
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discussed such as lack of trained professionals causing increased waiting times, lost 

motivation as well as addressing issues of cost and time. Although funding has been a barrier 

for carrying out the SPARX-R programme, it can be seen as a beneficial investment for 

reducing costs in the long run for providing this integrated treatment to young people with 

CEP.  

6.8 Further Research Needed 

Although this study has begun a pathway, it is only a contribution to the small amount 

of research so far. As e-therapy and more specifically cCBT programmes for young people 

with CEP is a new concept, especially within New Zealand, more research needs to be 

considered. The question to be answered is how to tailor SPARX-R to individual client’s 

needs, as well as continuing to build on cCBT research for young people with substance use 

problems. And lastly, research needs to address the lack of trained clinicians to integrate 

treatment for young people presenting with CEP mental health and AOD problems and 

explore feasible solutions to this issue. 

More research is needed regarding the tailoring of computerised programs to the 

needs of individuals. Also, further investigation into how to integrate these electronic 

therapies with existing drug and alcohol services for young people aged 13-18 years old, in a 

stepped care design, so that young people can receive face to face care associated to the 

computer delivered treatment programmes is required. Research would also need to 

investigate the needs of AOD clinicians when implementing electronic-therapies. Research to 

address this gap is urgently needed, particularly given the barriers for access to treatment and 

the cost of staff training.   

6.9 Conclusion: ‘The efficacy of SPARX-R in enhancing treatment for 

young people undergoing AOD treatment’ 

Whilst there are studies promoting an integrated philosophy for alcohol and other and 

mental health treatment providers and clear direction from the NZ Government, there is 

limited data and literature on the effectiveness of integrated care systems and how to design 

such integrated care services. Also, very few treatment interventions have been developed 

and evaluated specifically for youth with CEP as clinical trials with CEP clients encounter 
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difficulties with client’s engagement, poor attendance and compliance with treatment as well 

as high rates of early termination.  

As the use of e-therapies in health care has increased in the last twenty years, 

electronic treatments offer an opportunity to address some of the barriers for young people to 

access evidence based approaches for co-existing problems. Therefore, associating electronic 

therapies to AOD treatment as usual is an important step towards improving treatment 

delivery to young people at a low-cost. In addition, as young people are familiar with 

technology, e-therapies are an effective approach to be offered to this population and it may 

also increase their engagement in treatment and improve treatment outcomes.  

Finally, as SPARX-R can be provided within an existing service framework (Calear 

& Christensen, 2010), the implementation of computerised CBT (SPARX-R) can be used to 

address a shortage of trained health professionals (Richardson et al., 2010) to deliver 

effective treatment for CEP clients. Even more so, cCBT (SPARX) have the potential to 

break some of the barriers young people encounter for accessing effective health services, 

increasing protective factors for the young people as well as improving their health outcomes.  
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