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ABSTRACT 

Background: Adolescents (10-24 years old) are calling for high-quality digital services to 

support their health and wellbeing. With non-communicable diseases on the rise and 

adolescents at risk due to emerging public health challenges, strategies to improve 

adolescent health are needed. Digital strategies (e.g. text messages, websites) hold 

potential as they are low-cost and scalable. This thesis aims to provide evidence to advance 

adolescent health promotion in the digital era. 

Methods: Systematic review with meta-analysis (Ch 2); qualitative study with adolescents 

(Ch 3); mixed-methods co-design of Health4Me digital health intervention (DHI) with 

adolescents (Ch 4); RCT protocol (n=390) of Health4Me versus control over 6-months (Ch 

5); Evaluation of digital recruitment strategies for virtual clinical trials, using Health4Me as 

case study (Ch 6); qualitative study with stakeholders (Ch 7). 

Results: DHIs have potential to improve adolescent health and wellbeing due to shared 

protective factors e.g. good nutrition, physical activity (Ch 2), and adolescents desire 

appealing, credible, relevant and actionable information through digital platforms (Ch 3). The 

co-design process supported these findings resulting in the Health4Me intervention, which is 

useful, acceptable and engaging to adolescents (Ch 4). A virtual clinical trial to determine the 

effectiveness of Health4Me to improve adolescent nutrition and physical activity is underway 

(Ch 5). Digital recruitment strategies (e.g. social media) were low-cost and effective, with 

potential to increase trial participation (Ch 6). Stakeholders supported adolescent DHIs yet 

had design and equity considerations to be met for successful implementation (Ch 7). 

Conclusion: This thesis provides evidence to support implementation of DHIs to improve 

adolescent health and wellbeing through shared protective factors. Future research will 

define priorities for intervention optimisation and an implementation trial with long-term 

follow-up.  
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a state-of-the-art review [Chapter One (Part 2)] 

2. Systematically review the literature to evaluate how effective digital health 

interventions targeting lifestyle risk behaviors are in improving mental health or 

wellbeing among adolescents [Chapter Two] 

3. To evaluate adolescents’ perceptions on the use of contemporary digital platforms 
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recruiting adolescents to the Health4Me RCT, evaluate the progression of 
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7. To evaluate stakeholders’ support for, and perspectives on potential public health 

impact of digital health prevention programs for adolescents and potential pathways 
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CHAPTER ONE: Introduction (Part 1) 

ADOLESCENCE 

Adolescence (10 to 24 years of age) is a transitional phase of growth between childhood and 

adulthood. Adolescence begins with the onset of puberty (1), a developmental transition 

which is shaped by rapid biological, cognitive, and psychosocial growth. The pace these 

changes occur is second only to infancy (2). Pubertal changes include a growth spurt, 

emergence of secondary sexual characteristics, achievement of reproductive maturity, and 

profound psychological changes (1). These biological, cognitive, and psychosocial changes 

affect individuals differently and are explained below in detail.  

 

Biological changes 

At a biological level, puberty involves a series of changes at neural and endocrine levels, 

which result in a series of physical changes in the body. The maturation of the hypothalamic-

pituitary-adrenal axis (HPA), or adrenarche, occurs between ages six and nine (3). HPA 

maturation increases the levels of adrenal androgens, which peak during a person’s early 

20s. This rise in adrenal androgens contributes to changes which affect both sexes, 

including a growth spurt, changes in skin and body odour, and the growth of pubic and 

axillary hair (1). 

 

Gonadarche begins between ages nine and 11, involving reactivation of the hypothalamic-

pituitary-gonadal axis (HPG), which triggers a rise of gonadal steroid hormones and is 

responsible for the maturation of secondary sex characteristics, and ultimately the 

achievement of reproductive maturity (3). In females, the changes that occur include the 

accumulation of body fat, appearance of breasts, and menarche; while changes within males 

include the enlargement of testes, increased penis size, and the growth of facial hair (1). 
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Though growth and development are largely driven by biological process, evidence also 

suggests that social environments play a role this phase of life (4); thus the timing, length, 

and experience of puberty is variable, and can be culturally dependent (5). 

 

Cognitive changes 

Adolescence is a period of substantial brain development. Though the increase in volume is 

relatively steady, there are significant changes in gray and white matter distribution. White 

matter increases approximately 12% from age four to 22, with a greater increase in males 

than females (6). Gray matter increases steadily in volume to reach a peak in adolescence – 

which varies by lobes of the brain – followed by a decline in volume across the lifespan (6). 

As with all phases of adolescent development, there is variability between ages and sexes at 

which these changes occur (7, 8). 

 

Along with changes in brain composition, there are also developments in cognition and 

communication across three key areas: executive functioning, social cognition, and language 

(9). Executive functions include formulating goals, planning, and carrying out plans 

effectively, which are vital for independent, creative, and socially-constructive behaviour 

(10). Social cognition refers to a set of cognitive processes that are thought to be specific to 

social functioning (11), including recognising emotions and perceptions about the mental 

state of other individuals and their behaviour (12). Developments in language form, content, 

and use allow for skills that are required for communication in diverse contexts over time 

(13). 
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Psychosocial changes 

This development in executive functioning, social cognition, and language leads to changes 

in behaviour across adolescence, linked to the changes in brain development described 

earlier (14). Adolescents develop the ability to interpret the perspectives of others, perform 

abstract thinking and introspection, develop coping skills, establish a system of values and 

morals, and place greater importance on peer relationships (4). Though there are 

advantages which signal complete maturation in executive functioning, adolescence is also a 

period of vulnerability. Abstract thinking can predispose adolescents to risk-taking and 

impulsive behaviour (15). Additionally, changes in social environments can lead to 

heightened social sensitivity, including being susceptible to peer-influences and self-

consciousness (16). These biological, cognitive, and psychosocial changes interact in each 

individual to influence growth, educational attainment, self-esteem, peer relationships, and 

family environments (17) – all of which have profound impacts on their overall health and 

wellbeing. 

 

The World Health Organization (WHO) defines ‘adolescents’ as those from ages 10 to 19, 

‘youth’ from ages 15 to 24, and ‘young people’ from ages 10 to 24 (18). Due to differences in 

age definitions, the terms ‘adolescents’, ‘youth’, and ‘young people’ are used 

interchangeably in the literature, yet all refer to this important developmental period of life. 

More recent definitions have called for the definition of ‘adolescence’ to expand from ages 

10 to 24 (19), which aligns more closely with the continued growth and development which 

extends through biological, cognitive, and psychosocial domains during this time (1). In 

addition, modern society has thrust emerging commercial actors, social forces, and digital 

media upon adolescents which all play a role in growth and development across these 

years. Throughout this thesis, the term ‘adolescents’ will be used to broadly refer to those 

aged 10 to 24. Where statistics are presented, the age range will be included. 
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Today’s generation of adolescents is the largest generation in history. The number of 10- to 

19-year-olds comprise 16% of the world’s population, amounting to 1.3 billion (20), and a 

total of 1.8 billion 10- to 24-year-olds (21). The number of adolescents worldwide is expected 

to rise through 2050, especially in low- and middle-income countries (LMIC) (18). In 

Australia, the latest census data (2021) indicate there are approximately 4.6 million 

adolescents (10 to 24 years old), making up 18.2% of the total Australian population and 

30% of the Indigenous Australian population (22). 52% of Australia’s population of 

adolescents (15 to 24 years old) were male and 48% were female (23). In terms of sexuality 

and gender, the most recent data in Australia found 17.7% of 16- to 24-year-olds identify 

with a diverse sexuality and 2.3% with a diverse gender (24). According to Australian data 

from 2022, 75% of all adolescents (15 to 24 years old) lived in major cities (23), 20% lived in 

the lowest socioeconomic areas (23) and 21% were born overseas (25). The adolescent 

population in Australia is expected to grow to 5.1 million by 2066 (26) and make up 

approximately 12% of the population. Given the complexities of growth and development in 

the adolescent period and the large adolescent population in Australia, it is vital that 

adolescence is a time of promoting good health and wellbeing to carry throughout life.  

 

ADOLESCENT HEALTH AND WELLBEING 

The health and wellbeing status in adolescence lays the foundation for health and wellbeing 

in adulthood (27-29). Investing in adolescent health can yield a triple dividend – today, into 

adulthood, and for the next generation (30). The period of adolescence offers a vital time for 

promoting health and preventing development of non-communicable diseases (NCDs) such 

as cardiovascular disease, type 2 diabetes, and some types of cancer (31, 32). NCDs are 

the leading cause of mortality worldwide, accounting for 74% of all deaths globally (33). 

Current efforts to address NCDs focuses largely on the adult population (27), as adolescents 

are often considered healthy. Yet, among adolescents, multiple health behaviours emerge 

which puts them at risk for developing NCDs later in life (34-36). Key health behaviours 
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which increase the risk of developing NCDs in adulthood include physical inactivity, poor 

nutrition, excess sedentary time, poor sleep, excess alcohol consumption, smoking, and 

poor mental health. 

 

Additionally, adolescent development drives changes in disease burden due to an increase 

in risk-taking behaviours and social influences, which includes the emergence of substance 

use disorders, mental disorders, alcohol use, and obesity (37). This provides specific 

challenges for promoting health and wellbeing within adolescence. Poor nutrition and 

physical inactivity are discussed next, which are the key health risk behaviours for NCD 

development in adolescence.  

 

Adequate nutrition 

Adequate nutrition in adolescence is vital for optimal growth and development, impacting the 

timing and pattern of puberty, as well as the risk for NCDs (38). The growth and 

development of adolescence demands increased energy, macronutrient, and micronutrient 

requirements (39). Global data show adolescents are consuming less fruit and vegetables 

(3.18 serves/day) (40) than what is recommended by the WHO (5 serves/day) (41). 

However, there is wide variability in subpopulations (40), including a lack of representative, 

detailed dietary data from sub-Saharan Africa, South Asia, and low-income countries (42). In 

2022, only 2.8% of adolescents in Australia between 12 to 17 years old met both the fruit 

and vegetable recommendations (43). Research shows that unhealthy dietary patterns in 

adolescents from high-income countries are associated with those of low socioeconomic 

status, yet the same is not true of adolescents from LMICs (44). Nutritional status of 

adolescents is impacted by complex interactions of social, environmental, and behavioural 

factors which will be explored.  
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Globally, malnutrition is a significant problem for adolescents. The number of adolescents 

who are underweight (45), have micronutrient deficiencies (46), and food insecurity (47) 

persist in many regions (38). Additionally, urbanisation (48), climate change (49), and a shift 

in food systems (50, 51) have led to the transformation of adolescent food environments. 

Access to, and consumption of, ultra-processed foods with higher caloric and decreased 

nutritional value is on the rise (52). The marketing of these foods by commercial actors and 

the tactics they use influence adolescents’ food choices (53). The consequences of these 

changing contexts can influence adolescent growth and development with profound impacts 

on height and adiposity (38). This has led to an increase in adolescent overweight and 

obesity in both high-income and LMICs (54, 55). 

 

As described earlier, biological, cognitive, and psychosocial changes during adolescence 

also impact upon their nutritional status. As adolescents begin to move away from their 

family unit, they become more independent in their food choices, are influenced by their 

peers, and are less likely to pick healthy foods (56). However, choices are also influenced by 

food availability (both within and external to the home), convenience, knowledge of food 

content (including benefits and risks), and parental influence on eating behaviours (57). In 

addition, the growth spurt which happens during adolescence has specific energy and 

nutrition requirements, resulting in appetite changes (58). Despite adolescence being a time 

of transformative growth, second only to infancy, it is concerning that adolescent nutrition 

has been overlooked as a global priority (59). Many intervention studies emphasise the 

importance of micronutrient supplementation (60, 61), whilst ignoring the complex interplay 

of factors which influence adolescent nutrition. As a result, long-standing nutritional problems 

persist amongst adolescents whilst overweight and obesity rates are on the rise. For future 

interventions to be successful, they must consider the many factors which influence 

adolescent nutrition and provide education to ensure that adolescents have information 

available to make healthy food choices.  
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Physical activity 

The health benefits of physical activity are widely recognised (62, 63). Physical activity can 

also achieve important cross-sector goals e.g., increased active transport to reduce air 

pollution (64). Yet, it is estimated that 5.3 million deaths per year are attributed to physical 

inactivity (65), which is now recognised as a global pandemic (66). For adolescents (up to 18 

years old), the WHO recommends 60 minutes per day of moderate to vigorous intensity 

physical activity, yet the recommendations change for those aged over 18 years (67). 

Current global data among adolescents demonstrates that in 2016, only 19% of 11- to 17-

year-olds achieved recommended physical activity levels, with more females being inactive 

than males (84.7% vs 77.6%, respectively) (68, 69). Physical inactivity is more common in 

high-income countries than low-income countries (68) yet shifts in this may occur over time 

as decreases in occupational physical activity and increases in leisure time physical activity 

are being observed (68, 70). In Australia, based on 2022 data, only 11% of 13- to 14-year-

olds and 5.6% of 15- to 17-year-olds met the physical activity guidelines (43), with males 

more likely to meet the guidelines than females (43).  

 

Importantly, physical activity levels have been shown to decline during adolescence (71, 72). 

Given we have evidence that physical activity levels track consistently from adolescence into 

adulthood (73), combined with an aging population, this will impact the growth of NCDs in 

the future. Sedentary behaviour and screen-based activities are large contributing factors to 

the decline in physical activity, which have detriments to both health and wellbeing (74, 75). 

Global surveillance data from the Global Student Health Survey shows that 25% of boys and 

24% of girls 13 to 15 years old report sitting for greater than three hours per day, in addition 

to school and homework (76). Rates in high-income countries were twice that of LMICs (76). 

Other factors found to contribute to declines in physical activity during adolescence include 
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socioeconomic status, home environment, negative social validation, lack of social support, 

and access barriers (77-79).  

 

Interventions have the potential to increase current physical activity rates among 

adolescents, which are occurring across schools, social and digital environments, and within 

communities (80). A 2007 systematic review found strong evidence for school-based 

interventions with the involvement of family or community and multicomponent interventions 

for increasing physical activity (81). Various limitations in study design and reporting across 

included studies were noted, such as lack of reported information on randomisation and 

blinding, short follow-up duration, and lack of precision in physical activity measurement 

(81). An updated umbrella review summarised the evidence since 2012 and found that 

school-based interventions were largely unsuccessful in changing physical activity 

behaviours, mostly due to poor implementation (82, 83). However, multi-component 

interventions appear to be more successful than single-component, school-based 

interventions (84). Emerging evidence of digitally-delivered interventions to promote physical 

activity show promise in the short term, which warrant further exploration (85, 86). Despite 

randomised controlled trial evidence, this umbrella review revealed that limited LMICs were 

included in the reviews and interventions targeted younger adolescent populations (10 to 14 

years old). In addition, effect sizes were generally small and non-significant. Therefore, there 

is an underrepresentation of 15- to 19-year-olds and LMICs in physical activity research. 

 

Associations and clustering of health risk behaviours 

Research shows that the number of health risk behaviours increase with age and co-occur 

as risk behaviour clusters (87-89). This is cause for concern during adolescence, as it is also 

a crucial period for psychopathology with half of all mental health conditions emerging by 

age 14 (90). Significant relationships have been established between unhealthy dietary 
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patterns and poor mental health among adolescents (91). In addition, evidence shows that 

physical activity has the potential to reduce symptoms of depression and anxiety (92), and 

significant positive associations exist between physical activity and mental health status in 

adolescents (93, 94). These findings demonstrate that keeping a healthy diet and being 

physically active may be protective towards mental health and wellbeing among 

adolescents.  

 

Associations have also been demonstrated between other health risk behaviours and poor 

mental health. Excessive screen time and not meeting sleep recommendations are 

associated with mental health problems among adolescents (95, 96). Strong associations 

have also been found between harmful alcohol use (97), tobacco use (98), e-cigarette use 

(99), and mental health problems. Limitations among these studies include the fact that they 

are mostly cross-sectional or survey studies with limited follow-up. Future longitudinal or 

experimental studies are needed in these areas to confirm cause and effect relationships. 

Despite this, there is a clear need for targeted strategies and interventions for adolescents 

which focus on positive health behaviours that are protective for both physical and mental 

health. However, these strategies must also aim to address health determinants across 

multiple levels (32).  

 

IMPACT OF HEALTH RISK BEHAVIOURS DURING ADOLESCENCE 

It is widely recognised that NCDs are primarily attributed to health risk behaviours which 

often emerge during adolescence. This can lead to morbidity and mortality from overweight 

and obesity, cardiovascular disease, and poor mental health (31, 32). Without intervention, 

today’s adolescents are at risk of developing NCDs and puts further pressure on our 

already-strained health system.  
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Overweight and obesity 

The prevalence of overweight and obesity increases significantly in mid-adolescence (100). 

This is seen globally with higher rates of overweight and obesity in developed than 

developing countries, and higher rates among males than females (101). In Australia, 27% 

of adolescents were overweight or obese in 2022, which has increased in the last 10 years 

(43). This is consistent with global data showing a significant upward trend in overweight and 

obesity (102). Without intervention, this generally persists into adulthood and impacts upon 

morbidity and mortality in later life (103, 104). Morbidities attributable to overweight and 

obesity include type 2 diabetes (105), metabolic syndrome (106), and several cardiovascular 

risk factors (e.g., hypertension, dyslipidemia, atherosclerosis) (107, 108). Adolescents with 

overweight and obesity are also exposed to weight-related stigma – which stereotypes 

individuals as lazy, lacking discipline, or unmotivated (109). Weight stigma causes harm 

through bullying, social isolation, changes in dietary behaviours, and avoidance of 

healthcare services (110), all of which cause further barriers to healthy behaviour change. 

Interventions that focus on the primary prevention of overweight and obesity are needed, yet 

current evidence demonstrates that interventions are not effective in reducing body mass 

index or increasing physical activity (111). Despite systematic review evidence, the quality of 

the evidence was rated extremely low. Interventions are needed which operate across levels 

of influence (e.g., public policy, community) and address weight stigma and determinants of 

health (e.g., social, commercial). 

 

Cardiovascular disease 

Cardiovascular disease is the leading cause of mortality worldwide, claiming nearly 18 

million lives annually (33). Multiple studies including large datasets have uncovered links 

between adolescent health status and development of cardiovascular disease. The National 

Health and Nutrition Examination Surveys (NHANES) 2005-2010 examined cardiovascular 

health components of 4673 American adolescents (12 to 19 years old) and found that there 
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was a low prevalence of ideal cardiovascular health behaviours, particularly physical activity 

and dietary intake (112). Similarly, the Cardiovascular Risk in Young Finns Study followed 

1143 Finnish children and adolescents for 21 years to study the change in cardiovascular 

health status from childhood to adulthood. Major findings from the study include that a 

change in ideal health status from childhood to adulthood was an independent predictor of 

adult pulse wave velocity (a marker of cardiovascular disease) (113), and that exposure to 

cardiovascular risk factors early in life may contribute to the development of atherosclerosis 

(114). These studies are cross-sectional and observational in nature, which cannot establish 

causality. Overall, findings suggest that to prevent cardiovascular disease in adulthood, it is 

vital to prioritise optimal cardiovascular health in adolescence (115). 

 

Poor mental health 

Development of good mental health during adolescence is important for good health and 

wellbeing to lead fulfilling and productive lives as adults. Globally, 14% of 10- to 19-year-olds 

experience a mental disorder with anxiety, depression, and behavioural disorders as the 

leading contributors (116). In Australia, the rates of mental disorders are on the rise. In 2013-

14, 20% of 11- to 17-year-olds had high or very high levels of psychological distress (117). In 

2018, rates of psychological distress had risen to 32% and in 2020 they were sitting at 34% 

(118). Many potential drivers of increases in poor mental health during adolescence have 

been proposed including: increases in social media use (119), cost of living (120), student 

debts (121), environmental crises worries (122), and a reduction in key health behaviours 

(e.g., physical activity, dietary intake) (91, 96). Interventions to modify key health behaviours 

are often part of treatment protocols for adolescents with mental disorders (123, 124). 

However, it is unknown whether maintaining key health behaviours throughout adolescence 

can prevent the development of mental disorders.  
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Furthermore, emerging research has been conducted to understand whether adverse 

outcomes from key health behaviours (e.g., cardiovascular disease) can be prevented by 

maintaining good mental health and wellbeing, shifting the focus from the role of 

psychological distress. Using data from the National Longitudinal Study of Adolescent 

Health, the authors demonstrate that adolescents with more psychological assets (e.g., 

optimism, happiness, self-esteem, belongingness, and feeling loved) were likely to have 

better cardiometabolic health in adulthood (125). Another study using the same data set also 

show that those who had higher levels of belonging (one of five dimensions of psychological 

wellbeing) in adolescence were more likely to maintain cardiometabolic health throughout 

adulthood (126). This research further demonstrates the importance of the development of 

positive social relationships in adolescence and their impact upon health outcomes in 

adulthood.  

 

HEALTH RISK BEHAVIOUR MANAGEMENT IN ADOLESCENTS 

The Australian government has an increasing focus on the need for the management of 

health risk behaviours among adolescents. The National Action Plan for the Health of 

Children and Young People 2020-30 details ‘addressing chronic conditions and preventive 

health’ as a priority action area (127), and the National Preventive Health Strategy 2021-30 

includes focus areas ‘improving access to and consumption of a healthy diet’, ’increasing 

physical activity’, and ‘promoting and protecting mental health’ (128). Yet, there is a 

continued lack of funding to preventive health in the federal budget, despite evidence 

demonstrating the economic benefits (129). In 2018-19, the total investment in preventive 

health was less than 2% of the health budget (130). In contrast, the total health system 

spending attributable to avoidable risk factors was $24 billion in 2018-19, equating to around 

12% of the overall health budget (131). Without preventive health intervention, this amount is 

only set to increase. In addition, there is a lack of strategies which are freely available to 

adolescents to support health risk behaviour management. An analysis of obesity strategies 
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in New South Wales demonstrated that there are 22 strategies focusing on good nutrition 

and physical activity (initiatives, guidelines, or policies). Of these strategies, most were 

located within in-person settings including healthcare, high schools, and community settings 

(132). No other studies were available to analyse existing strategies from other states from 

across Australia. Supporting adolescents to improve key health risk behaviours requires a 

combination of evidence-based interventions and public health policy which enables healthy 

decision making.  

 

Primary health care is a crucial factor to address the burden of NCDs. However, research 

demonstrates that primary health care is not prepared to address the growing burden of 

NCDs (133). The Australian primary health care model focuses on acute and episodic care, 

which is ineffective for NCDs that are chronic and complex conditions (134). In addition, 

those from priority populations, with chronic conditions, and living in rural and remote areas, 

have ongoing issues with primary health care including poor access and unmet needs (135). 

This is only set to drive health inequalities. The ability to address these ongoing issues and 

shift the health care system towards prevention is an immense challenge. To overcome this, 

novel strategies are needed which aim to relieve the pressure off primary health care and 

address health inequalities.  

 

A wide range of interventions have been developed and tested to improve health risk 

behaviours and encourage health-promoting behaviours among adolescents through 

education (136). Many of these are school-based, community-based, and may include 

parent and/or family involvement (137). More recently, there has been exponential growth in 

the use of digital strategies that aim to empower individual behaviour change to improve 

health risk behaviours. The literature on adolescent health promotion in the digital era is 

explored broadly in Chapter 1.2. In brief, digital strategies hold promise for diet and physical 
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activity behaviour change where interventions include education, goal setting, self-

monitoring and parental involvement. However, most evidence relates to websites and 

further research into contemporary digital health interventions is warranted (137).  

 

Importantly, terminology in this area has evolved over the course of producing this thesis, 

with a shift in the use of the word ‘lifestyle’ in the prevention of NCDs (138). The word 

‘lifestyle’ implies personal responsibility by definition. However, there are powerful 

commercial and social forces which also influence one’s health. Thus, earlier published 

chapters in this thesis use ‘lifestyle’, and chapters produced later avoid its use altogether. 

The word lifestyle is still commonly used within health research; for example, in a recent 

grant call for the Medical Research Futures Fund ‘2024 MRFF Maternal Health and Healthy 

Lifestyles’. Additionally, the definition of ‘lifestyle’ behaviours varies throughout this thesis. 

Given the significant associations between nutrition and physical activity and mental health 

status among adolescents, these health risk behaviours are focused on in each chapter. 

Other chapters focus on additional health risk behaviours, which were selected as they were 

most relevant to the policy context at the time the studies were undertaken, or those which 

adolescents identified as most relevant. 

 

CONCLUSION 

Chapter One so far has introduced the developmental period of adolescence, the importance 

of optimal health and wellbeing status during this time, the potential impacts of poor health 

and wellbeing status during adolescence, and the need for the management of health risk 

behaviours to improve the health and wellbeing for today’s generation of adolescents and 

generations to come. The remainder of this chapter is a published state-of-the-art review 

aiming to synthesise the literature on adolescent health promotion in the digital era.  
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CHAPTER ONE: Introduction (Part 2) 

Preface to the Chapter 

This chapter (Chapter One, Part 2) presents a state-of-the-art review synthesizing the 

current literature on adolescent health promotion in the digital era, thereby addressing Aim 1 

of this thesis. The manuscript that forms this chapter has been formatted for Health 

Promotion International (submitted 19th June 2024, resubmitted with corrections following 

reviewer comments 24th July 2024 and 5th September 2024), and accepted for publication 

(2nd November 2024). Included Tables and Figures are provided in the manuscript as per 

journal requirements. Authors contributions to this paper are outlined in the authorship 

attribution statement. Chapter One was disseminated in the following ways: 

 

Peer reviewed manuscript (accepted for publication) 
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Abstract:  

Adolescents globally are calling for high-quality digital services to support and improve their 

health and wellbeing. Digital technologies are playing an increasing role in healthcare and 

whilst today’s adolescents have been exposed to digital media since birth, there are unique 

challenges to their use which must be considered. This review aims to synthesize the 

literature on adolescent health promotion in the digital era. It provides evidence from 

adolescent perspectives and identifies that community-based and ‘digital only’ settings hold 

scope for further research to advance the field. The article recommends that when working 

with adolescents to develop digital health promotion tools, we should look to use youth 

engagement frameworks which are relevant to their context. Secondly, it demands stronger 

governance over digital media to protect adolescents, whilst allowing safe digital access. 

Finally, it demonstrates how listening to adolescents may help to address the emerging 

digital determinants of health and avoid exacerbating health disparities. Adolescents are 

powerful advocates to make global change. Stakeholders across research, policy and 

practice should examine how they incorporate adolescent voices to drive change in health 

promotion in the digital era.   

Keywords: 

Adolescents; digital health; health promotion; determinants of health; youth engagement; risk 

factors 

 

Contribution to Health Promotion Statement: 

• Today’s generation of adolescents are the largest generation in history and are 

calling for high-quality digital health and wellbeing services. 

• Digital technologies may enable individuals to improve their health. However, it is 

essential to avoid exacerbating health disparities.  
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• This review synthesizes literature on adolescent health promotion in the digital era, 

incorporating the current evidence within various settings, adolescents perspectives 

towards digital health promotion and the impact of the digital determinants of health. 

• Three key recommendations are provided: Use of relevant youth engagement 

frameworks, stronger governance of digital media and addressing the digital 

determinants of health. 
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There are 1.8 billion adolescents globally, which is more than any other time in history 

(Partnership for Maternal, Newborn and Child Health [PMNCH], 2023). Emerging definitions 

of adolescence consider those between 10-24 years old, which corresponds more closely 

with both adolescent growth and the shift in social roles during this life stage (Sawyer et al., 

2018). The adolescents of today are powerful advocates and leaders within their 

communities, with the potential to make substantial changes to our world. The Agenda for 

Action for Adolescents, led by the PMNCH and co-developed with adolescents highlights 

seven priorities for urgent action (PMNCH 2023), one of which is to provide affordable, high-

quality adolescent health and wellbeing services including digital services. To address this 

priority, we must examine the current state of adolescent health promotion in the digital era, 

and identify key areas for action within research, policy, and practice. 

 

Developments in digital health promotion  

Digital technologies have become entwined in the lives of people globally, including playing 

an increasing role in their healthcare (Miller and West, 2009). This comes with the 

opportunity to use digital technologies to provide access to information and services, which 

were previously non-existent – including in health promotion (Nutbeam et al., 2021). Digital 

health promotion is defined as the applications of digital technologies to enable people to 

increase control over, and to improve, their health (Koh et al., 2021; World Health 

Organization, 2024). Improving technologies, greater connectivity, and adoption of 

smartphones and wearable devices over time provides further potential for using digital 

technologies for health promotion (Koh et al., 2021). Not all countries globally have adequate 

healthcare coverage to provide access to health promotion information (World Health 

Organization, 2023), and digital technologies can be used to extend coverage and provide 

access. In addition, the COVID-19 pandemic accelerated the integration of digital health 

services into usual care (Mosnaim et al., 2020; Anthony, 2021; Dettori and Castiglia, 2022) 

and changed the landscape of healthcare. Digital health is here to stay, and it is vital to 
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identify ways we can use technology to enable individuals to increase control over, and 

improve, their health.   

 

However, many digital health initiatives focus only on individual responsibility for improving 

health behaviours, ignoring upstream contributors which contribute to health inequalities 

(Williams and Fullagar, 2019). It is recognized that the ability to improve health behaviours 

will be more impactful in a system which also supports them, requiring multi-sector 

collaboration to work towards a healthy and equitable future (Sims and Aboelata, 2019).  

Previous work has suggested that the digital domain is a “super” social determinant of health 

(Hanebutt, 2023), as the gap in digital literacy and access between historically marginalized 

groups and others compounds existing health disparities. However, more recent literature 

discusses how the design, implementation and use of technology interact with the social 

determinants of health to influence health outcomes – such interactions are defined as the 

digital determinants of health (Chidambaram et al., 2024). The digital determinants of health 

refers to the technological factors that are incorporated to provide affordable, accessible and 

quality care to consumers enhancing their healthcare engagement and experience 

(Chidambaram et al., 2024), considering both the adoption of digital tools and health equity. 

It is vital that these determinants are considered to achieve health promotion through digital 

technologies. 

 

Adolescents and digital health 

Adolescence, 10-24-years, is a life stage of biological, emotional, and social development 

(Laski, 2015). It is widely recognized that specific attention should be given to adolescent 

health, separate to children or adults (World Health Organization, 2014). Adolescence is 

often regarded as the ‘second window for opportunity’ (UNICEF Office of Research – 

Innocenti, 2017) where influence on brain development can be achieved through the 



38 
 

experiences and environments to which they are exposed. Therefore, an opportunity exists 

to develop interventions which aim to improve adolescent health and wellbeing. Health 

behaviours including diet, physical activity, tobacco, and alcohol use, often begin within 

adolescence. These established health behaviours often continue into adulthood to influence 

morbidity and mortality throughout life (Viner and Macfarlane, 2005). In the last 20 years, 

there have been limited changes to the way preventive health care has been delivered to 

adolescents (Schor, 2024). However, there are emerging challenges which adolescents face 

to maintaining healthy behaviours, including climate change, digital technologies, social 

media and the commercial determinants of health (The Lancet Public, 2024). Though 

adolescence is a window for opportunity it is also a period of vulnerability due to neural 

plasticity, which may have lasting effects on adolescent development (DAHL, 2004). In 

particular, the commercial determinants of health, defined as the systems, practices and 

pathways through which commercial actors drive health and equity (Gilmore et al., 2023), 

have a substantial impact on adolescent health and wellbeing (Pitt et al., 2024). Commercial 

actors are using traditional and contemporary marketing strategies to promote harmful 

products to adolescents (Montgomery and Chester, 2009; Soraghan et al., 2023). Given that 

adolescence is a period of both opportunity and vulnerability, there is a specific need for 

health promotion during adolescence in acceptable and engaging formats.  

 

Today’s adolescents are digital natives, and their lives are intertwined with technology from 

birth (Lusk, 2010). Though there are many benefits of digital media use (learning, exposure 

to new knowledge, increased social support), there are also risks including negative effects 

on attention, exposure to misinformation and risks to privacy and confidentiality (Reid 

Chassiakos et al., 2016). Adolescents are typically the highest users of digital media, though 

access can vary in different parts of the world (Holly et al., 2023), and they use digital 

technologies in various ways to obtain health information. Research shows that they have 

been doing this for more than 20 years. A study by Skinner and colleagues in 2003 found 
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that adolescents were using the internet to seek health-related information and 

acknowledged that this brings novel challenges for health professionals (Skinner et al., 

2003). Over time, the ways adolescents seek health information has evolved. In 2010, Ito 

and Brown found that newer forms of digital media (e.g. social media, smart phones), were 

more attractive to adolescents for health information since they are more interactive and 

mobile (Ito and Brown, 2010). More recent studies have shown that adolescents are 

changing their behaviour based on information found online (Blázquez Barba et al., 2018,; 

Raeside et al., 2022), yet the content that they are viewing has limited objectivity and 

transparency (Armstrong et al., 2021). Given that adolescents are digital natives and are 

seeking health information online, there are opportunities present to leverage digital 

technologies for health promotion among this age group.  

 

Studies have been conducted to elucidate the effectiveness of digital interventions on 

improving health behaviours among adolescents. Rose and colleagues demonstrated that 

digital interventions to improve physical activity and diet among adolescents were effective in 

causing behaviour change, yet longer follow-ups were needed to determine whether 

behaviour change was sustained (Rose et al., 2017). Another systematic review confirmed 

these findings among web-based interventions for health behaviour change among 

adolescents (de Sousa et al., 2022). As the variety of digital settings grow, there is a need to 

evaluate emerging digital platforms. In addition, there has also been promising research 

demonstrating the benefits of digital interventions for mental health promotion among 

adolescents (Wright et al., 2023), and that digital interventions targeting preventive health 

behaviours have small yet positive effects on mental health and wellbeing outcomes 

(Raeside et al., 2023, Smout et al., 2024). Therefore, digital settings show a great deal of 

promise in delivering holistic health promotion information to adolescents. Yet, there are 

challenges which must be considered. 
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The following article aims to synthesize the literature on adolescent health promotion in the 

digital era. Four main areas are considered: (i) current settings for adolescent digital health 

promotion, (ii) adolescents perspectives towards digital health promotion, (iii) the relationship 

between the digital determinants of health and adolescent digital health promotion and (iv) 

areas for action in research, policy and practice.  

 

Current settings for adolescent digital health promotion  

Digital health promotion for adolescents can occur across settings including ‘digital only’, 

school-based, primary care, and community-based. A review by Stark and colleagues 

examining digital health promotion in different settings found that it is most commonly 

occurring in schools, communities, and ‘digital only’ settings (Stark et al., 2022). However, 

most of the research has been conducted in high-income countries. A recent review of digital 

health promotion for children and adolescents found that 82% of the included studies were 

conducted in high-income countries, and a larger focus is needed on research and 

implementation of digital health promotion for adolescents in low and middle-income 

countries (LMICs) (Oh et al., 2022), so that it is not only coming from a Western lens. Ferretti 

and colleagues explored some of the gaps and provide several important factors which must 

be addressed in LMICs including increasing digital access and literacy, involving adolescents 

in co-design, ensuring safety and monitoring of digital tools and improving technology 

governance (Ferretti et al., 2023b). ‘Digital only’ settings (e.g. mobile devices, web-based 

programs, social media, apps, telemonitoring devices) hold an important role in health 

promotion to adolescents as they can be delivered at scale. Though all examples described 

below are delivered in digital settings, some are also based within a setting which is 

physical. Below, we discuss the current evidence for digital health promotion in various 

settings.  
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School-based settings are important for digital health promotion amongst adolescents, given 

that they can reach large populations and have potential to be scaled meet the needs of 

adolescents. In fact, most research on digital health promotion has occurred in schools (Oh 

et al., 2022). However, it must be considered whether this is an effective setting for digital 

health promotion. Digital health promotion programs may be used within the school 

environment when technology is available for use (e.g. Wi-Fi), yet adolescents may not be 

willing to use their own mobile data for access if no connectivity is available (Kennedy et al., 

2018). A review by Champion and colleagues showed promise for school-based e-health 

interventions to improve lifestyle health behaviours including physical activity, fruit and 

vegetable intake and screen time. Yet longer follow ups were needed to determine whether 

the behaviour change was sustained beyond the intervention period (Champion et al., 2019). 

In addition, important conditions have been identified to ensure effective implementation of 

digital health promotion programs in schools. These include that the program becomes a tool 

of choice in the school and links to existing school programs, that resources are invested to 

ensure uptake, that it is user-friendly, and that the platform engages participation of all 

(Dagenais et al., 2022).  

 

Primary care - though not identified as one of the most common settings for digital health 

promotion - should be considered. In 2000, no studies on physical activity and nutrition 

interventions for adolescents within primary care were identified, digital or otherwise (Sallis 

et al., 2000). Studies among adults had previously shown promise, therefore this study 

concluded that further research to demonstrate effectiveness among adolescents was 

warranted. Twenty years on, considerable research has occurred demonstrating promise for 

adolescent digital health promotion within primary care. Yet unique challenges of technology 

are highlighted including the disconnect between digital tools and clinical care, privacy and 

security concerns of adolescents and the value of digital health tools (Wong et al., 2020). In 

addition, ongoing issues with access to primary care services exist for adolescents (Sanci et 
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al., 2005; Kang, 2018), especially those from minority groups (e.g. Indigenous populations) 

(Harfield et al., 2024). Adolescents desire to use technology with their health providers to 

have questions answered outside of visits, have greater access to providers as a method of 

building rapport, and for sharing data regarding their health behaviours between visits 

(Radovic et al., 2018). Effective policies and service planning are needed in collaboration 

with adolescents to ensure that digital solutions can be incorporated to deliver digital health 

promotion within primary care. 

 

Community-based has many meanings with community acting as a setting, target, agent or 

resource (McLeroy et al., 2003). For this review, we focus on the community as a setting. 

Community-based approaches are important in digital health promotion as they can enable 

access to groups which may be particularly difficult to reach e.g. those who are socially 

disadvantaged or marginalized (Koh et al., 2021). There is limited research specific to 

adolescents in this setting. Digital formats are found to be appropriate for community health 

promotion when anonymity and flexibility are considered (Schroeer et al., 2021). For 

adolescents, this may be particularly beneficial for community-based peer support health 

promotion programs. Rose-Clarke and colleagues demonstrated that community-based, 

peer-facilitated interventions in LMICs are promising for improving adolescent health 

outcomes (e.g. improving mental health and reducing substance use and violence) (Rose-

Clarke et al., 2019). No similar studies could be found in high-income countries. Hence, 

there is scope to focus research efforts on community-based digital health promotion 

programs. Examples of interventions in school-based, primary care, community and ‘digital 

only’ settings are described below in Table 1.  
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Table 1: Examples of digital health promotion interventions for adolescents in various 
settings 

Setting Description 
School-baseda Country: 5 European Countries (Austria, Germany, Greece, 

Sweden, Belgium)  
Intervention: Healthy Lifestyle in Europe by Nutrition in 
Adolescence (HELENA). Computer-tailored program consisting of:  
(a) an introduction page; 
(b) a diagnostic tool; 
(c) advice 
Students received tailored feedback about their attitudes, self-
efficacy, social support, knowledge, perceived benefits, and 
barriers related to their physical activity in the final part of the 
advice. 
Setting role: Intervention is delivered during school hours and 
guided by teachers 
Duration: 1-month 
Ages: 12-17 years old 

Primary Careb Country: USA 
Intervention: Electronic health risk behaviour screening with 
integrated feedback 
Setting role: Intervention is delivered during primary care visit 
Duration: 6-months 
Ages: 13-18 years old 

Community-basedc Country: USA 
Intervention: Text messaging intervention to improve fruit and 
vegetable and healthy beverage intake in rural adolescents 
Setting role: Intervention is delivered to rural dwelling adolescents 
only 
Duration: 8 weeks 
Ages: High school students 

‘Digital only’d Country: Australia 
Intervention: Text message intervention to improve body mass 
index and lifestyle outcomes in adolescents who are above a 
healthy weight 
Setting role: Intervention is delivered via digital setting with no 
restrictions on location (other than within 1 country) 
Duration: 6-months 
Ages: 13-18 years old 

 
a De Bourdeaudhuij et al. (2010). 
b Richardson et al. (2021). 
c Gustafson et al. (2019) 

d Partridge et al. (2020). 
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Adolescents’ perspectives towards digital health promotion 

While it is well-known that adolescents frequently use digital media, it is crucial to 

understand their acceptance of digital platforms for receiving health promotion information. 

Studies have been conducted in high income countries to understand how adolescents are 

using technology to support their health. A study conducted in the USA found that 

adolescents are using technology to gather information, share their experiences, view others 

experiences and track behaviours and health goals (Radovic et al., 2018). An Australian 

study found that 78% of adolescents were using websites and 77% were using social media 

for seeking health promotion information. However, most participants found these only 

somewhat helpful (Armstrong et al., 2021). Adolescents also report using websites and 

social media differently for accessing health promotion information. For websites, they 

actively search for information whereas on social media, they passively receive information 

presented to them (Raeside et al., 2022). Adolescents also desired health promotion 

information to be well-presented, credible, and relevant to them (Raeside et al., 2022). 

Another study which asked participants about social media specifically, had similar findings 

where adolescents desired information that is reliable, attractive, and tailored to meet their 

needs (Plaisime et al., 2020). Together, findings demonstrate that adolescents are using 

digital media to obtain health promotion information and that they have specific requirements 

which must addressed for such information to be acceptable to them.  

 

Ferretti and colleagues were the first to synthesize all studies which gather youth 

perspectives on digital health promotion. Adolescents described features which appealed to 

them including the quality of the user interface, a supplement to their personal efforts to 

maintain good health, informative and tailored content, sense of community, effective 

behaviour change, and privacy and confidentiality (Ferretti et al., 2023a). Drawbacks to the 

use of digital health promotion tools were also raised, including friction with user experience, 
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a lack of personalisation, privacy risks, insufficient human interaction, the risk for 

misinformation and poor evidence of effectiveness (Ferretti et al., 2023a). These findings 

can also be seen in a systematic review assessing effective design features for youth 

engagement in games for health promotion, where Schwarz and colleagues found that 

adaptability to suit the user’s needs, along with high-end graphics, and characters which the 

user can identify with were associated with higher user engagement (Schwarz et al., 2020). 

Adolescents have also reported that they want governments and technology companies to 

provide stronger regulation of online content and services which can protect them from both 

harm and misinformation, as well as increasing access to quality and trustworthy health 

information (Governing Healthy Futures Commission, 2021).  

 

Significant investment is needed for the development of evidence-based digital health 

promotion interventions that are both relevant and appealing to adolescents and do not 

widen existing health disparities, which can be achieved through genuine youth 

engagement. A recent umbrella review found 99 articles describing the positive impacts of 

adolescent involvement in health research, which has benefits to adolescents themselves 

(increased knowledge and skills, personal development) and to the research (improved 

recruitment, data collection, and analysis). Yet the quality of the evidence remains weak due 

to lack of reporting and evaluation (Warraitch et al. 2024b). Challenges to involving 

adolescents in health research have also been identified (Warraitch et al., 2024a), many of 

which may be addressed by the use of youth engagement theories, guidelines or 

frameworks to guide adolescent involvement. Youth engagement theories, guidelines and 

frameworks have been used widely within the literature (Sanchez et al. 2024; Warraitch et 

al., 2024c), which may be classified as power, process, impact, or equity focused. Examples 

of each focused framework are available in Table 2. Though there are many available, they 

are often narrow in scope, limited to one context and may depend on available resources 

(Sanchez et al., 2024). 
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Table 2: Examples of youth engagement theories, guidelines and frameworks 

Focus Description Example 
Power-focused Focus is on identifying, describing or explaining 

who has leadership or power in partnership 
between youth and researchers 

Authentic Youth 
Participationa 

Process-focused Focus is on describing barriers, facilitators and 
other factors affecting youth engagement in 
research 

Youth Agency for 
Social Change 
Modelb 

Impact-focused Focus is on describing and conceptualizing the 
potential impacts of youth engagement in 
research 

EIPARS Modelc 

Equity-focused Focus is on identifying and proposing alternative 
approaches to conventional methods in research 

YPAR 2.0 Model 
of Research 
Engagementd 

 
a Hinkle et al. (2018) 
b Suleiman et al. (2006). 

c Norman and Skinner (2007).  
d Akom et al. (2016). 

 

Relationship between the digital determinants of health and adolescent digital health 

promotion 

Though digital health promotion interventions hold promise to improve adolescent health 

outcomes and improve access, they also have the potential to exacerbate existing health 

disparities. Digital health promotion interventions typically support individuals to improve 

health outcomes through behaviour change (Webb et al., 2010; Lustria et al., 2013). These 

often require individuals to have digital technology access and high levels of digital health 

literacy (Busse et al., 2022). As a result, evidence suggests that digital health interventions 

may be less effective for historically marginalized groups (Brewer et al., 2020). This is known 

as the digital divide, where disparities exist between those with digital access and digital 

literacy, and those without (Hanebutt, 2023). Among adolescent digital health promotion 

interventions which are growing in popularity, most do not consider factors that affect access 
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and engagement (Rose et al., 2017, Raeside et al., 2023) and of those that do, few sought 

to implement strategies that would improve these when identified (Whitehead et al., 2024).  

 

We can look to adolescent digital health promotion to drive change in addressing the digital 

determinants of health (Kickbusch and Holly, 2023). Many of the adolescent attitudes 

towards digital health promotion identified by Ferretti et al. (Ferretti et al., 2023a) are cross 

cutting with dimensions of the digital determinants of health (Chidambaram et al., 2024). For 

example, technology personalization is one of the digital determinants of health, also cited 

by adolescents to be highly appealing. Furthermore, adolescents have called for high quality, 

usable digital tools for health promotion, addressing further dimensions of the digital 

determinants of health including ease of use, usefulness, interactivity, and digital literacy. 

Figure 1 depicts a concept map demonstrating cross-cutting themes between adolescent 

attitudes towards digital health promotion and the digital determinants of health. By 

genuinely engaging adolescents in development of digital health promotion interventions, we 

can seek to create digital health promotion tools which do not widen existing health 

disparities.  
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Figure 1. Concept map of digital determinants of health linked with adolescent 

attitudes to digital health promotion 

 

Development of effective and equitable digital health promotion tools for adolescents cannot 

be achieved by youth engagement alone. Stronger governance and regulation around digital 

media is also crucial for addressing the digital determinants of health (Governing Healthy 

Futures Commission, 2021), and protecting the wellbeing of adolescents (Holly et al., 2023). 

Adolescents remain vulnerable as they are creating online identities whilst they continue to 

grow and develop offline (Israni et al., 2020). In summary, adolescents have unique views on 

the use of digital tools for health promotion which must be explored and adhered to when 
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developing tools for digital health promotion, and governments and technology companies 

have a crucial role to play in protecting adolescents in the digital world.  

 

Areas for action in research, policy and practice 

Digital health promotion for adolescents has strong potential for effectiveness. Yet, the need 

for health promotion among adolescents challenges the capacity of traditional healthcare 

systems and school settings. Current evidence demonstrates that there is scope for 

adolescent digital health promotion interventions particularly within community-based and 

‘digital only’ settings. However, developing and implementing effective digital health 

promotion interventions for adolescents requires new approaches which engage adolescents 

throughout the entire research process and in the development of policies to protect them in 

a digital world. Three key areas for action are suggested:  

 

Use of relevant youth engagement frameworks 

It is important for researchers to select theories, guidelines or frameworks which are relevant 

to their context. However, it is difficult to provide specific examples for each context as 

relevance will depend on systemic factors including time, resources, systems, and expertise 

within the team. Studies which synthesize theories, guidelines and frameworks (Sanchez et 

al., 2024; Warraitch et al., 2024c) are a good starting place for those working to engage 

youth. It is acknowledged that further work is needed to provide youth engagement theories, 

guidelines and frameworks which are comprehensive, developed with youth, and can be 

applied across multiple contexts. Selection and application of the most appropriate youth 

engagement frameworks (taking systemic factors into account) in development of digital 

health promotion interventions will provide valuable reporting and evaluation guidance for 

those in research, policy, and practice. This in turn will lead to generation of rigorous, higher 

quality studies that will help to drive policy action. 



50 
 

 

Stronger governance of digital media 

Action is needed to strengthen governance through proactive policies from technology 

companies along with government-led legislation which acts to protect adolescent health and 

wellbeing, yet also allows them access to continue to explore the digital world safely 

(Roman-Urrestarazu et al., 2022). Effective legislation from governments may include 

regulation on the quality of health information on social media platforms, and regulation on 

marketing of unhealthy products. Furthermore, greater commitment from governments and 

educators to improve digital health literacy skills of adolescents is needed. Adolescents 

themselves should also be given the right to contribute to the development of these policies 

(United Nations, 1990), as their unique perspectives and experiences are key to shaping a 

digital environment which is safe, equitable and inclusive for all.  

 

Addressing the digital determinants of health 

To ensure that all digital determinants of health are addressed, it is vital to seek 

representation from a broad range of adolescents when engaging them to develop digital 

health promotion tools. Without fundamental change to address the digital domain as a 

“super” social determinant of health, the digital divide will only continue to be exacerbated. 

Frameworks have been developed to support the development of digital health tools which 

are equitable, and in line with the digital determinants of health across individual, 

interpersonal, community and societal levels (Richardson et al., 2022). Such frameworks will 

support those who develop digital health tools within academia and practice to ensure that 

they do not widen the equity gap.  

 

Today’s adolescents have the power as the largest generation in history to make substantial 

social and system changes to our world. The development of high-quality digital health 
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promotion tools that empower adolescents to improve health behaviours is within reach. 

Researchers, policymakers, and those in practice must look to engage adolescents to drive 

change. This in turn will assist in the development of digital health promotion tools which are 

equitable and accessible for all. 
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CHAPTER TWO: Are digital health interventions that target lifestyle 
risk behaviours effective for improving mental health and wellbeing 

in adolescents? A systematic review with meta-analyses 
Preface to the Chapter 

This chapter (Chapter Two) presents the findings of a systematic review with meta-analyses 

to evaluate how effective digital health interventions which target lifestyle risk behaviours are 

in improving mental health and wellbeing among adolescents, thereby addressing Aim 2 of 

this thesis. This systematic review with meta-analyses has been peer-reviewed (submitted 

16th May 2023, resubmitted with corrections following reviewer comments 18th July 2023) 

and published (12th August 2023) in Adolescent Research Review. Authors contributions to 

this paper are outlined in the authorship attribution statement. Chapter Two was 

disseminated in the following ways: 

 

Published peer reviewed manuscript 

Raeside R, Jia SS, Todd A, Hyun K, Singleton A, Gardner LA, Champion KE, Redfern J, 

Partridge SR. Are Digital Health Interventions That Target Lifestyle Risk Behaviors Effective 

for Improving Mental Health and Wellbeing in Adolescents? A Systematic Review with Meta-

analyses. Adolescent Res Rev 9, 193-226 (2023). doi: 10.1007/s40894-023-00224-w 

This work is licensed under a Creative Commons Attribution 4.0 International License (CC 

BY 4.0). 

Conference presentations 

1. Raeside R et al (7-9/11/2022) Effectiveness of digital health interventions targeting 

lifestyle risk factors on improving adolescent mental health or wellbeing: a systematic 

review. 10-min oral. Australian Association for Adolescent Health Youth Health 

Conference 2022. Melbourne, Australia.  

2. Raeside R et al (14-17/06/2023) Effectiveness of digital health interventions targeting 

lifestyle risk behaviours on improving adolescent mental health or wellbeing: a 
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systematic review with meta-analysis. 10-min oral (prize session). International Society 

of Behavioural Nutrition and Physical Activity Annual Meeting 2023. Uppsala, Sweden 
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Appendix 1: PRISMA 2020 Checklist 
Section and 
Topic  

Item 
# Checklist item  

Location 
where item 
is reported  

TITLE   
Title  1 Identify the report as a systematic review. 1 
ABSTRACT   
Abstract  2 See the PRISMA 2020 for Abstracts checklist. 1-2 
INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of existing knowledge. 3-4 
Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. 4 
METHODS   
Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. 4-5 
Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the 
date when each source was last searched or consulted. 

5 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Appendix 2 
Selection process 8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record 

and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process. 
5-6 

Data collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked 
independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the 
process. 

6 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each 
study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect. 

4-6 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any 
assumptions made about any missing or unclear information. 

6-7 

Study risk of bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each 
study and whether they worked independently, and if applicable, details of automation tools used in the process. 

7 

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. 6 
Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and 
comparing against the planned groups for each synthesis (item #5)). 

6 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data 
conversions. 

6 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. 6 
13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the 

model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 
6 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression). 6 
13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. 6-7 

Reporting bias 14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). 6-7 
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Section and 
Topic  

Item 
# Checklist item  

Location 
where item 
is reported  

assessment 
Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. N/A 

RESULTS   
Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in 

the review, ideally using a flow diagram. 
7, Figure 1 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. N/A 
Study 
characteristics  

17 Cite each included study and present its characteristics. 7-8, Table 
1, 2 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. 11 

Results of 
individual studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision 
(e.g. confidence/credible interval), ideally using structured tables or plots. 

Appendix 3 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. 8-11 
20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. 

confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect. 
8-11, Figure 
2 

20c Present results of all investigations of possible causes of heterogeneity among study results. 8-11, Figure 
2 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. 8-11, Figure 
3 

Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. N/A 
Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. N/A 

DISCUSSION   
Discussion  23a Provide a general interpretation of the results in the context of other evidence. 12 

23b Discuss any limitations of the evidence included in the review. 12 
23c Discuss any limitations of the review processes used. 14 
23d Discuss implications of the results for practice, policy, and future research. 12-14 

OTHER INFORMATION  
Registration and 
protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not registered. 4 
24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. 4 
24c Describe and explain any amendments to information provided at registration or in the protocol. 6-7 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. 7, 16 
Competing 26 Declare any competing interests of review authors. 16 
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Section and 
Topic  

Item 
# Checklist item  

Location 
where item 
is reported  

interests 
Availability of 
data, code and 
other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included 
studies; data used for all analyses; analytic code; any other materials used in the review. 

16 

 
 
From:  Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71 

For more information, visit: http://www.prisma-statement.org/  
  

http://www.prisma-statement.org/
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Appendix 2: Search strategy for Pre-Medline, Medline, Embase, Cochrane Cochrane Central 
Register of Controlled Trials (CENTRAL), AMED (via OvidSP 1946-present) 

-------------------------------------------------------------------------------- 

1     Telemedicine.mp. or Telemedicine/  

2     e-health.mp.  

3     ehealth.mp.  

4     electronic health.mp.  

5     digital health.mp.  

6     mobile health.mp.  

7     mhealth.mp.  

8     m-health.mp.  

9     Cell Phone/ or Cell Phone*.mp.  

10     cellphone*.mp.  

11     mobile phone*.mp.  

12     Mobile Applications/ or mobile*.mp.  

13     Text Messaging/ or text messag*.mp.  

14     SMS.mp.  

15     texting.mp.  

16     Smartphone/ or smartphone*.mp.  

17     smart phone*.mp.  

18     world wide web.mp. or Internet/  

19     online*.mp.  

20     social media.mp. or Social Media/  

21     (Facebook or WhatsApp or YouTube or skype or Instagram or twitter or Tumblr or 
Snapchat or Reddit or Myspace).mp.  

22     email.mp. or Electronic Mail/  

23     e-mail.mp.  

24     (smartwatch* or smart watch*).mp.  

25     wearable device*.mp. or Wearable Electronic Devices/  

26     activity track*.mp.  

27     Fitness Trackers/ or fitness track*.mp.  

28     (e-portal* or eportal* or electronic portal).mp.  

29     personal digital assistant.mp.  

30     physical activit*.mp. or Exercise/  



103 
 

31     physical fitness.mp. or Physical Fitness/   

32     diet.mp. or Diet/  

33     nutrition.mp.  

34     Food/ or "Diet, Food, and Nutrition"/ or food.mp.  

35     Sleep/ or sleep.mp.  

36     sedentary behavio?r.mp. or Sedentary Behavior/  

37     screen time.mp. or Screen Time/  

38     Smoking, Non-Tobacco Products/ or Tobacco/ or tobacco.mp.  

39     smoking.mp. or Smoking/  

40     alcohol.mp. or Alcohols/  

41     drink*.mp. or Alcohol Drinking/  

42     mental health.mp. or Mental Health/  

43     (well-being or wellbeing).mp.  

44     (self-esteem or self esteem).mp. or Self Concept/  

45     (self-efficacy or self efficacy).mp. or Self Efficacy/  

46     quality of life.mp. or "Quality of Life"/  

47     Anxiety/ or anxiety.mp.  

48     depress*.mp. or Depression/  

49     self image.mp.  

50     Resilience, Psychological/ or resilien*.mp.  

51     stress.mp. or Stress, Psychological/  

52     Adolescent/ or adolesce*.mp.  

53     teen*.mp. or Adolescent Behavior/  

54     young adult.mp. or Young Adult/  

55     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 
17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29  

56     30 or 31 or 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 
44 or 45 or 46 or 47 or 48 or 49 or 50 or 51  

57     52 or 53 or 54  

58     55 and 56 and 57  

59     control* trial*.mp. or Randomized Controlled Trials as Topic/  

60     Clinical Trials as Topic/ or clinical trial*.mp.  

61     59 or 60  

62     58 and 61  
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63     limit 62 to yr="2005 -Current"  
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Appendix 3A: Data extracted for meta-analyses  

Author, Year, Country Questionnaire Questionnaire 
domain 

Post-
intervention 
follow-up 

‘Most complex’ 
intervention 
group (n) 

Intervention 
group Mean 
(SD) 

Control 
group 
(n) 

Control 
group 
Mean (SD) 

QoL (physical)        
Chen et al, 2018, USA PedsQL physical 6 months 23 84.69 (13.99) 17 77.83 

(19.35) 
Kose et al, 2020, Turkey PedsQL physical 6 months 43 78.63 (8.35) 37 71.06 

(11.86) 
Likhitweerawong et al, 
2021, Thailand 

PedsQL physical 6 months 35 79.82 (17.67) 35 76.25 
(16.66) 

Vargas-Martinez et al, 
2019, Spain 

Health-related quality of life 
(EQ-5D-5L) 

NA 4 months 742 0.944 (0.14) 505 0.94 (0.13) 

QOL (psychosocial)        
Chen et al, 2018, USA PedsQL psychosocial 6 months 23 89.18 (8.75) 17 80.07 

(14.49) 
Kose et al, 2020, Turkey PedsQL psychosocial 6 months 43 79.16 (10.07) 37 69.31 

(12.48) 
Likhitweerawong et al, 
2021, Thailand 

PedsQL psychosocial 6 months 35 79.82 (17.67) 35 76.25 
(16.66) 

Vargas-Martinez et al, 
2019, Spain 

Health-related quality of life 
(EQ-5D-5L) 

NA 4 months 742 0.944 (0.14) 505 0.94 (0.13) 

Depressive symptoms        
Chan et al, 2022, Hong 
Kong 

HADS Depression 8 weeks 45 5.8 (4.4) 45 6.9 (4.1) 

Egilsson et al, 2021, 
Iceland 

CDI NA 6 weeks 20 73.4 (7.03) 21 71.85 
(7.45) 

Graham et al, 2021, USA PHQ-2 NA 4 weeks 1304 1.98 (1.72) 1284 2.00 (1.77) 
Jones et al, 2008, USA CES-D 20 NA 16 weeks 52 11.29 (9.76) 53 13.22 

(10.79) 
Lopez et al, 2021, USA CES-DC 10 NA 24 weeks 37 8.38 (5.22) 38 7.91 (5.41) 
Anxiety        
Chan et al, 2022, Hong 
Kong 

HADS Anxiety 8 weeks 45 6.5 (3.4) 45 8.7 (3.6) 

De Bruin et al, 2018, 
Netherlands 

YSR Anxiety 
problems 

6 weeks 39 2.59 (1.82) 39 3.92 (2.07) 
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CDI: Children’s Depression Inventory, CES-D: Center for Epidemiological Studies Depression Scale, CES-DC: enter for Epidemiological Studies Depression 
Scale of Children, EQ-5D-5L: EuroQol 5 Dimension 5 Level, GAD-2: Generalized Anxiety Disorder 2-item, HADS: Hospital Anxiety and Depression Scale, 
MASC: Multidimensional Anxiety Scale for Children, NA: Not Applicable, PedsQL: Pediatric Quality of Life , PHQ-2: Patient Health Questionnaire 2-item, SD: 
Standard Deviation 

 

  

Egilsson et al, 2021, 
Iceland 

MASC NA 6 weeks 20 55.5 (13.1) 21 50.23 
(13.16) 

Graham et al, 2021, USA GAD-2 NA 4 weeks 1304 2.41 (1.88) 1284 2.47 (1.88) 
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Appendix 3B: Data used for sensitivity analyses 

 

CES-D: Center for Epidemiological Studies Depression Scale, EQ-5D-5L: EuroQol 5 Dimension 5 Level, GAD-2: Generalized Anxiety Disorder 2-item, HADS: 
Hospital Anxiety and Depression Scale, NA: Not Applicable, PedsQL: Pediatric Quality of Life, PHQ-2: Patient Health Questionnaire 2-item, SD: Standard 
Deviation 

 

Author, Year, Country Questionnaire Questionnaire 
domain 

Post-
intervention 
follow-up 

‘Most complex’ 
intervention 
group (n) 

Intervention 
group Mean 
(SD) 

Control 
group 
(n) 

Control 
group 
Mean 
(SD) 

QoL (physical)        
Chen et al, 2018, USA PedsQL physical 6 months 23 84.69 (13.99) 17 77.83 

(19.35) 
Likhitweerawong et al, 
2021, Thailand 

PedsQL physical 6 months 35 79.82 (17.67) 35 76.25 
(16.66) 

Vargas-Martinez et al, 
2019, Spain 

Health-related quality of 
life (EQ-5D-5L) 

NA 4 months 742 0.944 (0.14) 505 0.94 
(0.13) 

QOL (psychosocial)        
Chen et al, 2018, USA PedsQL psychosocial 6 months 23 89.18 (8.75) 17 80.07 

(14.49) 
Likhitweerawong et al, 
2021, Thailand 

PedsQL psychosocial 6 months 35 79.82 (17.67) 35 76.25 
(16.66) 

Vargas-Martinez et al, 
2019, Spain 

Health-related quality of 
life (EQ-5D-5L) 

NA 4 months 742 0.944 (0.14) 505 0.94 
(0.13) 

Depressive symptoms        
Chan et al, 2022, Hong 
Kong 

HADS Depression 8 weeks 45 5.8 (4.4) 45 6.9 (4.1) 

Graham et al, 2021, 
USA 

PHQ-2 NA 4 weeks 1304 1.98 (1.72) 1284 2.00 
(1.77) 

Anxiety        
Chan et al, 2022, Hong 
Kong 

HADS Anxiety 8 weeks 45 6.5 (3.4) 45 8.7 (3.6) 

Graham et al, 2021, 
USA 

GAD-2 NA 4 weeks 1304 2.41 (1.88) 1284 2.47 
(1.88) 
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Appendix 4: Funnel Plots of comparisons 

4.1 Funnel plot - QOL physical 

 
4.2 Funnel plot - QOL psychosocial 

 
4.3 Funnel plot – Depressive symptoms 
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4.4 Funnel plot - Anxiety 

 
SE: standard error, SMD: standardised mean difference 
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CHAPTER THREE: Navigating the online world of lifestyle health 

information: qualitative study with adolescents 

Preface to the Chapter 

Chapter Two provided evidence that potential exists for digital health interventions that target 

lifestyle risk behaviours to improve mental health or wellbeing outcomes among adolescents 

due to the shared nature of risk and protective factors for mental health and chronic 

diseases. Of 17 included studies, only five evaluated adolescent engagement with the 

interventions (which ranged broadly among studies). This chapter (Chapter Three) presents 

the findings of a qualitative study to explore adolescents’ perceptions of obtaining 

information or advice related to lifestyle health on contemporary digital platforms (websites, 

social media, smartphone apps), thereby addressing Aim 3 of this thesis. Ethics approvals 

and participant information and consent forms for this study are presented in Appendix B. 

This qualitative study has been peer-reviewed (submitted 23rd November 2021, resubmitted 

with corrections following reviewer comments 17th December 2021) and published (11th 

January 2022) in JMIR Pediatrics and Parenting. Authors contributions to this paper are 

outlined in the authorship attribution statement. Chapter Three was disseminated in the 

following ways: 

 

Published peer reviewed manuscript 

Raeside R, Jia SS, Redfern J, Partridge SR. Navigating the Online World of Lifestyle Health 

Information: Qualitative Study With Adolescents. JMIR Pediatr Parent 2022; 5(1):e35165 

doi: 10.2196/35165.  

This work is licensed under a Creative Commons Attribution 4.0 International License (CC 

BY 4.0). 

 

 

https://doi.org/10.2196/35165
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Conference presentations 

3. Raeside R et al (15-17/02/2022) Navigating the online world of lifestyle health 

information: an adolescent perspective. 10-min oral. University of Sydney Digital 

Health and Informatics Network, Digital Health Week 2022, Online.  

4. Raeside R et al (15-18/05/2022) Navigating the online world of lifestyle health 

information: an adolescent perspective. Poster. International Union for Health 

Promotion and Education (IUHPE) 24th World Conference on Health Promotion, Online 

(Moved to online from in-person conference in Montreal, Canada after acceptance).  
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Author attribution statement 

This statement is to stipulate the contribution of Rebecca Raeside in the preparation and 

submission of the following manuscript: ‘Navigating the Online World of Lifestyle Health 

Information: Qualitative Study With Adolescents’. The convention is that the author with the 

principal contribution to the study is the first author. 

Rebecca Raeside, during her PhD candidature, assisted in developing the concept for the 

study, designed the data collection instruments, conducted the focus groups, analysed the 

data, interpreted the results, drafted the manuscript and subsequent revisions and 

coordinated submission for publication. 

The individual roles of co-authors are listed below: 

TASK ROLE OF CO-AUTHORS 
REFINING THE RESEARCH QUESTION RR, SRP 
DESIGNED DATA COLLECTION INSTRUMENTS RR, SRP 
CONDUCTED THE FOCUS GROUPS RR, SSJ 
TRANSCRIPTION OF FOCUS GROUP DATA RR 
ANALYSIS AND INTERPRETATION OF FOCUS GROUP 
DATA 

RR, SSJ, SRP 

DRAFTED MANUSCRIPT RR 
REVISION AND CRITICAL COMMENTS ON 
MANUSCRIPT 

RR, SSJ, JR, SRP 

MANUSCRIPT SUBMISSION RR 
 

Rebecca Raeside        26 Sept 2024 

As supervisor for the candidature upon which this thesis is based, I can confirm that the 

author attribution statement above is correct. 
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Appendix 1: Consolidated criteria for reporting qualitative research (COREQ) 
Checklist 

Domain 1: Research team and reflexivity   

Personal Characteristics  

1. Interviewer/facilitator: Which 

author/s conducted the interview or 

focus group?  

All 5 focus groups were conducted by RR, 

SJ was note taker, SRP supervised 

 

2. Credentials: What were the 

researcher’s credentials? E.g. PhD, 

MD  

RR holds a MPH and BBiomedSc 

 

3. Occupation: What was their 

occupation at the time of the study?  

RR is a Research Officer 

 

4. Gender: Was the researcher male or 

female?  

RR is a female 

 

Experience and training   

5. What experience or training did the 

researcher have?  

 

RR has organised, supervised and taken 

notes for >8 focus groups and conducted 

>10 individual semi-structured interviews 

with research participants 

Relationship with participants   

6. Relationship established: Was a 

relationship established prior to 

study commencement?  

RR had no prior relationships with any of 

the adolescents who took part 

7. Participant knowledge of the 

interviewer: What did the 

participants know about the 

researcher? e.g. personal goals, 

reasons for doing the research  

None of the participants knew the 

interviewer prior to the focus groups 

8. Interviewer characteristics: What 

characteristics were reported about 

No characteristics were reported  
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the interviewer/facilitator? e.g. Bias, 

assumptions, reasons and interests 

in the research topic  

 

Domain 2: study design   

Theoretical framework  

9. Methodological orientation and 

Theory: What methodological 

orientation was stated to underpin 

the study? e.g. grounded theory, 

discourse analysis, ethnography, 

phenomenology, content analysis  

Framework approach - thematic analysis 

 

Participant selection  

10. Sampling: How were participants 

selected? e.g. purposive, 

convenience, consecutive, snowball  

Convenience and snowball 

 

11. Method of approach: How were 

participants approached? e.g. face-

to-face, telephone, mail, email  

Participants were invited via email and text 

message 

 

12. Sample size: How many participants 

were in the study?  

 

49 invited to take part 

37 agreed to take part 

32 included in final analysis 

13. Non-participation How many people 

refused to participate or dropped 

out? Reasons?  

2 declined 

10 did not respond 

5 agreed to take part but did not attend with 

no reason given 

Setting   

14. Setting of data collection: Where 

was the data collected? e.g. home, 

clinic, workplace  

Online using Zoom teleconference 
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15. Presence of non-participants: Was 

anyone else present besides the 

participants and researchers?  

No 

 

16. Description of sample What are the 

important characteristics of the 

sample? e.g. demographic data, 

date Data collection  

Demographic data 

 

17. Interview guide: Were questions, 

prompts, guides provided by the 

authors? Was it pilot tested?  

Questions were asked by the interviewer 

but not provided to participants. Discussion 

guide was pilot tested with 2 youth advisors 

 

18. Repeat interviews: Were repeat 

interviews carried out? If yes, how 

many?  

5x focus groups were held until thematic 

saturation was reached 

 

19. Audio/visual recording: Did the 

research use audio or visual 

recording to collect the data?  

Audio recording was used to collect data 

via Zoom teleconference and iPhone voice 

memos 

20. Field notes: Were field notes made 

during and/or after the interview or 

focus group?  

Yes, during 

 

21. Duration: What was the duration of 

the interviews or focus group?  

45 minutes 

 

22. Data saturation: Was data saturation 

discussed?  

Yes 

 

23. Transcripts returned: Were 

transcripts returned to participants 

for comment and/or correction?  

No 

 

Domain 3: analysis and findings   

Data analysis   
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24. Number of data coders: How many 

data coders coded the data?  

 

Two data coders with discrepancies 

checked by third independent coder 

25. Description of the coding tree: Did 

authors provide a description of the 

coding tree? 

Yes  

 

26. Derivation of themes: Were themes 

identified in advance or derived from 

the data?  

Derived from the data 

 

27. Software: What software, if 

applicable, was used to manage the 

data?  

Transcripts produced in Microsoft Word 

(Version 16.54), thematic analysis in NVivo 

12 (12.2.0) 

28. Participant checking: Did 

participants provide feedback on the 

findings?  

No 

 

Reporting   

29. Quotations presented: Were 

participant quotations presented to 

illustrate the themes / findings? Was 

each quotation identified? e.g. 

participant number  

Yes 

 

30. Data and findings consistent: Was 

there consistency between the data 

presented and the findings?  

Yes 

 

31. Clarity of major themes: Were major 

themes clearly presented in the 

findings?  

Yes 

 

32. Clarity of minor themes: Is there a 

description of diverse cases or 

discussion of minor themes? 

Yes 
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Appendix 2: Focus Group Discussion Guide – Digitalize Study 

Introductions 

Moderator to briefly introduce themselves and mention anyone assisting and/or observing 

the session. 

Inform the need to audio record the session and remind participants the session will not be 

video recorded so they can keep their cameras on if they would like to and feel comfortable 

to do so.  

Explain that participants can withdraw from the focus group at any time; however, any 

contribution to the discussion prior to withdrawal cannot be removed from the recording or 

written transcript. 

Introductions 

Have young people introduce themselves 

Explain the purpose of the project and bring up respectful discussion 

Main purpose 

Explain purpose of project  

• We are a research group at The University of Sydney conducting a research project 

to look at how and which digital platforms young people are using to seek lifestyle 

health-related information online. We also want to understand how helpful these 

platforms are for health advice  

• The group discussion that we will be having will last approximately 60 minutes and 

we will take short breaks to stretch and check everyone is doing ok. 

Respectful discussion 

Explain the importance of everyone contributing respectfully to the discussion, particularly if 

they feel differently to the person next to them: 

• We will put a link to the participant information sheet in the group chat, please save a 

copy if you haven’t done so already. There is a list of contacts you can talk to and 

websites you can access if you feel distressed or upset, if that is what you want to do 

• When you feel like you have something to say, please do so. There are many of you in 

the group and it is important that you all get a chance to express your views. 

• Please stay on mute when you are not talking so we can hear everyone clearly.  
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• There are no right or wrong answers; you do not have to agree with the views of other 

people in the group. 

• You do not have to speak in any particular order. 

• While I want to hear what each one of you has to say, it is important that only one person 

speaks at a time.  

• Please keep what is said in this group confidential, by that we mean don’t repeat what is 

said in the focus group to anyone else  

• Please keep your mobile phones on ‘silent mode’ 

• Does anyone have any questions before we start our group discussion?    

• We will check in with everyone at various points during the online interaction to see how 

everyone is going   

For this discussion, 'lifestyle health and wellbeing' refers to physical activity, nutrition/diet, 

weight management and sleep. When we refer to ‘online sources’ we are interested in social 

media platforms, smartphone apps, internet websites and on-demand video/streaming 

services. 

 

Overall 

1. Where do you access health information online?  

a. Prompt: social media platforms, smartphone apps, internet websites and on-

demand video/streaming services 

2. Why do you seek health information online? 

a. Prompt: Convenience? Do you talk to your GP or other health professionals 

about this health information? Friends/family? Why/Why not? 

3. What type of health content do you find most engaging?  

a. Prompt: diet, physical activity, weight management, sleep etc? 

4. How helpful do you feel the health content is that you have accessed online? 

a. Prompt: why/why not?  

5. Can you think of a time that you changed something you did (in terms of your health) 

because of something you saw online? 
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a. Prompt: No change or was this a positive or negative change?  

6. What would improve your experience of seeking health information online?  

a. Prompt: What content would you like to see more/less? Which platforms? A 

person behind the account?  

*** CHECK IN – MAKE SURE EVERYONE IS OK AND OFFER BREAK OUT ROOMS IF 
NEEDED*** 

Moderator to proceed with questions related to the 2 platforms most of interest to the group: 

You mentioned <insert most popular platform e.g., social media> and <insert most popular 

platform e.g., social media>, let’s chat more about those 2 platforms.  

 

Social media  proceed if top 2 from Q1 

7. What social media platforms do you use to look for health information? 

a. Prompt: Instagram, TikTok, Facebook, snapchat  

8. What are the reasons behind deciding to follow a particular social media account for 

health information?  

a. Prompt: regular engagement, new content, size of their existing following, the 

person? 

9. What makes a social media account most appealing to follow for health information? 

a. Prompt: what are the key features i.e., high quality of photos/videos, length of 

videos, multiple photos, stories, body focused accounts, content topics 

10. What makes a social media account least appealing to follow for health information? 

a. Prompt: what are the key features i.e., low quality of photos/videos, no face or 

person behind the account 

11. Do you assess the reliability and usefulness of the account?  

a. Prompt: Credentials, blue tick, celebrity   

 

Websites  proceed if top 2 from Q1 

12. How do you search for websites regarding information on lifestyle health information?  
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a. Prompt: What search terms do you use? Do you visit same websites 

regularly? 

13. What make health information website most appealing to use? 

b. Prompt: website lay out, information, interactivity, do you find the language of 

websites hard to understand? 

14. What make health information website least appealing to use? 

c. Prompt: website lay out, information, interactivity 

15. How did you assess the reliability and usefulness of the health information you have 

looked up online?  

d. Prompt: How do you decide if a website is trustworthy? Known organization 

or individual?  

*** CHECK IN – MAKE SURE EVERYONE IS OK AND OFFER BREAK OUT ROOMS IF 
NEEDED*** 

 

Apps  proceed if top 2 from Q1 

16. How do you find health information apps to download?  

a. Prompt: word of mouth, app store 

17. What make health information apps most appealing to use? 

a. Prompt: subscription fees, features, data ownership  

18. What make health information apps least appealing to use? 

a. Prompt: subscription fees, features, data ownership 

19. Do you assess the reliability and usefulness of the app?  

a. Prompt: Credentials, number of followers, recommendations from friends 

etc.?  

 

Streaming services  proceed if top 2 from Q1 

20. When you watch lifestyle-related content on streaming services such as Netflix, Stan 

etc., how do you decide if the information presented to you is trustworthy or not?  
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a. Prompt: do you do any further searching on the health topic?  

21. What makes lifestyle-related content on streaming services most appealing to watch? 

a. Prompt: quality, presenters 

22. What makes lifestyle-related content on streaming services least appealing to watch? 

a. Prompt: quality, presenters  

Conclusions  All  

 

*** CHECK IN – MAKE SURE EVERYONE IS OK AND OFFER BREAK OUT ROOMS IF 
NEEDED*** 

  

23. Are there any final comments you would like to make about the content we have 

discussed today?  

Many thanks for your time and contribution 
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CHAPTER FOUR: Striking the right balance: co‑designing the 

Health4Me healthy lifestyle digital health intervention with 

adolescents 

Preface to the Chapter 

Chapter Three provided evidence that there is an abundance of lifestyle health information 

online and it is complex. Adolescents desire information that is appealing, credible, relevant 

and actionable to support improvement of health behaviours. This chapter (Chapter Four) 

presents the findings of co-design process for the Health4Me text message intervention titled 

‘Striking the right balance: co‑designing the Health4Me healthy lifestyle digital health 

intervention with adolescents’, thereby addressing Aim 4 of this thesis. Ethics approvals and 

participant information and consent forms for this study are presented in Appendix C. The 

youth perspective article which frames the content areas for this study, and commentaries 

from both researchers and young people on operating a youth advisory group are available 

in Appendix F. This paper has undergone peer review (submitted 30th August 2023, 

accepted 28th November 2023) and published (7th December 2023) in Research Involvement 

and Engagement. Authors contributions to this paper are outlined in the authorship 

attribution statement. Chapter Four was disseminated in the following ways: 

 

Published peer reviewed manuscript 

Raeside R, Todd A, Wardak S, Gardner L, Champion KE, Kang M, Mihrshahi S, Steinbeck 

K, Redfern J, Partridge SR, HAPYUS, The Health4Me Team. Striking the right balance: co-

designing the Health4Me healthy lifestyle digital health intervention with adolescents. 

Research Involvement and Engagement 2023; 9:114. https://doi.org/10.1186/s40900-023-

00524-4 

This work is licensed under a Creative Commons Attribution 4.0 International License (CC 

BY 4.0). 
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Conference presentations 

1. Raeside R et al (11-14/08/2022) Co-designing the Health4Me text message 

intervention to support and improve adolescent’s physical and mental health 

outcomes: an active research partnership with adolescents. 5-min oral. Cardiac 

Society of Australia and New Zealand Annual Meeting 2022, Gold Coast, 

Queensland, Australia  

2. Raeside R et al (18-21/05/2022) Co-design of health4me: a healthy lifestyle text 

message program for adolescents. 10-min oral (symposium). International Society of 

Behavioural Nutrition and Physical Activity Annual Meeting 2022, Phoenix, Arizona, 

USA 
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Appendix 1: GRIPP2 Short Form checklist 

Section and Topic Item Reported on page no. 
1. Aim Report the aim of PPIa in the 

study 
p.143 

2. Methods Provide a clear description of the 

methods used for PPI in the 

study 

p.143-144 

3. Study results Outcomes—Report the results of 

PPI in the study, including both 

positive and negative outcomes 

p.144-148 

4. Discussion and 
conclusions 

Outcomes—Comment on the 

extent to which PPI influenced 

the study overall. Describe 

positive and negative effects 

p.146, 148-149 

5. Reflections/critical 
perspective 

Comment critically on the study, 

reflecting on the things that went 

well and those that did not, so 

others can learn from this 

experience 

p.149 

aPPI patient and public involvement 
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CHAPTER FIVE: A healthy lifestyle text message intervention for 

adolescents: protocol for the Health4Me randomized controlled trial 

Preface to the Chapter  

Chapter Four provided evidence of engaging adolescents to identify the six top health issues 

for young people today in relation to chronic disease intervention and to co-design a text 

message intervention that is useful, acceptable, and engaging for an adolescent audience.  

This chapter (Chapter Five) presents the published protocol of the Health4Me randomised 

controlled trial titled ‘A healthy lifestyle text message intervention for adolescents: protocol 

for the Health4Me randomized controlled trial’, thereby addressing Aim 5 of this thesis. Good 

Clinical Practice and Motivtional Interviewing training certificates are available in Appendix A. 

Ethics approvals and participant information and consent forms for this study are presented 

in Appendix C. In addition, all questionnaires collected as a part of this study are available in 

Appendix D. This protocol paper has undergone expedited peer review due to being 

Category A funded and ethics approval received (submitted 12th September 2022, accepted 

14th September 2022) and published (23rd September 2022) in BMC Public Health. A 

correction was published (20th February 2024) as the original publication had the incorrect 

sample size. Authors contributions to this paper are outlined in the authorship attribution 

statement. Chapter Five was disseminated in the following ways: 

Published peer reviewed manuscript 

Raeside R, Spielman K, Maguire S, Mihrshahi S, Steinbeck K, Kang M, Laranjo L, Hyun K, 

Redfern J, Partridge SR, The Health4Me Team. A Healthy Lifestyle Text Message 

Intervention for Adolescents: Protocol for the Health4Me Randomized Controlled Trial. BMC 

Public Health 2022; 22:1805. https://doi.org/10.1186/s12889-022-14183-9 

This work is licensed under a Creative Commons Attribution 4.0 International License (CC 

BY 4.0). 
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Appendix 1: SPIRIT Checklist for Health4Me Protocol 

Administrative Information 

1. Title Page 156 

2. Trial Registration Page 156 

3. Protocol Version Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 

4. Funding Page 163 

Paragraph ‘Declarations - Funding’ 

5. Roles and Responsibilities (a) Page 162 

Paragraph ‘Declarations - Authors’ 

Contributions’ 

(b) Page 162 

Paragraph ‘Declarations – Sponsor’ 

(c) Page 163 

Paragraph ‘Declarations - Funding’ 

(d) Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 

Introduction 

6. Background and Rationale Page 156-158 

Paragraphs 1-4 ‘Introduction’ 

7. Objectives Page 158 

Paragraph 5 ‘Introduction’ 

6. Trial Design Page 158 

Paragraph ‘Methods – Study Design’ 

Methods: Participants, Interventions, Outcomes 

9. Study Setting Page 159 

Paragraph ‘Methods – Study Population’ 

10. Eligibility Criteria Page 159 

Paragraph ‘Methods – Study Population’ 

11. Interventions Page 159 

Paragraph ‘Methods – Intervention Group 

12. Outcomes Page 160-161 
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Paragraph ‘Methods – Data Collection and 

Study Outcomes’ 

13. Participant Timeline Page 158, 161 

Table 2 AND Figure 1 

14. Sample Size Page 161-162 

Paragraph ‘Methods – Statistical 

Considerations’ 

15. Recruitment Page 159 

Paragraph ‘Methods – Study Population’ 

Methods: Assignment of Interventions 

16. Allocation Page 158 

Paragraph ‘Methods – Randomization and 

Blinding’ 

17. Blinding Page 158 

Paragraph ‘Methods – Randomization and 

Blinding’ 

Methods: Data Collection, Management, Analysis 

18. Data Collection Methods Page 160-161 

Paragraph ‘Methods – Data Collection and 

Study Outcomes’ 

19. Data Management Page 160-161 

Paragraph ‘Methods – Data Collection and 

Study Outcomes’ 

20. Statistical Methods Page 161-162 

Paragraph ‘Methods – Statistical 

Considerations’ 

Methods: Monitoring 

21. Data Monitoring N/A 

22. Harms N/A 

23. Auditing Page 160-161 

Paragraph ‘Methods – Data Collection and 

Study Outcomes’ 

Ethics and Dissemination 

24. Research Ethics Approval Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 
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25. Protocol Amendments Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 

26. Consent or Assent Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 

27. Confidentiality Page 160-161 

Paragraph ‘Methods – Data Collection and 

Study Outcomes’ 

28. Declaration of Interests Page 163 

Paragraph ‘Declarations – Competing 

Interests’ 

29. Access to Data Page 163 

Paragraph ‘Declarations – Availability of 

Data and Materials 

30. Ancillary and Post Trial Care N/A 

31. Dissemination Policy Page 162 

Paragraph ‘Methods - Ethics Approval and 

Consent’ 

Appendices 

32. Informed Consent Materials Page 158 

Paragraph ‘Methods – Randomization and 

Blinding’ 

33. Biological Specimens N/A 
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CHAPTER SIX: Recruitment of adolescents to virtual clinical trials: 

recruitment results from the Health4Me randomized controlled trial 

Preface to the Chapter  

Chapter Five provided the clinical trial protocol for the Health4Me Randomised Controlled 

Trial (RCT). This chapter (Chapter Six) presents the findings from the recruitment of 

participants to the Health4Me RCT titled ‘Recruitment of Adolescents to Virtual Clinical 

Trials: Recruitment Results From the Health4Me Randomized Controlled Trial’, thereby 

addressing Aim 6 of this thesis. The manuscript that forms this chapter has been formatted 

for JMIR Pediatrics and Parenting (submitted 5th June 2024, resubmitted with corrections 

following reviewer comments 23rd September 2024) and has been accepted (11th October 

2024) and published (16th December 2024). Authors’ contributions to this paper are outlined 

in the author attribution statement. Good Clinical Practice Certifications are presented in 

Appendix A. Ethics approval, participant information and consent forms and recruitment 

materials for this study are presented in Appendix C. Screening questionnaires used in this 

study are presented in Appendix D. Chapter Six was disseminated in the following ways: 

 

Published peer reviewed manuscript 

Raeside R, Todd AR, Barakat S, Rom S, Boulet S, Maguire M, Williams K, Mihrshahi S, 

Hackett ML, Redfern J, Partridge SR and The Health4Me Team. Recruitment of Adolescents 

to Virtual Clinical Trials: Recruitment Results From the Health4Me Randomized Controlled 

Trial. JMIR Pediatrics and Parenting 2024;7:e62919. doi: 10.2196/62919.  

This work is licensed under a Creative Commons Attribution 4.0 International License (CC 

BY 4.0). 
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CHAPTER SEVEN: Accelerating implementation of adolescent 

digital health prevention programs: analysis of insights from 

Australian stakeholders 

Preface to the Chapter 

Chapter Six provided evidence that digital recruitment strategies were low-cost with the 

potential to increase trial participation, with social media being the most effective. This 

chapter (Chapter Seven) presents the published manuscript of a qualitative study titled 

‘Accelerating implementation of adolescent digital health prevention programs: analysis of 

insights from Australian stakeholders’, thereby addressing Aim 7 of this thesis. Ethics 

approvals and participant information and consent forms for this study are presented in 

Appendix E. This qualitative study has been peer reviewed (submitted 22nd February 2024, 

resubmitted with corrections following reviewer comments 8th April 2024), accepted 10th April 

2024) and published (3rd May 2024) in Frontiers in Public Health. Authors contributions to 

this paper are outlined in the authorship attribution statement. Chapter Seven was 

disseminated in the following ways: 
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Appendix 1: Consolidated criteria for reporting qualitative research (COREQ) 
Checklist 

Domain 1: Research team and reflexivity   
Personal Characteristics  

33. Interviewer/facilitator: Which 

author/s conducted the interview or 

focus group?  

All interviews were conducted by RR and 

AT 

 
34. Credentials: What were the 

researcher’s credentials? E.g. PhD, 

MD  

RR holds a MPH and BBiomedSc, AT holds 

a MPH and B. Global Studies  

 
35. Occupation: What was their 

occupation at the time of the study?  

RR is a Research Associate, AT is a 

Research Officer 

 
36. Gender: Was the researcher male or 

female?  

RR and AT both identify as female. 

 
Experience and training   

37. What experience or training did the 

researcher have?  

 

RR has organised, supervised and taken 

notes for >15 focus groups, led 5 focus 

groups and conducted >20 individual semi-

structured interviews with research 

participants. 

 

AT has organised, supervised and taken 

notes for >5 focus groups and conducted 

>15 individual semi-structured interviews 

with research participants. 

Relationship with participants   
38. Relationship established: Was a 

relationship established prior to 

study commencement?  

RR had no prior relationships with any of 

the participants who took part. 

 
AT had a prior relationship with two of the 

participants. 

39. Participant knowledge of the 

interviewer: What did the 

participants know about the 

None of the participants knew the 

interviewer prior to the interviews. 
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researcher? e.g. personal goals, 

reasons for doing the research  

All participants read and signed e-consent 

forms therefore they knew the reasons for 

conducting the research. 
40. Interviewer characteristics: What 

characteristics were reported about 

the interviewer/facilitator? e.g. Bias, 

assumptions, reasons and interests 

in the research topic  

No characteristics were reported  

 

Domain 2: study design   
Theoretical framework  

41. Methodological orientation and 

Theory: What methodological 

orientation was stated to underpin 

the study? e.g. grounded theory, 

discourse analysis, ethnography, 

phenomenology, content analysis  

Deductive content analysis within the RE-

AIM Framework for Implementation 

 

Participant selection  

42. Sampling: How were participants 

selected? e.g. purposive, 

convenience, consecutive, snowball  

Convenience and snowball 

 

43. Method of approach: How were 

participants approached? e.g. face-

to-face, telephone, mail, email  

Participants were invited via email. 

 

44. Sample size: How many participants 

were in the study?  

 

51 participants were invited 

19 interviews were conducted 

45. Non-participation How many people 

refused to participate or dropped 

out? Reasons?  

32 participants did not respond to the email 

invitation. 

Setting   
46. Setting of data collection: Where 

was the data collected? e.g. home, 

clinic, workplace  

Online using Zoom teleconference 

 

47. Presence of non-participants: Was 

anyone else present besides the 

participants and researchers?  

No 
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48. Description of sample What are the 

important characteristics of the 

sample? e.g. demographic data, 

date Data collection  

Demographic data 

 

49. Interview guide: Were questions, 

prompts, guides provided by the 

authors? Was it pilot tested?  

Questions were asked by the interviewer 

but not provided to participants. Interview 

guide was not pilot tested. 

 
50. Repeat interviews: Were repeat 

interviews carried out? If yes, how 

many?  

Yes, 19 interviews were conducted. 

 

51. Audio/visual recording: Did the 

research use audio or visual 

recording to collect the data?  

Audio recording was used to collect data 

via Zoom teleconference and iPhone voice 

memos 

52. Field notes: Were field notes made 

during and/or after the interview or 

focus group?  

Yes, after. 

 

53. Duration: What was the duration of 

the interviews or focus group?  

45 minutes 

 
54. Data saturation: Was data saturation 

discussed?  

Yes 

 
55. Transcripts returned: Were 

transcripts returned to participants 

for comment and/or correction?  

No 

 

Domain 3: analysis and findings   
Data analysis   

56. Number of data coders: How many 

data coders coded the data?  

 

Two data coders with discrepancies 

checked by third independent coder 

57. Description of the coding tree: Did 

authors provide a description of the 

coding tree? 

Yes  

 

58. Derivation of themes: Were themes 

identified in advance or derived from 

the data?  

Derived from the data. 
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59. Software: What software, if 

applicable, was used to manage the 

data?  

Transcripts produced in Microsoft Word, 

thematic analysis in NVivo (1.7) 

60. Participant checking: Did 

participants provide feedback on the 

findings?  

No 

 

Reporting   

61. Quotations presented: Were 

participant quotations presented to 

illustrate the themes / findings? Was 

each quotation identified? e.g. 

participant number  

Yes 

 

62. Data and findings consistent: Was 

there consistency between the data 

presented and the findings?  

Yes 

 

63. Clarity of major themes: Were major 

themes clearly presented in the 

findings?  

Yes 

 

64. Clarity of minor themes: Is there a 

description of diverse cases or 

discussion of minor themes? 

Yes 
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Appendix 2. Semi-Structured Interview Guide: Digital Health Prevention Programs for 

Adolescents Relating to Lifestyle Health Behaviours 

Interviewer to briefly introduce themselves  

Inform the need to audio record the session and remind interviewees the session will not be 

video recorded so they can keep their cameras on if they would like to and feel comfortable to 

do so.  

Explain that they can withdraw from the interview at any time; however, any contribution to the 

discussion prior to withdrawal cannot be removed from the recording or written transcript. 

Introductions 

Explain the purpose of the project and bring up respectful discussion 

Main purpose 

Explain purpose of project  

We are researchers from The University of Sydney conducting research into digital health 

prevention programs for adolescents relating to lifestyle health behaviours (physical activity, 

diet, screen time, sleep, body image etc). National frameworks such as the National 

Preventive Health Strategy and National Action Plan for Young People recommend digital 

health strategies, and we are aiming to align our research within these. We have conducted a 

stakeholder mapping process to identify key stakeholders in lifestyle health promotion for 

adolescents (13-18 years), of which your organisation has been identified. We are seeking to 

understand the perspectives of key stakeholders who may influence the success and/or 

implementation of digital health prevention programs for adolescents relating to lifestyle health 

behaviours.   

‘Digital health prevention programs’ refers to using a range of technologies (mobile health and 

applications, telehealth, wearable devices, and artificial intelligence) to protect, promote and 

sustain the population's health. 
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‘Prevention’ refers to decreasing the risk, chance or likelihood of an individual developing 

obesity or mental illness.  

The interview will take a maximum of 45 minutes of your time.  

Questions for health/education organisations: 

1. What does ‘digital health’ mean to you? 

Prompt: What digital modalities do you think are most useful for health prevention? 

2. What do you think the most important health prevention messages are for 

adolescents? 

Initiatives are defined as any health services or programs that are run routinely or periodically 

or health resources that are publicly available 

3. Within your organisation, can you think of any adolescent-specific health prevention 

initiatives that are currently available and what are they? 

Prompt: If yes, what is the current reach/uptake of these initiatives? 

Prompt: Do you think that a digital health prevention program would be complementary 

to any existing initiatives within your organisation? Why/Why not? 

Prompt: How well do you think your organisation is doing with this initiative? Do you 

have any data on this that you can share? 

Reach 

4. How many adolescents do you think are currently reached by health prevention/digital 

health prevention programs? 

5. What percentage of adolescents do you believe can be reached through a digital health 

prevention program? 

6. Do you think adolescents who come through your organisation would sign up for a 

digital health prevention program of their own accord? 
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7. What do you think would be the best way(s) to get adolescents to sign up to a digital 

health prevention program? 

Prompt: Flyers in waiting room, presented by staff, newsletter distribution, 

parent/guardians, social media, as part of school curriculum, in health education 

classes 

Effectiveness 

8. Would it be feasible within your organisation to collect data on outcomes to understand 

whether a digital health prevention program was effective? 

Adoption 

9. Do you think there would be support within your organisation for a digital health 

prevention program for adolescents? Why/why not? 

10. Do you think staff within your organisation would offer this sort of program to 

adolescents who come through? Why/why not? 

Prompt: What sort of training or staff support do you think would be needed to 

implement such a program? 

11. What could be done to improve the uptake of a digital health prevention program for 

adolescents?  

Implementation 

12.  What do you think are the greatest strengths your organisation has for implementing 

a digital health prevention program for adolescents? 

13. What do you forecast to be the biggest barriers or challenges of implementing a digital 

health prevention program for adolescents? 

Prompt: What resources do you think your organisation would need to be able to 

support the implementation of digital health prevention programs? 

Maintenance 



211 
 

14. How long do you think a digital health prevention program for adolescents should run 

for? 

Prompt: How often do you think a program such as this should be updated? 

Prompt: Do you think that adolescents should be able to access these programs more 

than once? 

Prompt: Do you think your organisation would be willing to trial or pilot a digital health 

prevention program? Why/why not? 

15. What systems or support would your organisation need to collect data beyond the 

research phase? 

Questions for youth advocacy groups: 

1. What does ‘digital health’ mean to you? 

Prompt: What digital modalities do you think are most useful for health prevention? 

2. What do you think the most important health prevention messages are for 

adolescents? 

 

Initiatives are defined as any health services or programs that are run routinely or periodically 

or health resources that are publicly available 

3. Can you think of any adolescent-specific health prevention initiatives that are currently 

available? If yes, what are they? 

Prompt: Do you think that a digital health prevention program would be complementary 

to any existing health prevention initiatives you are currently running? (e.g. in-person 

workshops) Why/Why not? 

4. Prompt: How well do you think your organisation is doing with this initiative? Do you 

have any data on this that you can share? 

Reach 
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5. How many adolescents do you think are currently reached by health prevention/digital 

health prevention programs? 

6. What percentage of adolescents do you believe can be reached through a digital health 

prevention program? 

7. Do you think adolescents would sign up for a digital health prevention program of their 

own accord? Why/why not? 

8. What do you think would be the best way(s) to get adolescents to sign up to a digital 

health prevention program? 

Prompt: Flyers, presented by staff, newsletter distribution, parent/guardians, social 

media 

Effectiveness 

9. Are there any ways that your group would be able to assess whether a digital health 

prevention program is effective? 

10. What kind of youth involvement do you think is necessary for a digital health prevention 

program to be effective? 

Adoption 

11. Do you think there would be support for a digital health prevention program from 

adolescents? Why/why not? 

12. Do you think staff within your organisation would suggest this sort of program to 

adolescents who come through? Why/why not? 

13. What kind of youth consultation could be done to improve the uptake of a digital health 

promotion program for adolescents?  

Implementation 

14. What do you think are the greatest strengths your organisation has for implementing a 

digital health prevention program for adolescents? 
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15. What do you forecast to be the biggest barriers of implementing a digital health 

prevention program for adolescents in either healthcare or community settings? 

Maintenance 

16. How long do you think a digital health prevention program for adolescents should run 

for? 

Prompt: How often do you think a program such as this should be updated? 

Prompt: Do you think that adolescents should be able to access these programs more 

than once? 

Prompt: Do you think your organisation would be willing to trial or pilot a digital health 

prevention program? Why/why not? 

17. What kind of youth involvement strategies should be in place to maintain the relevance 

and currency of digital health prevention programs? 

 

  



214 
 

 

 

  

Chapter One 

Introduction 

Chapter Two 
Systematic Review with Meta-

Analysis 

Chapter Three 

Qualitative Study with 
Adolescents 

Chapter Four  

Co-Design of Health4Me 

Chapter Five 

Health4Me RCT Protocol 

Chapter Six 

Health4Me Recruitment 

Chapter Seven 

Qualitative Study with 
Stakeholders 

Chapter Eight 

Discussion and Conclusions 



215 
 

CHAPTER EIGHT: Discussion  

 

This thesis explores the use of contemporary digital health interventions to improve 

adolescent health and wellbeing outcomes. The outcomes advance the understanding of 

adolescent health promotion in the digital era. Each chapter in this thesis has a specific 

discussion on the findings of that chapter within the context of relevant research. This 

chapter summarises the key findings and future directions arising from this thesis and 

considers the strengths and limitations.  

 

Overall, this thesis provides evidence to advance the use of digital technologies to improve 

adolescent health and wellbeing in the digital era. Meta-analyses evidence found that there 

was a small, yet non-significant positive effect of digital health interventions which target 

health risk behaviours on improving the mental health or wellbeing of adolescents (Chapter 

Two). In addition, in the qualitative study, adolescents reported an abundance and 

complexity of preventive health information online. They desire preventive health information 

that is appealing, credible, relevant, and actionable to improve behaviours which will improve 

their health and wellbeing (Chapter Three). Chapters Four, Five, and Six describe the 

application of this knowledge to design, develop, and recruit participants to a virtual, 

randomised controlled trial that tested if a digital health intervention for adolescents 

improved health and wellbeing (Health4Me). An iterative, mixed-methods study design 

process was used to co-design a bank of text messages that were useful, acceptable, and 

engaging for adolescents (Chapter Four). Chapter Five presented the randomised controlled 

trial (RCT) protocol for the Health4Me study. Though the RCT remains ongoing with the final 

participant follow-up due in October 2024, there are specific learnings already found through 

the recruitment process and early implementation research with stakeholders to drive further 

research in this important public health area. Chapter Six examined the recruitment of 
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participants into the Health4Me RCT through various digital recruitment strategies, and 

explores factors associated with non-participation. Digital recruitment was found to be low-

cost with the potential to increase trial participation, with social media being the most 

effective. Finally, Australian stakeholders broadly supported digital health prevention 

programs yet reported that existing initiatives were not fit for purpose. They provided unique 

insights around the needs of future programs to ensure that they create public health impact 

and can be implemented (Chapter Seven). 

 

SUMMARY OF KEY FINDINGS 

Key findings from this thesis identified that there is a need for digital health interventions to 

take a holistic focus, adolescent and stakeholder engagement is crucial throughout the entire 

research process, and digital health literacy and equity must be considered. The key findings 

are discussed next in the context of the overall thesis.  

 

A need for holistic digital health interventions 

Evidence from chapters throughout this thesis demonstrated a need for digital health 

interventions to take a holistic focus towards improving adolescent health and wellbeing. A 

holistic focus means to provide support that looks at the whole person across domains of 

mental, physical, emotional, spiritual, and social wellbeing (1). Results of meta-analyses in 

Chapter Two found small yet non-significant positive effects of interventions on physical and 

psychosocial quality of life, depressive symptoms, and anxiety among adolescents. Physical 

activity and diet were the most targeted health risk behaviours among the included studies. 

Though non-significant, there was a variety in outcome measures and intervention modes 

which may have impacted on the overall study findings. In Chapter Four, text messages 

which scored highly, focused on practical examples, elements other than physical health 

(e.g. time management, ideas for socialising), and contained links. Adolescent views were 
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favoured, and 131 text messages formed the text message bank: i) physical activity, ii) 

nutrition, iii) mental health, iv) body image, v) media, and vi) climate change. 

 

Taking evidence generated in Chapters Two, Three, and Four, an RCT of a co-designed 

preventive text message intervention (Health4Me) to improve adolescents’ physical activity 

and nutrition outcomes compared to usual care at 6-months was developed and tested for 

effectiveness among 390 adolescents (12-18 years old). Chapter Five details the published 

study protocol which incorporates co-primary outcomes of change in proportion of 

participants meeting vegetable intake guidelines or change in moderate to vigorous physical 

activity minutes per day. Important secondary outcomes for mental health and wellbeing 

were also included as identified in Chapter Two (including quality of life, self-efficacy, 

psychological distress, anxiety, and depressive symptoms). At the time of this thesis 

submission, the RCT is ongoing, with the final participant follow-up due in October 2024. 

 

Adolescent and stakeholder engagement is crucial throughout the entire research 

process 

It is essential that adolescents are engaged and satisfied with digital health interventions for 

meaningful changes in key behaviours. In Chapter Two, studies included in the systematic 

review showed limited reporting of intervention co-design with adolescents. Also, data on 

intervention satisfaction, engagement, and adherence was poorly reported throughout the 

included studies. Chapter Three explored adolescents’ perceptions on the use of 

contemporary digital platforms for seeking preventive health information or advice. 

Adolescents reported that the most helpful information was aesthetically appealing, 

distributed by a credible and reliable source, and provided information which was both 

relevant and actionable towards adolescents to improve health behaviours. They also 

provided mixed views of current online preventive health information being able to positively 
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change their health behaviours. When adolescents reported that advice was difficult to 

maintain and incorporate into their daily life, this related to a negative change in their health 

behaviours. 

 

Using an iterative, mixed-methods study design, the Health4Me text message intervention 

was co-designed with adolescents, health professionals, and researchers, including a 

consumer partnership with an established youth advisory group (Chapter Four). The Health 

Advisory Panel for Youth at the University of Sydney (HAPYUS) are 16 diverse, highly-

engaged adolescents (13-18 years old) from New South Wales, Australia, who serve a 12-

month term with the research team. In 2021-22, HAPYUS identified the top six health issues 

for adolescents in relation to chronic disease prevention, which became the key content 

areas for the Health4Me intervention. Their published perspective detailing these issues is 

available in Appendix F. Allowing review of the text messages from both adolescents and 

health professionals uncovered important differences between acceptability and 

engagement. Importantly, the text message content was useful, acceptable, and engaging to 

adolescents, evidence-based, and grounded in behaviour change techniques found to be 

effective in previous systematic reviews. These findings aligned with adolescents’ 

perceptions for preventive information through contemporary digital platforms in Chapter 

Three. 

 

Finally, given the need to rapidly test and translate adolescent digital health interventions, 

typical phase-based models of implementation (e.g., applying implementation theories or 

frameworks to adopt evidence-based practice into usual care after it has demonstrated 

effectiveness) have the potential to delay their implementation into usual care. Chapter 

Seven explored stakeholders’ perspectives and revealed that existing digital health initiatives 

were seen as not-for-purpose, and therefore this hindered their widespread implementation. 
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Success of future digital health prevention programs relies on their co-creation with 

adolescents, consideration of digital health equity in their development, and addressing 

larger system-level factors which may affect their implementation. Given the unique and 

diverse views that stakeholders can bring, engaging them and adolescents throughout the 

research process is essential to translate digital health prevention programs into health 

systems and community settings. 

 

Digital health literacy and equity must be considered 

This thesis has shown that adolescents are accessing preventive health information across a 

variety of digital platforms, and it is crucial that digital health literacy and equity are 

considered in intervention development. In Chapter Two, the included studies used diverse 

digital health delivery methods including text messaging, mobile applications, websites, 

email, or a combination of these. In Chapter Three, qualitative data revealed that 

adolescents search for information both actively through websites (e.g., Google or YouTube) 

and passively (e.g., social media, mobile applications). The Health4Me intervention 

(Chapters Four and Five) was delivered via text messages, aiming to be accessible to 

adolescents across Australia, without the need for an internet connection to receive the 

intervention. In addition, the average readability score for the intervention was suitable for a 

seventh grade reading level (12-13 years old). However, the Health4Me study is a virtual 

clinical trial, meaning there are no physical sites for recruitment, and therefore digital 

recruitment strategies were examined in detail to understand whether methods were 

equitable.  

 

Recruitment for the Health4Me study was completed in March 2024, with the target sample 

size of 390 adolescents reached in just over 12 months. Recruitment materials can all be 

viewed in Appendix C. Across all recruitment methods, 2369 expressions of interest to take 
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part in the Health4Me study were received. The total cost per participant enrolled was low 

(AUD 3.89). The most effective recruitment method was through social media (specifically 

Meta, which includes Instagram and Facebook), with broad reach and the potential to 

increase participation, including hard-to-reach populations. However, during the screening 

phase, statistical analysis demonstrated that there were differences in characteristics 

between those who did and did not enrol in the study in terms of gender and recruitment 

method. Regarding gender, fewer people who identified as male and more individuals who 

reported their gender as 'Other' enrolled in the study than expected than by chance alone. 

For recruitment method, fewer participants enrolled through Instagram and more enrolled 

through other methods (e.g., known networks) than expected by chance alone. These 

results demonstrate the need to explore future digital recruitment strategies which are more 

effective for people who identify as male and explore issues around trust of health 

information on social media. 

 

IMPLICATIONS FOR ADVANCING ADOLESCENT HEALTH IN THE DIGITAL ERA 

Today’s generation of adolescents are the largest generation in history, with 18% of the 

current Australian population aged 10 to 24 years old (2). With this large and unique 

population group comes the need to support their health to live long and productive lives and 

thrive in society in the context of good health and wellbeing (3). Digital technologies are 

ubiquitous among this population group, allowing the ability to harness them to support and 

improve adolescent health and wellbeing. This thesis identified specific focus areas that 

must be considered for digital health prevention interventions to be effective long-term, and 

implemented into usual care, including the need for meaningful adolescent engagement, 

shifting the focus to adolescent wellbeing, potential harms of using digital technologies, and 

progress required to enhance adolescent wellbeing in the digital era.  
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Meaningful adolescent engagement 

The benefits of adolescent engagement in health research are well-documented and can be 

attributed to the adolescents themselves and the research (4). Benefits to adolescents in 

HAPYUS have been well documented. The research team conducted a 12-month mixed-

methods evaluation of adolescents’ participation on their leadership skills and perceptions 

related to chronic disease prevention research (5). This study found that adolescents within 

the youth advisory group increased in leadership and life skills scores over 12-months. 

Furthermore, three key themes related to their participation were identified: influence (power 

to affect change), empowerment (confidence in skills and knowledge), and contribution 

(active contributors to health research). A thorough process evaluation established that 

enablers to adolescent engagement included flexibility, accessible delivery, skill 

development, and supportive adult facilitators. However, barriers were also identified 

including time and limited face-to-face components (5). The research team identified key 

learnings for establishing and facilitating a youth advisory group with the need for flexibility in 

working style, the importance of redefining power dynamics of working with adolescents, and 

challenging traditional research structures (Appendix F) (6).  HAPYUS was informed by 

Youth Participatory Action Research Principles (7), which is a process-focused framework 

for adolescent engagement in research (8). Despite this, through redefining power dynamics 

throughout the process and challenging research structures, HAPYUS were able to 

meaningfully engage in chronic disease prevention research with associated impacts 

(Appendix F) (9, 10). 

 

The evaluation of benefits to the research are ongoing. In Chapter Six, we observe that 

recruitment resulted in 100% of the sample size for the Health4Me study (n=390) reached in 

just over 12 months. Recruitment periods of adolescents to prevention clinical trials have 

been known to take nearly four times as long (11). However, there were differences found in 

screening characteristics for the recruitment method where less eligible participants enrolled 
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through Instagram than expected through chance alone. Hypothesised reasons for this 

include that adolescents are acutely aware of how their personal data is being used and 

looking for credible and reliable sources of preventive health information (Chapter Two). This 

will be further explored in the process evaluation for the Health4Me study, by analysing 

overall retention rates and focus group data from intervention participants.  

 

Despite current guidelines, theories, models, and frameworks on adolescent engagement 

identified from the literature, they are often narrow in scope and context-specific, leading to a 

field of research that is still evolving (8, 12). It is also recognised that power imbalances and 

structural factors can prevent meaningful adolescent participation (13). To enhance 

meaningful adolescent engagement, there is a need for researchers to conduct rigorous 

evaluations such as described earlier to advance this field of research. The Lansdown-

UNICEF Conceptual Framework provides key outcomes for measuring adolescent 

participation and is a good starting point to design evaluations of adolescent engagement 

(14). There is also the need for a shift towards institutional barriers, rather than individual 

factors, to enhance meaningful adolescent engagement. Adult-centred institutions have a 

responsibility to share power with adolescents by allowing them to have a voice and platform 

to share their experiences as adolescents of today. It is only with meaningful adolescent 

engagement that digital technologies can be co-created to effectively improve adolescent 

health and wellbeing. In 2021, the WHO published a framework for planning, developing, 

and implementing digital health solutions with and for young people. This framework 

provides guidance through both ideas and resources to co-create meaningful adolescent 

digital health solutions (15). Combining frameworks for adolescent engagement and youth-

centred digital health interventions with a rigorous evaluation of their involvement will allow 

meaningful investment to improve adolescent health outcomes.  
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Shifting the focus to adolescent wellbeing 

Adolescent wellbeing has been gaining significant global attention throughout the course of 

producing this thesis. Global organisations are calling for urgent investment, with the cost of 

inaction modelled at USD 4.1 trillion (16). Wellbeing is defined as adolescents have the 

support, confidence, and resources to thrive in contexts of secure and healthy relationships, 

realising their full potential and rights (1). The Adolescent Wellbeing Framework proposes 

five interconnected domains which allow for a holistic perspective: (i) good health and 

optimum nutrition; (ii) connectedness, positive values, and contribution to society; (iii) safety 

and a supportive environment; (iv) learning, competence, education, skills, and 

employability; and (v) agency and resilience (1). Emerging research demonstrates 

associations between wellbeing and chronic disease outcomes in adulthood, such as 

cardiovascular disease (17, 18). The importance of wellbeing as a measure of adolescent 

health has also been reflected in the Adolescent Health Indicators, recommended by the 

Global Action for Measurement of Adolescent Health (19). However, in Chapter Two, none 

of the studies measured wellbeing as an outcome. Thus, there lies potential for future digital 

interventions to focus on enhancing wellbeing as an overall measure of adolescent health. 

 

Chapter Two revealed that potential exists for preventive digital health interventions to 

improve mental health or wellbeing outcomes among adolescents due to the shared nature 

of risk and protective factors (e.g., physical activity, optimum nutrition). High-quality 

emerging evidence supports these findings. A cluster RCT of a school-based lifestyle health 

behaviour change intervention (Health4Life) among 6,639 Australian adolescents 

demonstrated short-term benefits of the intervention to improve both psychological distress 

and depressive symptoms (20). Similarly, longitudinal analysis of the same data revealed 

health-promoting behaviours are associated with reduced psychological distress and harmful 

behaviours are associated with increased psychological distress (21). Further evidence from 

a RCT among 279 Belgian adolescents of the #LIFEGOALS intervention to promote healthy 
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lifestyles and mental health found mixed results on health behaviours and mental health with 

beneficial effects on physical activity, sedentary behaviour, sleep quality, and mood (22). 

The authors highlight the importance of intervention engagement and contextual factors 

(e.g., COVID-19 measures) which impact upon their findings. Digital tools for mental health 

promotion have also shown small but promising effects in improving wellbeing outcomes in a 

recent meta-analysis (23). Thus, these results support the need for a shift to focus on 

enhancing wellbeing for both mental health and chronic diseases. Future digital interventions 

should aim to enhance wellbeing across all five domains of the Adolescent Wellbeing 

Framework (1). However, contemporary influences, including rapid technological changes 

and a changing policy landscape with regards to social media, are having significant effects 

on the health and wellbeing of adolescents, making progress to enhance adolescent 

wellbeing difficult. 

 

Barriers of using digital technologies to enhance adolescent wellbeing  

To ensure all adolescents can benefit from digital technologies to support and improve their 

health and wellbeing, potential harms must be examined and solutions to overcome them 

identified (24). Within this thesis, it has been demonstrated that social media plays a 

significant part in adolescents’ lives and can be both a positive and negative source of health 

information. In Chapter Three, adolescents outlined how they passively receive health 

information through feeds on their social media platforms, either by following people directly 

or through algorithms which present targeted content to them. In Chapter Four, adolescents 

identified the impact of social media as one of their top health concerns, which became a 

key content area for the Health4Me intervention (Chapter Five). In Chapter Six, the 

evaluation of social media advertisement data to recruit adolescents to the Health4Me study 

demonstrated that there is potential to increase reach and access to participants who may 

not otherwise take part in research. Social media can be harmful to adolescent health. A 

systematic review demonstrated that across four domains of social media (time spent, 
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activity, investment, and addiction), all correlated with depression, anxiety, and psychological 

distress (25). However, other research has also demonstrated that the use of social media 

can be both beneficial and harmful, depending on the levels of use (26). In Australia, current 

political discourse suggests bipartisan support to raise the age of social media citizenship to 

16. This temporary solution would not allow adolescents to learn or manage their exposure 

to harmful content on social media, which will exist whether adolescents are in this space or 

not. Different approaches are needed, which aim to optimise benefits and minimise harms to 

support today’s adolescents to navigate social media with appropriate safeguards in place. 

 

Challenges to providing credible and reliable information to adolescents persist as the digital 

world is highly unregulated. High-quality, accessible services to support and improve health 

and wellbeing through digital platforms are important to adolescents. This can be seen 

through global initiatives, such as the 1.8 Billion Young People for Change Campaign (27). 

However, commercial actors (e.g., big food companies, online health influencers) have 

capitalised on the vulnerability of adolescents to sell unhealthy products and services via 

digital platforms and use contemporary marketing strategies which are detrimental to their 

health and wellbeing (28). Concerningly, there is limited current regulation around marketing 

and advertising on digital platforms. In 2022, the Australian Therapeutic Goods 

Administration updated its code to establish restrictions for the advertisement of therapeutic 

goods including supplements, vitamins, protein powders, and other medical and health-

related products (29). Yet, influencer generated weight loss and physique-related content 

remains popular on Instagram (30). As a result, adolescents are exposed to misinformation, 

which poses significant threats to health promotion and health equity (31). Adolescents want 

to be protected in the digital world, but not have their access restricted (32).  
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Stronger governance around digital platforms is needed to keep adolescents safe in the 

online world (3). By the time a person reaches their 13th birthday, an estimated 72 million 

data points on them will have been collected (33). Internet and social media use leaves 

behind a digital footprint, which can impact both the health and wellbeing of adolescents 

through targeted advertising, risk of privacy breaches, and affect personal safety and future 

employability (34). As the use of artificial intelligence (AI) grows among adolescents on 

platforms such as ChatGPT and Meta AI, these risks are only likely to increase. Advances in 

AI also creates new opportunities for digital health interventions to deliver personalised 

preventive health and wellbeing information to adolescents (35). Yet adolescents have 

concerns around the use of AI tools such as chatbots to deliver such information, due to 

misinformation and privacy of data collected (Appendix F) (36). Current governance of digital 

technologies to support adolescent health and wellbeing have fallen behind their innovation 

and the private sector. Though potential harms have been identified, these can be overcome 

through multisectoral action. 

 

Progress required to enhance adolescent wellbeing in the digital era 

Globally, adolescents are among the highest users of digital technologies (37). The way in 

which adolescents engage and interact with digital environments depends on their digital 

health literacy level and their social determinants. To overcome potential harms, adolescents 

require both education and regulation to keep them safe in digital environments. In addition, 

the equity of digital health interventions must be considered in their design and development 

to ensure that digital health interventions do not widen the ‘digital divide’. 

 

Evidence has shown that adolescents require improvement of their digital health literacy to 

be able to safely and effectively use digital technologies (38). While many studies within the 

literature make this recommendation, studies which develop education to improve the digital 
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health literacy of adolescents are limited. A clinical trial among adolescents that aimed to 

improve digital health literacy reported that education must be made personally relevant to 

adolescents, to enhance engagement and efficacy (39). While elements of digital literacy are 

embedded into the Australian curriculum as taught through schooling, the education is not 

co-designed with adolescents. Co-design may improve the relevance and impact of 

educational programs, with adolescent views and experiences at the centre of the program. 

Embedding co-designed educational programs to enhance digital health literacy and 

measuring this within digital health interventions is essential to equip adolescents with the 

skills needed to navigate online spaces safely and equitably (40). 

 

Enhancing governance and regulation of digital technologies requires a multisectoral 

approach. In Australia, the eSafety Commissioner is the independent regulator for online 

safety, a world-first initiative (41). They also have established a youth council for young 

people (13-24 years old) to share insights about online safety with eSafety and the 

government. While this is a progressive measure by the Australian government to keep 

adolescents safe online, technology companies also have a responsibility to remove 

misinformation from their platforms and have transparency around what data is collected and 

where it is stored. The WHO has started the ‘Fides’ initiative to counteract the spread of 

health-related misinformation and content on social media. While this is a positive step, 

social media companies also have a responsibility to provide regulation of harmful content 

and algorithms to protect adolescents online, which has not yet been realised. 

 

To ensure progress with improving adolescent health and wellbeing in the digital age, the 

equity of digital health interventions must be considered (42). It is important to recognise that 

the ‘digital divide’ exists, which commonly mirrors socioeconomic divides (43). In Chapter 

Seven of this thesis, stakeholders recognised that digital health equity must be considered 
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for successful implementation of digital health prevention programs for adolescents. A recent 

systematic review demonstrated that most digital health interventions for adolescents do not 

consider factors that can affect access and engagement and, among those that did, limited 

strategies were implemented to address these factors when identified (44). However, the 

equity of digital health interventions goes beyond factors such as access and engagement. 

The digital determinants of health are a novel construct, which detail how the design, 

implementation, and use of technology interact with the social determinants of health, 

considering both elements of health equity and digital health adoption (45). Thus, the digital 

determinants of health are defined as technological factors that are incorporated to provide 

affordable, accessible, and quality care, to enhance engagement and experience (45). 

Future development of digital health prevention interventions must consider the digital 

determinants of health, to ensure that services are equitable and do not widen existing 

disparities in healthcare. 

 

FUTURE DIRECTIONS 

There is scope to focus future research efforts in developing new or optimising existing 

adolescent digital health interventions. Through meaningful adolescent and stakeholder 

engagement, governance to protect adolescents’ safety in the digital world and creation of 

equitable digital health interventions, there is potential to improve adolescent health and 

wellbeing. Future research must examine whether digital health interventions and programs 

that target adolescent health and wellbeing are considering the digital determinants of health 

in their development and design. This consideration is essential to ensure that interventions 

and programs do not widen the digital divide and will likely be effective in the long-term for 

improving health and wellbeing of all adolescents. Through systematic reviews of the 

literature and ongoing evaluation and monitoring of current programs, this research will 

enable us to understand whether available interventions and programs are equitable and 

have the capacity to improve the health and wellbeing of all adolescents.  
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The Health4Me RCT is ongoing with the final participant follow-up in October 2024 and 

primary and secondary outcomes expected in 2025, along with a complete process 

evaluation to understand acceptability, utility, and engagement with the intervention. Early 

implementation work in Chapter Seven provides scope for optimisation of the Health4Me 

intervention. Optimisation is defined as ‘a deliberate, iterative and data-driven process to 

improve a health intervention or its implementation to meet stakeholder-defined public health 

impacts within resource constraints’ and had the potential to improve intervention impact 

(46). Further research combining efficacy and process evaluation data will aim to enhance 

the Health4Me intervention design, delivery, and equity, in collaboration with adolescents. 

While engaging adolescents meaningfully throughout the entire research progress is crucial, 

other key stakeholders (e.g., adults, institutions, and governments) must also take 

responsibility to ensure adolescent voices are upheld, in line with their rights. Therefore, it is 

essential to understand what existing digital preventive health interventions are available for 

adolescents across Australia, and how a co-designed intervention such as Health4Me could 

be effectively implemented into healthcare or community settings. Given the complexity of 

the Australian health system, which operates across different jurisdictions, a systems-

thinking approach would be beneficial (47). This would require working with stakeholders 

and adolescents to co-design implementation strategies to deliver digital preventive 

interventions which benefit adolescents now and into the future.  

 

STRENGTHS AND LIMITATIONS 

This thesis provides comprehensive and thorough evidence across six results chapters to 

advance adolescent health promotion in the digital era. There are several identified 

strengths. Qualitative study designs captured views of both adolescents (Chapters Three 

and Four) and stakeholders (Chapter Seven) regarding the design and implementation of 

digital health prevention interventions. The rigor in these qualitative and mixed-methods 
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studies limits potential bias, with best-practice methods and reporting used throughout. In 

addition, these chapters provide rich insights into adolescents’ and stakeholders’ views and 

experiences that would not otherwise be found in the literature. High-quality quantitative 

studies (Chapters Two and Six) provide reliable and statistically valid results. Where 

statistical tests were used, methods and outcomes were discussed with statisticians to 

ensure that tests were applied correctly, and interpretation was correct. The findings from 

Chapters Two, Three, and Four have already been practically applied to form the Health4Me 

digital intervention (RCT protocol presented in Chapter Five). In addition, all studies within 

this thesis were designed with consideration to the most current strategies and guidelines 

from the Australian government. For example, the research aligns with the National Action 

Plan for the Health of Children and Young People and the National Preventive Health 

Strategy. Outcomes from the Health4Me intervention are also aligned with the Australian 

Physical Activity and Dietary Guidelines. Aligning the research with national strategies and 

guidelines enhances the relevance of the research and will support future implementation.  

 

Each chapter of this thesis provides a thorough discussion of the findings in the context of 

the most up-to-date literature at the time each study was published. However, digital health 

is a rapidly evolving field and while peer-reviewed publications within this thesis referenced 

up-to-date literature at the time of publication, some references are now out of date. 

Additionally, policy and advertising changes on social media platforms are rapidly updated 

and therefore some of these may have been updated over the course of producing this 

thesis. Every effort has been made to reference the most up-to-date literature in unpublished 

chapters. In addition, this thesis had further limitations in relation to generalisability, 

measurement, and digital health literacy. 

 



231 
 

Apart from Chapter Two, all studies within this thesis were undertaken in Australia. Even in 

Chapter Two, most of the studies included were conducted in high-income countries. Thus, 

the results of this thesis are predominantly limited to the Australian context but may have 

applicability to other high-income countries. Emerging research has suggested key aspects 

to consider in the development of adolescent digital health promotion tools in LMICs 

including: (i) addressing the digital divide; (ii) engaging the target population to respond to 

their specific needs given economic, cultural, and social contexts; (iii) monitoring the quality 

and impact of digital tools over time; and (iv) improving technology governance (48). Many of 

these findings from LMICs are similar to the findings within this thesis. Chapter Four 

successfully engaged adolescents to co-design a digital health prevention intervention. 

Chapter Seven saw stakeholders recognise the need to address digital health equity for 

successful implementation of adolescent digital health prevention programs, and the need 

for system-level factors to be addressed, including monitoring and evaluation of digital tools. 

Given the findings of this thesis are similar to published studies from LMICs, there is 

potential that this work may be applicable to other contexts if adolescents are meaningfully 

engaged throughout the process.  

 

Historically, there has been a lack of comprehensive indicators to measure adolescent 

health outcomes. This has been a critical gap for advancing adolescent health agendas 

globally (49, 50). This finding was mirrored within this body of work. In Chapter Two it was 

noted that there were a variety of outcome indicators used to measure mental health and 

wellbeing outcomes and was an identified limitation due to the variation in measurements. 

The findings from this work were used to inform outcomes collected in the Health4Me RCT 

(Chapter Five). Considerable progress has been made in this space with the recent launch 

of the adolescent health indicators, which give global guidance to improve measurement of 

adolescent health. The indicators span a range of adolescent health issues including 

physical health, mental health, sexual and reproductive health, and social wellbeing (19). 
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Future use of these indicators will assist with driving the global agenda to improve the health 

and wellbeing of adolescents now and in the future. 

 

Chapters Three, Four, Five, and Six all recruited and took place in the digital environment, 

and thus it must be acknowledged that individuals with lower digital health literacy skills may 

not be represented within this body of work. Chapter Three, Four, and Five all recruited via 

social media. Focus groups from Chapter Three took place on Zoom teleconference, 

Chapter Four used an online survey, and Chapter Five used online surveys for data 

collection and the Health4Me intervention was delivered via text messaging. eHealth literacy 

status was measured as part of the Health4Me RCT (Chapter Five), and this outcome will be 

available once the study is completed. Chapter Six aimed to evaluate factors associated with 

non-participation in the Health4Me RCT from various digital recruitment strategies and did 

uncover that recruitment method was significant with fewer participants enrolling through 

Instagram and more enrolling through other methods (e.g., known networks) than expected 

by chance alone. Regardless, there is a need to enhance the digital health literacy skills of 

all adolescents through co-designed educational programs (40) for digital health prevention 

programs to be successful long-term.  

 

CONCLUSIONS 

Adolescents today remain at risk of developing non-communicable diseases in the future 

unless there is dedicated investment in them as a unique population group. To progress, 

meaningfully engaging with adolescents to develop solutions to improve health and 

wellbeing which meet their needs are required. Whilst adolescent health is gaining attention, 

for example through the Global Forum for Adolescents, urgent accessible solutions are 

needed. Overall, this thesis provides evidence to support the use of digital health 

interventions to improve adolescent health and wellbeing by targeting protective factors such 
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as nutrition and physical activity. It also provides evidence from both adolescent and 

stakeholder perspectives to ensure that digital health prevention information can be 

successfully implemented. Future research is needed to analyse outcomes from the 

Health4Me RCT and conduct a thorough process evaluation to understand the acceptability, 

utility, and engagement with the intervention. Combining these with the findings from this 

thesis will define priorities for intervention optimisation and a future implementation trial with 

long-term follow-up. 
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APPENDICIES 

Appendix A – Good Clinical Practice and Motivational Interviewing Certificates 

Good Clinical Practice Certificates 
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Motivational Interviewing Certificates 
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Appendix B – DIGITALIZE Study Ethics Approvals and Participant Information and 

Consent Forms 

Human Research Ethics Committee Approval 
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Ethics amendment 1 – Added Focus Groups 
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Participant Information Sheet - The DIGITALIZE Study Phase 2 

 
Who is running the study? 
 
This survey is being conducted by researchers from The University of Sydney. Our names are 
Stephanie Partridge, Nicole Halim, Julie Redfern, Philayrath Phongsavan, Matthew 
Armstrong, Rebecca Raeside, Mariam Mandoh, Sisi Jia and Karice Hyun. 
 
Nicole Halim designed the survey as the basis of the degree of Master of Public Health at The 
University of Sydney and Matt Armstrong is conducting this study as the basis for the degree 
of Honours of Applied Medical Science at The University of Sydney. Both will take place under 
the supervision of Dr Stephanie Partridge.  
 
 
What is this study about? 
 
We want to hear from young people about their thoughts and experiences with getting digital 
health information. We are doing a focus group, as a follow-up to the survey to find out more 
about how young people, 13-18 years old search for lifestyle health-related information online. 
The focus group includes questions about your digital health information seeking behaviours 
on social media, apps, websites and streaming services. 
 
 
Who can take part in the study? 

 
To participate in this survey, you need to:  

• Be aged between 13 and 18 years old  
• Live in Australia 
• Have searched for online health information at least once per month in the last 3 

months; 
 
The focus group will take about 45 minutes to complete. It asks you about your opinions on 
the digital platforms that you use to access lifestyle health-related information online. Your 
responses will remain strictly confidential within the focus group and you will be de-identified 
in any published findings.  
 
At the end of the focus group, you will receive a Gift Voucher, valued at $20.  

 

 
 

 

 
Westmead Applied Research Centre 

Faculty of Medicine and Health 

  
 ABN 15 211 513 464 

 

  Dr Stephanie Partridge 
 NHMRC/National Heart Foundation Research 
Fellow 
  

Acacia House 
Westmead Hospital 

The University of Sydney  
NSW 2145 AUSTRALIA 

Telephone:   +61 2 8890 8187 
Email: stephanie.partridge@sydney.edu.au  

Web: http://www.sydney.edu.au/ 
 

mailto:stephanie.partridge@sydney.edu.au
http://www.sydney.edu.au/
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If you have any questions, please contact Stephanie from the research team at 
stephanie.partridge@sydney.edu.au.  
 
The University of Sydney Ethics Approval Number: 2020/613. 
 
Would you like to see additional details about the study?  

o Yes 
o No 

 
 
Additional Information: The DIGITALIZE Study 
 
This additional information tells you what we will ask you to do if you decide to join the study. 
Knowing what is involved will help you decide if you want to take part in the research. Please 
read it carefully so that you can make up your mind about whether you want to take part.  
 
 
Do I have to be in the study? Can I withdraw from the study once I've started? 
 
The focus group is completely voluntary. You can decide if you want to take part in it or not. 
Participation is completely up to you. You can stop at any time without giving a reason.  
 
If you withdraw from the focus group after it has started, any contribution to the discussion 
prior to withdrawal will not be able to be removed from the recording and/or written transcript.  
 
 
What will the study involve for me? 
 
If you decide that you want to be in our study, we will ask you to do these things: 

•  Complete one online 45-minute focus group via Zoom (Zoom Video 
Communications, Inc) about how, where and why you search for lifestyle 
health-related information online 

 
When we ask you questions, you can choose to contribute to the group discussion. If you don’t 
want to contribute or feel that you don’t have anything else to express, that’s okay.  
 
What will happen to information about me that is collected during the study?  
 
By providing your consent, you are agreeing to us collecting personal information about you 
for the purposes of this research study. Your information will only be used for the purposes 
outlined in this Participant Information Statement, unless you consent otherwise. 
 
The focus group will involve a brief introduction of the group participants at the beginning. All 
responses and discussion in the focus group will be kept confidential within the group. We will 
only request your contact details at the end if you want to: 
 

• Receive your gift voucher 
• Want to know about the study results once it is finished 
• Be willing to be contacted for future research 
 

However, these details are kept separate from the focus group and will not be linked in any 
way to the answers you provide. 
 

mailto:stephanie.partridge@sydney.edu.au
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All the information you provide to us during the study will be kept confidential and stored 
securely and your identity/information will be kept strictly confidential. We will write a report 
about the study, which may be published later and key findings from the report shared on 
social media. However, we will not mention your name anywhere in the report or key findings 
on social media, and no one will know that you took part in the study 
 
 
How long will the study take? 
 
The focus group will take about 45 minutes to complete.  
 
 
Are there any benefits associated with being in the study? 
 
By participating in the study, you will be helping us do our research which focuses on 
adolescent health. There are no direct benefits from participating in the survey. However, by 
taking the survey you will be reimbursed for their time with a $20 Gift Voucher for The Iconic 
or JB Hi-Fi.  
 
 
Are there any risks or costs associated with being in the study? 
 
This study will take up some of your time, we do not expect that there will be any risks or costs 
associated with taking part in this study. Questions relating to lifestyle behaviours and social 
media may be sensitive to some young people. If any of these questions make you feel 
distressed or upset, we recommend that you stop the focus group at any time. We will open 
up a private break-out room on Zoom with a member of the research team and we will 
recommend you first contact your General Practitioner. Here are other contacts you can talk 
to and websites you can access if you feel distressed or upset, if that is what you want to do. 
 
Kids Helpline:    T: 1800 551 800 W: kidshelpline.com.au 
The Butterfly Foundation: T: 1800 334 673 W: thebutterflyfoundation.org.au 
ReachOut:       W: au.reachout.com 
HeadSpace:      W: headspace.org.au 
 
Can I tell other people about the study? 
 
Yes, you are welcome to tell other people about the study. 
 
 
What if I have any questions or would like further information about the study? 
 
If you have any questions about the study, you can ask us or your family or someone else who 
looks after you. If you want to, you can call Stephanie Partridge on +61 2 8890 8187.  
 
 
Will I be told the results of the study? 
 
You have a right to receive feedback about the overall results of this study. You can tell us 
that you wish to receive feedback by at the end of the survey, which asks you if you would like 
to receive a summary of the study results. If you answer ‘Yes’, when we finish the study, we 
will tell you what we learnt by emailing you a one-page summary. If you select ‘Yes’, you will 
receive this feedback after the study is finished. 
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What if I have a complaint or any concerns about the study? 
 
Research involving humans in Australia is reviewed by an independent group of people called 
a Human Research Ethics Committee (HREC). The ethical aspects of this study have been 
approved by the HREC of the University of Sydney 2020/613. As part of this process, we have 
agreed to carry out the study according to the National Statement on Ethical Conduct in 
Human Research (2007). This statement has been developed to protect people who agree to 
take part in research studies. 
 
If you are not happy with how we are doing the study or have any complaints about the way 
the study is conducted, then you or the person who looks after you can contact the university 
using the details outlined below. Please tell them the study title and protocol number. 
 

 Call the university on +61 2 8627 8176 or 
 Write an email to human.ethics@sydney.edu.au 
  

  

mailto:ro.humanethics@sydney.edu.au
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Participant Consent Form - The DIGITALIZE Study Phase 2 

 
You should only consent to being in the study once you have read and understood what the 
study is about, and you want to be in it. If you do not want to participate in our study, select 
“no” in the form below.   
 
In giving my consent I state that:  
 

• I understand the purpose of the study, what I will be asked to do, and any risks/benefits 
involved. 

• I have read the Participant Information Sheet and my questions have been 
answered by either the Participant Information Sheet, my parent/guardian or the 
researchers and I am happy with the answers. 

• I understand that being in this study is completely voluntary and I do not have to take 
part. My decision whether to be in the study will not affect my relationship with the 
researchers or anyone else at the University of Sydney now or in the future. 

• I understand that I can withdraw from the study at any time by stopping the online focus 
group.  

• I understand that my responses cannot be withdrawn once the focus group has started, 
as they are anonymous and therefore the researchers will not be able to tell which 
one is mine.  

• I understand that personal information about me that is collected over the course of 
this project will be stored securely and will only be used for purposes that I have 
agreed to. 

• I understand that the results of this study may be published, and that publications will 
not contain my name or any identifiable information about me. 

• I am providing consent   
 

o Yes   
o No 

 
  

 
  

 
Westmead Applied Research Centre 

Faculty of Medicine and Health 

  
 ABN 15 211 513 464 

 

  Dr Stephanie Partridge 
 NHMRC/National Heart Foundation Research Fellow 
  

Acacia House 
Westmead Hospital 

The University of Sydney  
NSW 2145 AUSTRALIA 

Telephone:   +61 2 8890 8187 
Email: 
stephanie.partridge@sydney.edu.au  

Web: http://www.sydney.edu.au/ 
 

mailto:stephanie.partridge@sydney.edu.au
http://www.sydney.edu.au/
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Appendix C – Health4Me Study Ethics Approvals, Participant Information and Consent 

Forms and Recruitment Materials 

Human Research Ethics Committee Approval 
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Ethics Amendment 1 – Increase Incentives and Sample Size Change  
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Ethics Amendment 2 – Added Focus Groups Detail and Incentive  
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Participant Information Sheet and Consent Form – Health4Me Co-Design (Parent 

Guardian)  

 
Research Study:  
Phase 1: HEALTH4ME Text Message 
Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432| Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 
 
1. What is this study about? 

We are conducting a research study about whether sending text messages with health 
information which promote a healthy lifestyle can help young people to improve their 
physical and mental health and wellbeing. First, we need young people to rate the text 
messages to find out whether they are useful, relevant, easy to understand and 
appropriate for people aged 12-18 years. 
  
Your child has been invited to take part. Taking part in this study is voluntary.  
 
Please read this sheet carefully and ask questions about anything that you don’t 
understand or want to know more about. 

 
2. Who is running the study? 

The study is being carried out by the following researchers: 
• Dr Stephanie Partridge, Senior Research Fellow 

Engagement and Co-design Research Hub, School of Health Sciences, Faculty of 
Medicine and Health, University of Sydney 

 
Rebecca Raeside is conducting this study as the basis for the degree of Doctor of 
Philosophy at The University of Sydney.  
 
This study is being funded by a Medical Research Future Fund (MRFF) Primary Care 
Grant (MRFF2006315). 

 
3. Who can take part in the study?  

We are seeking young people aged 12-18 years to rate and review text messages that will 
later be tested in the HEALTH4ME Study.  
 
Your child has been invited to take part in this study because they are within this age group 
and  

 
4. What will the study involve? 

If you decide your child can take part in this study: 
• You and your child will be asked to sign the Participant Information and Consent 

Form 
• They will fill out a short survey where they will be asked: 

o Date of birth 
o Gender 



259 
 

o Aboriginal or Torres Strait Islander origin 
o Suburb and postcode 
o Language spoken at home 
o Education level 

• They will then rate 15-20 text messages to say if they are useful, relevant, easy to 
understand and appropriate for their age. They can also suggest how to improve 
the text message. 

• If needed, our study researcher will be available to help your child complete the 
questionnaire. 

 
5. Can we withdraw once started? 

Being in this study is completely voluntary and your child does not have to take part. They 
will also be asked if they agree to take part if you decide they can. 
 
Any decision will not affect current or future relationships with the researchers or anyone 
else at The University of Sydney.  

 
If you and your child decide to take part in the study and either of you change your mind, 
you can withdraw by stopping completion of the survey.  
 
If you or your child decide to withdraw, we will not collect any more information. Any 
information that we have already collected will be kept in our study records and may be 
included in the study results. 

 
6. Are there any risks or costs? 

Aside from giving up time, we do not expect that there will be any risks or costs associated 
with taking part in this study for your child, nor will they be paid. If the study makes your 
child feel upset, you or your child may stop the study at any time. You will be provided with 
information and contacts your child can talk to, if that is what they want to do. 

 
7. Are there any benefits? 

This study aims to improve information that will be sent via text messages to young people. 
Reading and reviewing the information may or may not directly benefit your child. If the 
text message review is completed, your child will be offered a $30 voucher from JB HIFI 
or The Iconic as a reimbursement for their time to participate in the study. If study activities 
are incomplete, they will not be eligible to receive the voucher. 
 

8. What will happen to information that is collected? 
By providing your consent, you are agreeing to us collecting information about your child 
for the purposes of this study. 
 
Any information provided to us will be stored securely and we will only disclose it with your 
permission, unless we are required by law to release information. We are planning for the 
study findings to be published.  
 
Your child will not be individually identifiable in these publications. 
 
 
All the information collected will be stored in a secure web application called REDCap 
(Research Electronic Data Capture). This system is managed by the University of Sydney. 
The researchers will use this to improve the text messages but no-one else will be allowed 
to use this information. The information your child tells us will be stored for 15 years from 
the time the study is completed. After 15 years all the computer files will be deleted. 
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9. Will I be told the results of the study? 
You and your child have a right to receive feedback about the overall results of this study. 
If you would like to receive feedback, you can let us know on the consent form. This 
feedback will be in the form of a lay summary. 

 
10. What if I would like further information? 
 

When you have read this information, the following researcher/s will be available to discuss 
it with you further and answer any questions you may have. If you or your child would like 
to know more at any stage, please feel free to contact:  

• Ms Rebecca Raeside, Research Associate 
Email: rebecca.raeside@sydney.edu.au 
Mobile: +61 412 961 432 

 
11. What if I have a complaint or any concerns? 
 

The ethical aspects of this study have been approved by the Human Research Ethics 
Committee (HREC) of The University of Sydney [2022/402] according to the National 
Statement on Ethical Conduct in Human Research (2007).  
 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the University: 
 
Human Ethics Manager 
human.ethics@sydney.edu.au  
+61 2 8627 8176 

 
 

This information sheet is for you to keep 
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Parent/Guardian Consent Form  
 
Research Study: HEALTH4ME Text Message Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432| Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 
 

Participant Name  

Parent/Guardian Name  
 
Guardianship Status 
(parent/carer/legal 
guardian)  
 
I agree my child may take part in this research study. 
 
In giving my consent, I confirm that that: 
 

• The details of any involvement have been explained to me, and I have been provided 
with a written Participant Information Statement to keep. 
 

• I understand the purpose of the study is to investigate whether text messages to be 
tested in HEALTH4ME Study are useful, relevant, easy to understand and appropriate 
for young people. 
 

• I acknowledge that the risks and benefits of participating in this study have been 
explained to me to my satisfaction. 
 

• I understand that in this study my child will be required to fill out a short survey and 
rate 15-20 text messages. 

 
• I understand that being in this study is completely voluntary. 

 
• I am assured that my decision to let my child will not have an impact on any relationship 

with the research team or the University of Sydney. 
 

• I understand that myself and my child are free to withdraw from this study at any time. 
 

• I have been informed that the confidentiality of the information provided by my child 
will be protected and will only be used for purposes that has been agreed to. I 
understand that information will only be told to others with my permission, except as 
required by law. 

 
• I understand that the results of this study may be published, and that publications will 

not contain any identifiable information about my child. 
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I would like feedback on the overall results of this study Yes ☐  No ☐ 
 

If you answered yes, please provide your preferred contact details (email/telephone): 

 

 

 

 
 

• I understand that after I sign and return this consent form it will be retained by the 
researcher, and that I may request a copy at any time.  

 
Parent/Guardian 
Name  

Signature  

Date  
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Participant Information Sheet and Consent Form – Health4Me Co-Design (Young 

Person) 

 
Research Study:  
Phase 1: HEALTH4ME Text Message Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432| Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 
 

Hello! Our names are:  
• Dr Stephanie Partridge (Head Researcher) 
• Ms Rebecca Raeside (Research Student) 

 
1. What is this about? 

We are doing a study about whether sending text messages with health 
information which promote a healthy lifestyle can help young people, 
like you, to improve their physical and mental health and wellbeing. 
First, we need young people to rate the text messages to find out 
whether they are useful, relevant, easy to understand and appropriate 
for your age. 
 
We have asked you to be a part of our study because you are a young 
person aged 12-18 years old. 
 
You can choose to take part, but you don’t have to. This sheet will tell 
you more about what will happen so you can make up your mind.  

 
If you have any questions you can ask us, or you can talk to someone 
else who looks after you.  If you want to, you can call or text us on 0412 
961 432. 
 
 

2. What will happen if I say yes?   
If you decide you want to be in our study, this is what will happen: 

• You will be asked to sign the Participant Information and 
Consent Form 

• You will fill out a short survey where you will be asked: 
o Date of birth 
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o Gender 
o Aboriginal or Torres Strait Islander origin 
o Suburb and postcode 
o Language spoken at home 
o Education level 

• You will then rate 15-20 text messages to say if they are useful, 
relevant, easy to understand and appropriate for your age. You 
can also suggest how to make the text message better. 

• The text messages that have a high rating will be used in the 
HEALTH4ME study, those that have a low rating will be edited 
or deleted. 

 
3. What are the good or bad things about the study?  

The study will take up some of your time, but we don’t think it will upset 
you or cost you anything.  
 
For taking part in the study, you will be able to receive a gift voucher 
from JB HIFI or The Iconic. If you do not complete the text message 
review, you aren’t able to receive the voucher.  Once we have finished 
the study, we will let you know what we found out.  
 

4. What are your rights? 
Whatever we see today and what you tell us is private. All the 
information collected from you will be stored in a secure web 
application called REDCap (Research Electronic Data Capture). This 
system is managed by the University of Sydney. The researchers will 
use this to improve the text messages but no-one else will be allowed 
to use this information. The information you tell us will be stored for 15 
years from the time the study is completed. After 15 years all the 
computer files will be deleted. 
 
We will write about the things we learn from you in reports or papers 
about the research, but we won’t use your name and we won’t say 
anything that could tell other people who you are. 
 
If you change your mind that’s ok. It won’t change how we feel about 
you. All you have to do is tell us you don’t want to be part of the study 
anymore and we won’t use anything you tell us. But this needs to 
happen before we finish the report about the study.  

 
If you have any questions about the study you can talk to  

• Ms Rebecca Raeside, Research Associate 
Email: rebecca.raeside@sydney.edu.au  
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Mobile: +61 412 961 432 
 

5. What if I am not happy about the study?  
If you are not happy with how we are doing the study and want to 
contact someone else, you can: 

• Call the university on +61 2 8627 8176 
• Email the manager at human.ethics@sydney.edu.au  

 
This sheet is for you to keep 
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Study Consent Form 
 
Research Study:  
HEALTH4ME Text Message Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432|  Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 

Participant Name  
 
If you are happy to be in this study, please 

• Check your name is in the space above 
• Sign your name at the bottom of the next page 
• Provide your contact details if you would like to know what we 

learn 
 

By saying yes to being in this study, I am saying that: 
 

• I know what I will be asked to do and have been given a Study 
Information Sheet to keep. 
 

• I know that this study is about rating text messages for the 
HEALTH4ME Study to find out whether they are useful, relevant, 
easy to understand and appropriate for people my age. 
 

• Someone has talked to me about the study and what it means for 
me.  
 

• I know that I will be asked to fill out a short survey and rate 15-20 
text messages 
 

• I know that I don’t have to be in the study if I don’t want to. 
 

• I know that I can choose not to talk about something if I don’t want 
to. 

 
• I have been told that I can change my mind at any time if I don’t want 

to take part anymore. 
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• I have been told that if I say yes or no it won’t change how the study 
team feel about me. 
 

• I know that what I say or do in this study is private and when the 
study team write about what they learn they won’t use my name or 
anything that could tell other people who I am. 
 

• I understand that after I sign and return this consent form it will be 
kept by the researcher, and that I can ask for a copy at any time.  

 
 
Your Name  
Your Signature  
Today’s Date  
 
 
We would like to tell you what we learned once we finish the study. How 
can we contact you to tell you what we found out? (write email address or 
phone number) 
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Participant Information Sheet and Consent Form – Health4Me Co-Design (Expert) 

Research Study:  
Phase 1: HEALTH4ME Text Message 
Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432| Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 
 
1. What is this study about? 
 

We are conducting a research study about whether sending text messages with health 
information which promotes a healthy lifestyle can help young people to improve their 
physical and mental health and wellbeing. First, we need young people to rate the text 
messages to find out whether they are useful, relevant, easy to understand and 
appropriate for people aged 12-18 years. Taking part in this study is voluntary.  
 
Please read this sheet carefully and ask questions about anything that you don’t 
understand or want to know more about. 

 
2. Who is running the study? 
 

The study is being carried out by the following researchers: 
• Dr Stephanie Partridge, Senior Research Fellow 

Engagement and Co-design Research Hub, School of Health Sciences, Faculty of 
Medicine and Health, University of Sydney 

 
Rebecca Raeside is conducting this study as the basis for the degree of Doctor of 
Philosophy at The University of Sydney.  
 
This study is being funded by a Medical Research Future Fund (MRFF) Primary Care 
Grant (MRFF2006315). 

 
3. Who can take part in the study?  

We are seeking clinical and research experts, including but not limited to dieticians, 
physiotherapists, psychologists, exercise physiologists, public health researchers, general 
practitioners and behavioural science experts to rate and review text messages that will 
later be tested in the HEALTH4ME Study. 

 
You have been invited to take part in this study because you fit into the following category. 

 
4. What will the study involve for me? 
 

If you decide to take part in this study, you will be asked to: 
• Sign the Participant Information and Consent Form 
• Fill out a short survey where you will be asked: 

o Date of birth 
o Gender 
o Area of expertise 
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• You will then rate 15-20 text messages online to say if they are useful, relevant, 
easy to understand and appropriate for 12–18-year-olds. You can also suggest 
how to improve the text message. 

 
5. Can I withdraw once I’ve started? 

 
Being in this study is completely voluntary and you do not have to take part.  
 
Your decision will not affect your current or future relationship with the researchers or 
anyone else at The University of Sydney.  

 
If you decide to take part in the study and then change your mind you can withdraw by 
stopping completion of the survey. 

 
If you decide to withdraw, we will not collect any more information from you. Any 
information that we have already collected will be kept in our study records and may be 
included in the study results. 

 
6. Are there any risks or costs? 

Aside from giving up your time, we do not expect that there will be any risks or costs 
associated with taking part in this study. You will not be paid. 

 
7. Are there any benefits? 

This study aims to improve information that will be sent via text messages to young people. 
You will not receive any direct benefits from being in the study. 

 
8. What will happen to information that is collected? 

By providing your consent, you are agreeing to us collecting information about you for the 
purposes of this study. 
 
Any information you provide us will be stored securely and we will only disclose it with your 
permission, unless we are required by law to release information. We are planning for the 
study findings to be published.  
 
You will not be individually identifiable in these publications. 
 
All the information collected will be stored in a secure web application called REDCap 
(Research Electronic Data Capture). This system is managed by the University of Sydney. 
The researchers will use this to improve the text messages but no-one else will be allowed 
to use this information. The information you tell us will be stored for 15 years from the time 
the study is completed. After 15 years all the computer files will be deleted. 

 
9. Will I be told the results of the study? 
 

You have a right to receive feedback about the overall results of this study. If you would 
like to receive feedback, you can let us know on the consent form. This feedback will be 
in the form of a brief lay summary.  

 
10. What if I would like further information? 

When you have read this information, the following researcher/s will be available to discuss 
it with you further and answer any questions you may have:  

• Ms Rebecca Raeside, Research Associate 
Email: rebecca.raeside@sydney.edu.au 
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Mobile: +61 412 961 432 
 
11. What if I have a complaint or any concerns? 

The ethical aspects of this study have been approved by the Human Research Ethics 
Committee (HREC) of The University of Sydney [2022/402] according to the National 
Statement on Ethical Conduct in Human Research (2007).  
 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the University: 
 
Human Ethics Manager 
human.ethics@sydney.edu.au  
+61 2 8627 8176 

 
 

This information sheet is for you to keep 
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Participant Consent Form  
 
HEALTH4ME Text Message Development 
 
Dr Stephanie Partridge (Head Researcher)  
Phone: +61 412 961 432 | Email: stephanie.partridge@sydney.edu.au  
Ms Rebecca Raeside (research student)   
Phone: +61 412 961 432 | Email: rebecca.raeside@sydney.edu.au 
 

Participant Name  
 
I agree to take part in this research study. In giving my consent, I confirm that that: 
 

• The details of my involvement have been explained to me, and I have been provided 
with a written Participant Information Statement to keep. 
 

• I understand the purpose of the study is to investigate whether text messages to be 
tested in HEALTH4ME Study are useful, relevant, easy to understand and appropriate 
for young people. 

 
• I acknowledge that the risks and benefits of participating in this study have been 

explained to me to my satisfaction. 
 

• I understand that in this study I will be required to fill out a short survey and rate 15-20 
text messages. 

 
• I understand that being in this study is completely voluntary. 

 
• I am assured that my decision to participate will not have any impact on my relationship 

with the research team or the University of Sydney. 
 

• I understand that I am free to withdraw from this study at any time and that I can choose 
to withdraw any information I have already provided (unless the data has already been 
de-identified or published). 
 

• I have been informed that the confidentiality of the information I provide will be 
protected and will only be used for purposes that I have agreed to. I understand that 
information about me will only be told to others with my permission, except as required 
by law. 
 

• I understand that the results of this study may be published, and that publications will 
not contain my name or any identifiable information about me. 

 
I would like feedback on the overall results of this study Yes ☐  No ☐ 

 
If you answered yes, please provide your preferred contact details (email/telephone): 
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• I understand that after I sign and return this consent form it will be retained by the 
researcher, and that I may request a copy at any time.  

 

Participant Name  

Signature  

Date  
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Participant Information Sheet and Consent Form – Health4Me RCT (Parent Guardian) 

Research Study - Phase 2: HEALTH4ME Study 
 
Dr Stephanie Partridge  
Engagement and Co-design Research Hub, School of Health 
Sciences, Faculty of Medicine and Health 
Phone: +61 468 684 450 | Email: stephanie.partridge@sydney.edu.au 

 
 
1. What is this study about? 

We are conducting a research study about whether a text message healthy lifestyle 
program (HEALTH4ME) with optional health counselling will help young people to improve 
their physical and mental health. We aim to test whether receiving the text message 
program with optional health counselling is better at improving physical and mental health 
outcomes, compared to receiving no text message program. Finding this out is important 
so we can provide programs to all young people to create healthy life-long habits and 
prevent chronic diseases. Taking part in this study is voluntary.  
 
Your child has been invited to take part in this study because they are a young person with 
an active mobile phone and free from any chronic health conditions.  
 
Please read this sheet carefully and ask questions about anything that you don’t 
understand or want to know more about. 

 
2. Who is running the study? 

The study is being carried out by the following researchers: 
• Dr Stephanie Partridge, Senior Research Fellow,  

Engagement and Co-design Research Hub, School of Health Sciences, Faculty of 
Medicine and Health, University of Sydney 

 
Rebecca Raeside is conducting this study as the basis for the degree of Doctor of 
Philosophy at The University of Sydney.  
 
This study is being funded by a Medical Research Future Fund (MRFF) Primary Care 
Grant (MRFF2006315). 

 
3. Who can take part in the study?  

We are looking for young people aged 12-18 years who own a mobile phone which can 
send and receive text messages and with sufficient English to read at a 7th grade level to 
take part in the study.  
 
Young people are not able to take part if they: 

• have a diagnosis of type 1 or type 2 diabetes mellitus;  
• have a medical condition that would make them incapable of providing informed 

consent;  
• if they are enrolled in an alternative randomised lifestyle management program; 
• have a previous or current diagnosis of an eating disorder OR at high risk for an 

eating disorder as assessed in screening; 
• have had recent rapid weight loss; 
• have weight <25th BMI centile for their age; 
• are pregnant or planning to become pregnant in the next 6-months or;  
• are unable to read English at a 7th grade level 
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This is because people with these conditions require care above and beyond what this 
program is designed to offer.  

 
4. What will the study involve for me? 

Please note: this study involves no in-person activities, everything will be completed online 
including via phone call, text message, email or videoconference. 
 
The study is 6 months long. Sometimes we do not know which intervention is best for 
helping people with improve their health. To find out we need to compare different groups. 
The computer system will randomly (like flipping a coin) assign your child to either receive 
text messages right away (intervention group) or no messages until after the 6-month 
follow-up (control group). They will have a 50% chance of being in the intervention group 
or the control group. They will be notified of which group you are in via text message.  

 
It is not possible for them to choose the group. Nor will they be able to change groups at 
any time. Our study is a single-blind randomised controlled trial. This means the 
researchers do not know which group they are assigned to. So please avoid telling them. 
We designed the study this way to make sure the researchers interpret the results in a fair 
and suitable way. At the end of the study, the results are compared to see if receiving text 
message intervention helps improve young people’s physical and mental health more than 
not receiving any text messages. 
 
If you and your child decide to take part in this study, they will be asked to: 
1. Complete a short screening process online (15 minutes); 
2. Co-sign the Participant Information and Consent Form electronically; 
3. Complete enrolment online (45 minutes) which will involve: 

a. Self-reported clinical measurements including height, weight and waist 
circumference 

b. The following questionnaires (if needed, our research team will be available at 
a time suitable to your child to help them complete them) 

Questionnaire topic # 
Questions 

Minutes to 
complete 

Demographics 11 2 min 
Diet quality, food choices and food patterns 134 15 min 
Physical activity levels 5 2 min 
Sedentary activity 4 3 min 
Sleep quality 7 3 min 
Quality of life 9 3 min 
Self-efficacy 16 4 min 
Anxiety 7 2 min 
Depression 10 2 min 
Psychological distress 6 2 min 
Eating disorders 6 2 min 
Food insecurity 6 2 min 
eHealth literacy 10 3 min 
Feedback on the program* 27 10 min 
Focus group** - 45 min 
Total time Enrolment - 45 min 
Total time 6-month follow-up - 45-55 min 
Total time focus group - 45 min 

*  Only collected at 6-month follow-up.  
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** Focus groups are optional and only for those in the intervention group 
 

c. Your child will then be sent an activity tracker to wear for 7 days and then return 
it to the research team via a pre-paid post bag which will be provided 

d. Once the research team receive the activity tracker back and all enrolment 
items are complete, they will be issued their first gift card as a reimbursement 
for their time 
 

4. Approximately 1-3 days after the research team receive the activity tracker back, your 
child will receive a “welcome to the study” text message. This will tell them which group 
they are in (either the intervention or control group). 

a. If they are in the intervention group, they will receive 4-5 text messages per 
week with positive and encouraging advice and information about keeping 
healthy habits including messages on healthy eating, physical activity, sleep 
and mental wellbeing. The messages are designed to support your child and 
they may save, share or delete the messages, if they’d like. 

b. All text messages will be sent at appropriate times. If they are attending high 
school, the weekday messages will only be sent before school between 7.30am 
to 8.30am or after school hours from 3.30pm to 7.30pm.  

c. Intervention participants will also have the opportunity to talk to a university 
qualified health counsellor once per month (6 calls in total). Each month, 
intervention participants will be sent a text message encouraging them to call 
the health counsellor and ask questions or request additional information. The 
health counsellor will monitor and respond to participants requests within 3 
working days. The calls will allow participants to set goals, discuss challenges 
and their overall progress. 

d. If they are in the control group, they will not receive any text messages or health 
counselling calls for 6-months.  

 
All participants will receive a text message after 6-months. This will state that someone from 
the research team will contact your child to complete your 6-month follow up online.  
 

5. Complete 6-month follow up (45-55 minutes) which will involve: 
a. Self-reported clinical measurements including height, weight and waist 

circumference 
b. The same questionnaires as the enrolment, including a feedback survey about 

what your child liked and disliked about the study 
c. They will once again be sent an activity tracker to wear for 7 days, then return 

to the research team via a pre-paid post bag provided by the research team. 
d. Once the research team receive the activity tracker back and all 6-month follow-

up items are complete, your child will be issued their second gift card as a 
reimbursement for their time 
 

6. Focus groups (optional): If your child received the text message intervention, they will 
be invited to a focus group via Zoom teleconference with study researchers and other 
participants who received the intervention. This will be at the end of the intervention 
(6-months) to discuss what they liked and disliked about the text messages, so we can 
improve them for future use. We would like to make you and your child aware that this 
session will be audiotaped for research purposes and will last about 45 minutes. 

 
5. Can I withdraw once I’ve started? 

Being in this study is completely voluntary and your child does not have to take part if they 
don’t want to.  
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The decision will not affect you or your child’s current or future relationship with the 
researchers or anyone else at The University of Sydney.  

 
If you and your child decide to take part in the study and then change your mind they can 
withdraw at any time by letting one of the researchers know by phone or email or by 
replying ‘STOP’ to any of the text messages. Once they reply ‘STOP’ their request will be 
processed by one of the researchers as soon as possible, usually within 72 hours. Your 
child also doesn’t need to answer any questions that they don’t want to.  
 
If they choose to withdraw, we will not collect any more information from your child. Please 
let us know at the time they withdraw what you would like us to do with information we 
have collected about your child up to that point.  

 
6. Are there any risks or costs? 

We do not expect any side effects or risks by taking part in our study. However, 
questionnaires relating to your child’s emotional health may be distressing and may 
reveal an undiagnosed eating disorder. If this happens, they will be referred to the Inside 
Out Institute for Eating Disorders with a letter from us. If anything your child talks about 
during the study makes them feel upset, they may stop the study at any time, they will be 
provided with information and contacts they can talk to, if that’s what they want to do. 
The researcher can help your child do that. Here are other contacts that your child can 
talk to and websites they can access if they feel distressed or upset. 

Kids Helpline:    T: 1800 551 800  W: kidshelpline.com.au 
Lifeline    T: 13 11 14  W: lifeline.org.au 
The Butterfly Foundation:  T: 1800 334 673  W: thebutterflyfoundation.org.au 
ReachOut:       W: au.reachout.com 
HeadSpace:       W: headspace.org.au 

 
The only time the researchers would have to tell someone is if anyone hurt your child or 
upset them in any way. The researchers would also have to tell someone if your child said 
they might hurt themself or someone else. If any of those things happen, they would have 
to call the child protection helpline run by the NSW Government Family and Community 
Services. 

 
7. What happens when the study ends? 

At the end of the 6-month follow-up, the text messages will be offered to those in the 
control group to receive free-of-charge, if they would like to receive them.  

8. Are there any benefits? 
This study aims to further medical knowledge about whether text message programs are 
helpful to young people and may improve your child’s physical and mental health, however 
it may or may not directly benefit your child. If all study activities and follow-ups are 
completed at baseline and 6-months, your child will be offered a $30 voucher at each time 
point from JB HIFI or The Iconic as a reimbursement for their time to participate in the 
study ($60 total). If they choose to withdraw from the study or study activities and follow-
ups are incomplete, they will not be eligible to receive the voucher. If your child decides to 
take part in the optional focus group, they will be offered a $50 gift voucher as 
reimbursement for their time to take part in this phase of the study. All gift vouchers will be 
distributed via email.  
 

9. What will happen to information that is collected? 
By providing your consent, you are agreeing to us collecting information about your child 
for the purposes of this study. Research staff will only collect and use personal information 
about your child that is relevant to the study. Once your child has been assigned to the 
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intervention or control group, they will be given a study identification number which will be 
used on all the study documents instead of their name. Information collected from your 
child will be stored in a secure web application called REDCap. This system is managed 
by the University of Sydney and will be used to send out the text messages and analyse 
information collected during the study. If your child chooses to take part in the focus groups 
at the end of the study, these sessions will be audio recorded and stored on secure 
research data stores within the University of Sydney.  
 
Any information your child provide us will be stored securely and only disclosed with your 
permission, unless we are required by law to disclose material. We anticipate study 
findings will be published and we plan to discuss the results at scientific meetings. Your 
child will not be individually identifiable in these publications.  
 
All information collected during the study that can identify your child will be 
treated confidential in accordance with Australian privacy laws. Confidential data 
will be stored for a period of 20 years from the time of the study is completed, or 
until the youngest child in the study turns 25 (whichever is the longest). This 
information will only be accessible to study investigators. After this time, 
computer files will be deleted. In accordance with relevant Australian and New 
South Wales privacy and other relevant laws, you have the right to request 
access to your child’s information collected and stored by the research team. You 
also have the right to request that any information which you or your child 
disagrees with be corrected. Please contact the study team member named at 
the end of this document if you would like to access your child’s information.  
 
This study will be conducted in compliance with all conditions of this protocol. As well as 
the conditions of the ethics committee approval, the NHMRC National Statement on ethical 
Conduct in Human Research (2007) and the Note for Guidance on Good Clinical Practice 
(CPMP/ICH-135/95). 

 
10. Will I be told the results of the study? 

You and your child have a right to receive feedback about the overall results of this study. 
We will ask a question in the consent form so you can let us know whether you’d like to 
receive results of the study one they are available, although this may take some time. This 
feedback will be in the form of a brief lay summary.  

 
11. What if I would like further information? 

When you have read this information, the following researcher/s will be available to further 
discuss it with you and/or your child and answer any questions you may have:  

• Ms Rebecca Raeside, Research Associate 
E: rebecca.raeside@sydney.edu.au 
M: +61 468 684 450 

 
12. What if I have a complaint or any concerns? 

The ethical aspects of this study have been approved by the Human Research Ethics 
Committee (HREC) of The University of Sydney 2022/402 according to the National 
Statement on Ethical Conduct in Human Research (2007).  
 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the University: 
 
Human Ethics Manager 
human.ethics@sydney.edu.au  
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+61 2 8627 8176 
 

 
 

This information sheet is for you to keep 
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Participant Consent Form  
 
Research Study - Phase 2: HEALTH4ME Study 
 
Dr Stephanie Partridge   
Engagement and Co-design Research Hub, School of Health Sciences, Faculty of Medicine 
and Health 
Phone: +61 468 684 450| Email: stephanie.partridge@sydney.edu.au 

 

Participant Name  
 
I agree for my child to take part in this research study. In giving my consent, I confirm that that: 
 

• The details of my child’s involvement have been explained to me, and I have been 
provided with a written Participant Information Statement to keep. 
 

• I understand the purpose of the study is to investigate whether a text message healthy 
lifestyle program (HEALTH4ME) with optional health counselling will help young 
people to improve their physical and mental health and wellbeing. 
 

• I acknowledge that the risks and benefits of participating in this study have been 
explained to me to my satisfaction. 
 

• I understand that in this study my child will be required to complete the screening, 
enrolment and 6-month follow up online including self-reported clinical measurements 
and surveys; and if selected for the intervention group, receive text messages for 6-
months designed to support and improve a physical and mental health and wellbeing. 
 

• I understand that if my child participates in the focus groups the audio will be taped 
and stored securely. 

 
• I understand that being in this study is completely voluntary. 

 
• I am assured that my decision for my child to participate will not have any impact on 

my relationship with the research team or the University of Sydney. 
 

• I understand that my child is free to withdraw from this study at any time and that we 
can choose to withdraw any information that has already provided (unless the data has 
already been de-identified or published). 
 

• I have been informed that the confidentiality of the information my child provides will 
be protected and will only be used for purposes that we have agreed to. I understand 
that information about my child will only be told to others with our permission, except 
as required by law. 
 

• I understand that the results of this study may be published, and that publications will 
not contain my child’s name or any identifiable information about them. 

 
 

• I confirm the following: 
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I consent to audio recordings     Yes ☐  No ☐ 
 

I consent to being contacted for future studies  Yes ☐  No ☐ 
 

I would like feedback on the overall results of this study Yes ☐  No ☐ 
 

If you answered yes, please provide your preferred contact details (email/telephone): 

 

 

 
 

• I understand that after we sign and return this consent form it will be retained by the 
researcher, and that we may request a copy at any time.  

 

Participant Name  

Participant Signature  

Date  

  
Parent/Guardian Name  

Parent/Guardian 
Signature 

 

Date 
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Participant Information Sheet and Consent Form – Health4Me RCT (Young Person) 

Research Study - Phase 2: HEALTH4ME Study 
 
Dr Stephanie Partridge  
Engagement and Co-design Research Hub, School of Health 
Sciences, Faculty of Medicine and Health 
Phone: +61 468 684 450| Email: stephanie.partridge@sydney.edu.au 

 
 
1. What is this study about? 

We are conducting a research study about whether a text message healthy lifestyle 
program (HEALTH4ME) with optional health counselling will help young people to improve 
their physical and mental health. We aim to test whether receiving the text message 
program with optional health counselling is better at improving physical and mental health 
outcomes, compared to receiving no text message program. Finding this out is important 
so we can provide programs to all young people to create healthy life-long habits and 
prevent chronic diseases. Taking part in this study is voluntary.  
 
You have been invited to take part in this study because you are a young person with an 
active mobile phone and free from any chronic (long-term) health conditions.  
 
Please read this sheet carefully and ask questions about anything that you don’t 
understand or want to know more about. 

 
2. Who is running the study? 

The study is being carried out by the following researchers: 
• Dr Stephanie Partridge, Senior Research Fellow  

Engagement and Co-design Research Hub, School of Health Sciences, Faculty of 
Medicine and Health 

 
Rebecca Raeside is conducting this study as the basis for the degree of Doctor of 
Philosophy at The University of Sydney.  
 
This study is being funded by a Medical Research Future Fund (MRFF) Primary Care 
Grant (MRFF2006315). 

 
3. Who can take part in the study?  

We are looking for young people aged 12-18 years who own a mobile phone which can 
send and receive text messages and with sufficient English to read at a 7th grade level to 
take part in the study.  
 
You are not able to take part if you: 

• have a diagnosis of type 1 or type 2 diabetes mellitus;  
• have a medical condition that would make you incapable of providing informed 

consent;  
• are enrolled in an alternative randomised lifestyle management program; 
• have a previous or current diagnosis of an eating disorder OR at high risk for an 

eating disorder as assessed in screening; 
• have had recent rapid weight loss; 
• have weight <25th BMI centile for their age; 
• are pregnant or planning to become pregnant in the next 6-months or;  
• are unable to read English at a 7th grade level 
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This is because people with these conditions require care above and beyond what this 
program is designed to offer.  
 

4. What will the study involve for me? 
Please note: this study involves no in-person activities, everything will be completed online 
including via phone call, text message, email or videoconference. 
 
This study is 6 months long. Sometimes we do not know which intervention is 
best for helping people with improve their health. To find out we need to compare 
different groups. The computer system will randomly (like flipping a coin) assign 
you to either receive text messages right away (intervention group) or no 
messages until after the 6-month visit (control group). You will have a 50% 
chance of being in the intervention group or the control group. You will be notified 
of which group you are in via text message.  

 
It is not possible for you to choose the group. Nor will you be able to change groups at any 
time. Our study is a single-blind randomised controlled trial. This means the researchers 
do not know which group you are in. So please avoid telling them. We designed the study 
this way to make sure the researchers interpret the results in a fair and suitable way. At 
the end of the study, the results are compared to see if receiving text message intervention 
helps improve young people’s physical and mental health more than not receiving any text 
messages. 
 
If you decide to take part in this study, you will be asked to: 
7. Complete a short screening process online (15 minutes); 
8. Sign the Participant Information and Consent Form electronically; 
9. Complete enrolment online (45 minutes) which will involve: 

a. Self-reported clinical measurements including height, weight and waist 
circumference 

b. The following questionnaires (if needed, our research team will be available at 
a time suitable to you to help you complete them) 

Questionnaire topic # 
Questions 

Minutes to 
complete 

Demographics 11 2 min 
Diet quality, food choices and food patterns 134 15 min 
Physical activity levels 5 2 min 
Sedentary activity 4 3 min 
Sleep quality 7 3 min 
Quality of life 9 3 min 
Self-efficacy 16 4 min 
Anxiety 7 2 min 
Depression 10 2 min 
Psychological distress 6 2 min 
Eating disorders 6 2 min 
Food insecurity 6 2 min 
eHealth literacy 10 3 min 
Feedback on the program* 27 10 min 
Focus group* - 45 min 
Total time Enrolment - 45 min 
Total time 6-month follow-up - 55 min 
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Total time focus group - 45 min 
*  Only collected at 6-month follow-up  
** Focus groups are optional and only for those in the intervention group 
 

c. You will then be sent an activity tracker to wear for 7 days and then return it to 
the research team via a pre-paid post bag which will be provided 

d. Once the research team receive the activity tracker back and all enrolment 
items are complete, you will be issued your first gift card as a reimbursement 
for your time 
 

10. Approximately 1-3 days after the research team receive the activity tracker back, you 
will receive a “welcome to the study” text message. This will tell you which group you 
are in (either the intervention or control group). 

a. If you are in the intervention group, you will receive 4-5 text messages per week 
with positive and encouraging advice and information about keeping healthy 
habits including messages on healthy eating, physical activity, sleep and 
mental wellbeing. The messages are designed to support you and you may 
save, share or delete the messages, if you’d like. 

b. All text messages will be sent at appropriate times. If you are attending high 
school, the weekday messages will only be sent before school between 7.30am 
to 8.30am or after school hours from 3.30pm to 7.30pm. If you are driving, 
please remember that you must not read the text messages or perform any 
other functions while driving.  

c. Intervention participants will also have the opportunity to talk to a university 
qualified health counsellor once per month (6 calls in total). Each month, 
intervention participants will be sent a text message encouraging them to call 
the health counsellor and ask questions or request additional information. The 
health counsellor will monitor and respond to participants requests within 3 
working days. The calls will allow participants to set goals, discuss challenges 
and their overall progress. 

d. If you are in the control group, you will not receive any text messages or health 
counselling calls for 6-months.  

 
All participants will receive a text message after 6-months. This will state that someone from 
the research team will contact you to complete your 6-month follow up online.  
 

11. Complete 6-month follow up (45-55 minutes) which will involve: 
a. Self-reported clinical measurements including height, weight and waist 

circumference 
b. The same questionnaires as the enrolment, including a feedback survey about 

what you liked and disliked about the study 
c. You will once again be sent an activity tracker to wear for 7 days, then return 

to the research team via a pre-paid post bag provided by the research team. 
d. Once the research team receive the activity tracker back and all 6-month follow-

up items are complete, you will be issued your second gift card as a 
reimbursement for your time 
 

12. Focus groups (optional): If you received the text message intervention, you will be 
invited to a focus group via Zoom teleconference with study researchers and other 
participants who received the intervention. This will be at the end of the intervention 
(6-months) to discuss what you liked and disliked about the text messages, so we can 
improve them for future use. We would like to make you aware that this session will be 
audiotaped for research purposes and will last about 45 minutes. 

 
5. Can I withdraw once I’ve started? 
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Being in this study is completely voluntary and you do not have to take part if you don’t 
want to.  
 
Your decision will not affect your current or future relationship with the researchers or 
anyone else at The University of Sydney.  

 
If you decide to take part in the study and then change your mind you can withdraw at any 
time by letting one of the researchers know by phone or email or by replying ‘STOP’ to any 
of the text messages. Once you reply ‘STOP’ your request will be processed by one of the 
researchers as soon as possible, usually within 72 hours. You also don’t need to answer 
any questions that you don’t want to.  
 
If you choose to withdraw, we will not collect any more information from you. Please let us 
know at the time you withdraw what you would like us to do with information we have 
collected about you up to that point.  

 
6. Are there any risks or costs? 

We do not expect any side effects or risks by taking part in our study. However, 
questionnaires relating to your emotional health may be distressing and may reveal an 
undiagnosed eating disorder. If this happens, you will be referred to the Inside Out 
Institute for Eating Disorders with a letter from us. If anything you talk about during the 
study makes you feel upset, you may stop the study at any time, Your parents/carers will 
be told and you will be provided with information and contacts you can talk to, if that’s 
what you want to do. The researcher can help you do that. Here are other contacts that 
you can talk to and websites you can access if you feel distressed or upset. 

Kids Helpline:    T: 1800 551 800  W: kidshelpline.com.au 
Lifeline    T: 13 11 14  W: lifeline.org.au 
The Butterfly Foundation:  T: 1800 334 673  W: thebutterflyfoundation.org.au 
ReachOut:       W: au.reachout.com 
HeadSpace:       W: headspace.org.au 

 
The only time the researchers would have to tell someone is if anyone hurt you or upset 
you in any way. The researchers would also have to tell someone if you said you might 
hurt yourself or someone else. If any of those things happen, they would have to call the 
child protection helpline run by the NSW Government Family and Community Services. 

 
7. What happens when the study ends? 

At the end of the 6-month follow-up, the text messages will be offered to those in the 
control group to receive free-of-charge, if they would like to receive them.  

8. Are there any benefits? 
This study aims to further medical knowledge about whether text message programs are 
helpful to young people and may improve your physical and mental health, however it may 
or may not directly benefit you.  If all study activities and follow-ups are completed at 
baseline and 6-months, you will be offered a $30 voucher from JB HIFI or The Iconic at 
each time point as a reimbursement for your time to participate in the study ($60 total). If 
you choose to withdraw from the study or study activities and follow-ups are incomplete, 
you will not be eligible to receive the voucher. If you decide to take part in the optional 
focus group, you will be offered a $50 gift voucher as reimbursement for your time to take 
part in this phase of the study. All gift vouchers will be distributed via email. 
 

9. What will happen to information that is collected? 
By providing your consent, you are agreeing to us collecting information about you for the 
purposes of this study. Research staff will only collect and use personal information about 
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you that is relevant to the study. Once you have been assigned to the intervention or 
control group, you will be given a study identification number which will be used on all the 
study documents instead of your name. Information collected from you will be stored in a 
secure web application called REDCap. This system is managed by the University of 
Sydney and will be used to send out the text messages and analyse information collected 
during the study. If you choose to take part in the focus groups at the end of the study, 
these sessions will be audio recorded and stored on secure research data stores within 
the University of Sydney.  
 
Any information you provide us will be stored securely and only disclosed with your 
permission, unless we are required by law to disclose material. We anticipate study 
findings will be published and we plan to discuss the results at scientific meetings. You will 
not be individually identifiable in these publications.  
 
All information collected during the study that can identify you will be treated 
confidential in accordance with Australian privacy laws. Confidential data will be 
stored for a period of 20 years from the time of the study is completed, or until the 
youngest child in the study turns 25 (whichever is the longest). This information 
will only be accessible to study investigators. After this time, computer files will be 
deleted, and paper files will be shredded. In accordance with relevant Australian 
and New South Wales privacy and other relevant laws, you have the right to 
request access to your information collected and stored by the research team. 
You also have the right to request that any information with which you disagree 
be corrected. Please contact the study team member named at the end of this 
document if you would like to access your information.  
 
This study will be conducted in compliance with all conditions of this protocol. As well as 
the conditions of the ethics committee approval, the NHMRC National Statement on ethical 
Conduct in Human Research (2007) and the Note for Guidance on Good Clinical Practice 
(CPMP/ICH-135/95). 

 
10. Will I be told the results of the study? 

You have a right to receive feedback about the overall results of this study. We will ask a 
question in the consent form so you can let us know whether you’d like to receive results 
of the study one they are available, although this may take some time. This feedback will 
be in the form of a brief lay summary.  

 
11. What if I would like further information? 

When you have read this information, the following researcher/s will be available to discuss 
it with you further and answer any questions you may have:  

• Ms Rebecca Raeside, Research Associate 
E: rebecca.raeside@sydney.edu.au  
M: +61 468 684 450 

 
12. What if I have a complaint or any concerns? 

The ethical aspects of this study have been approved by the Human Research Ethics 
Committee (HREC) of The University of Sydney 2022/402 according to the National 
Statement on Ethical Conduct in Human Research (2007).  
 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the University: 
 
Human Ethics Manager 
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human.ethics@sydney.edu.au  
 

+61 2 8627 8176 
 

 
 

This information sheet is for you to keep 
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Participant Consent Form  
 
Research Study: HEALTH4ME Study 
 
Dr Stephanie Partridge   
Engagement and Co-design Research Hub, School of Health Sciences, Faculty of Medicine 
and Health 
Phone: +61 412 961 432 | Email: stephanie.partridge@sydney.edu.au 

 

Participant Name  
 
I agree to take part in this research study. In giving my consent, I confirm that that: 
 

• The details of my involvement have been explained to me, and I have been provided 
with a written Participant Information Statement to keep. 
 

• I understand the purpose of the study is to investigate whether a text message healthy 
lifestyle program (HEALTH4ME) with optional health counselling will help young 
people to improve their physical and mental health and wellbeing. 
 

• I acknowledge that the risks and benefits of participating in this study have been 
explained to me to my satisfaction. 
 

• I understand that in this study I will be required to complete the screening, enrolment 
and 6-month follow up online including self-reported clinical measurements and 
surveys; and if selected for the intervention group, receive text messages for 6-months 
designed to support and improve a physical and mental health and wellbeing. 
 

• I understand that if I participate in the focus groups the audio will be taped and stored 
securely. 

 
• I understand that being in this study is completely voluntary. 

 
• I am assured that my decision to participate will not have any impact on my relationship 

with the research team or the University of Sydney. 
 

• I understand that I am free to withdraw from this study at any time and that I can choose 
to withdraw any information I have already provided (unless the data has already been 
de-identified or published). 
 

• I have been informed that the confidentiality of the information I provide will be 
protected and will only be used for purposes that I have agreed to. I understand that 
information about me will only be told to others with my permission, except as required 
by law. 
 

• I understand that the results of this study may be published, and that publications will 
not contain my name or any identifiable information about me. 

 
 

• I confirm the following: 
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I consent to audio recordings     Yes ☐  No ☐ 
 

I consent to being contacted for future studies  Yes ☐  No ☐ 
 

I would like feedback on the overall results of this study Yes ☐  No ☐ 
 

If you answered yes, please provide your preferred contact details (email/telephone): 

 

 

 
 

• I understand that after I sign and return this consent form it will be retained by the 
researcher, and that I may request a copy at any time.  

 

Participant Name  
Participant 
Signature  

Date  
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Health4Me RCT Recruitment Materials 

Email to Youth Organisations 

 

Good Morning, 

We are researchers from The University of Sydney. We are conducting a study called 
Health4Me, a text message program to promote a healthy and happy lifestyle for 
adolescents aged 12-18 years.  Finding motivation and correct information can be 
challenging for young people, which is why we are conducting a research study to 
understand whether text messaging is an effective way to support them. All the text 
messages were developed in conjunction with young people and reviewed by experts. We 
would like to invite your members to participate in our study. 

The aim of Health4Me is to support improvements to young people’s eating and physical 
activity behaviours, alongside focusing on other topics which young people identified as 
important to them, including mental health and sleep, body image, climate and planetary 
health and the media. Young people have the option to reply to any of the messages and to 
communicate with a health counsellor to receive more support. The study runs for 6-months, 
with students receiving 4-5 text messages per week (out of school hours). All study activities 
are conducted online. Young people can also receive up to $60 worth of gift vouchers for 
completing the study activities. 

We would be grateful if you could include the attached study advertisement in your 
newsletter and/or share on your social media channels to introduce our study to your 
members. 

Full study details are available on our website (www.health4mestudy.com). Thank you in 
advance for any assistance and please do not hesitate to contact us if you have any 
questions regarding the study.  

Sincerely,  

Health4Me Team 

(Rebecca, Stephanie & Allyson) 
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Email to Schools 

 

Dear Principal,  

We are researchers from The University of Sydney. We are conducting a study called 
Health4Me, a text message program to promote a healthy and happy lifestyle for 
adolescents aged 12-18 years.  Finding motivation and correct information can be 
challenging for young people, which is why we are conducting a research study to 
understand whether text messaging is an effective way to support them. All the text 
messages were developed in conjunction with young people and reviewed by experts. We 
would like to invite your students to participate in our study. 

The aim of Health4Me is to support improvements to young people’s eating and physical 
activity behaviours, alongside focusing on other topics which young people identified as 
important to them, including mental health and sleep, body image, climate and planetary 
health and the media. Young people have the option to reply to any of the messages and to 
communicate with a health counsellor to receive more support. The study runs for 6-months, 
with students receiving 4-5 text messages per week (out of school hours). All study activities 
are conducted online. Young people can also receive up to $60 worth of gift vouchers for 
completing the study activities.  

We would be grateful if you could include the attached study advertisement in your school 
newsletter and/or share on your school social media channels to introduce our study to your 
students.  

Full study details are available on our website (www.health4mestudy.com). Thank you in 
advance for any assistance and please do not hesitate to contact us if you have any 
questions regarding the study.  

Sincerely,  

Health4Me Team  

(Rebecca, Stephanie & Allyson) 
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Email to Known Networks and Contacts 

 

Good Afternoon, 

You have recently expressed interest or taken part in a research study led by our team. 
Today, I’d like to tell you about a new research study which we have just launched called 
Health4Me! 

Health4Me is a 6-month research study where you will receive 4-5 text messages per week 
for 6-months. We are aiming to find out whether taking part in the Health4Me program for 6-
months can improve young people’s physical and mental health. Our text messages have 
been developed with young people for young people! If you take part in the study, you will 
receive information and advice on areas including diet, physical activity, sleep, mental 
health, body image and climate and planetary health. YOU get to choose how much you 
want to interact with the program – you can reply to the messages and receive up to 6 
coaching calls with a health counsellor if you like! 

Best of all – everything is online! You will complete surveys at both the start and end of the 
study (6-months’ time), wear an activity tracker which we will send to you and communicate 
with the researchers via text messages. If you complete all the study activities you will 
receive up to $60 in gift vouchers. 

You may be eligible to take part in the study if you are between 12 and 18 years old and own 
an active mobile phone. To find out whether you are eligible, please fill out this short (5-min) 
screening form: https://redcap.sydney.edu.au/surveys/?s=8MLDKXRLDTN7RD83. A 
member of the research team will get in contact with you shortly after! 

If you have any questions please reply to this email or send us a text at 0468 684 450. 

Kind Regards, 

Rebecca (on behalf of the Health4Me team) 
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Headspace GP Newsletter  
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Health4Me Website (Homepage) 
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Health4Me Study Flyer 
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Health4Me Social Media Advertisement Examples (Instagram and Facebook) 
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Appendix D – Health4Me Screening Questionnaires 

InsideOut Institute Screener [IOI-S] 

1. How is your relationship with food? 
(For example: is food and eating worry free, 
or is it full of worry and stress?) 

� 1 Worry and stress free 
� 2 
� 3 
� 4 
� 5 Full of worry and stress 

2. Does your weight, body or shape make 
you feel bad about yourself? 
(For example: the number on the scale, the 
shape of your body or a part of your body.) 

� 1 Never 
� 2 
� 3 
� 4 
� 5 All the time 

3. Do you feel like food, weight or your body 
shape dominates your life? 
(For example: experiencing constant 
thoughts about food, weight or your body.) 

� 1 Never 
� 2 
� 3 
� 4 
� 5 All the time 

4. Do you feel anxious or distressed when 
you are not in control of your food? 
(For example: when others cook or prepare 
food for you or when eating out.) 

� 1 Never 
� 2 
� 3 
� 4 
� 5 All the time 

5. Do you ever feel like you will not be able 
to stop eating or have lost control around 
food? 
(For example: feeling that you have no 
control around food, that you binge eat or 
fear that you will binge eat.) 

� 1 Never 
� 2 
� 3 
� 4 
� 5 All the time 

6. When you think you have eaten too 
much, do you do anything to make up for it? 
(For example: skipping the next meal, going 
light on the next meal, working it off with 
exercise, purging via vomiting or taking 
laxatives, diuretics or diet pills.) 

� 1 Never 
� 2 
� 3 
� 4 
� 5 All the time 

 

Note: Items are rated on a 5-point Likert scale to give a total score out of 30 

If score on IOI-S >16, participant must complete a 28-item EDE-Q. Otherwise, participant 
may be included. 
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Eating Disorder Examination Questionnaire [EDE-Q] 

On how many of the past 28 days… 
1. Have you been deliberately trying to limit the amount of 
food you eat to influence your shape or weight (whether or 
not you have succeeded)? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

2. Have you gone for long periods of time (8 waking hours 
or more) without eating anything at all in order to influence 
your shape or weight? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

3. Have you tried to exclude from your diet any foods that 
you like in order to influence your shape or weight (whether 
or not you have succeeded)? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

4. Have you tried to follow definite rules regarding your 
eating (for example, a calorie limit) in order to influence your 
shape or weight (whether or not you have succeeded)? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

5. Have you had a definite desire to have an empty stomach 
with the aim of influencing your shape or weight? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

6. Have you had a definite desire to have a totally flat 
stomach? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

7. Has thinking about food, eating or calories made it very 
difficult to concentrate on things you are interested in (for 
example, working, following a conversation, or reading)? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
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� Everyday 
8. Has thinking about shape or weight made it very difficult 
to concentrate on things you are interested in (for example, 
working, following a conversation, or reading)? 

� No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

9. Have you had a definite fear of losing control over eating? � No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

10. Have you had a definite fear that you might gain weight? � No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

11. Have you felt fat? � No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

12. Have you had a strong desire to lose weight? � No days 
� 1-5 days 
� 6-12 days 
� 13-15 days 
� 16-22 days 
� 23-27 days 
� Everyday 

13. Over the past 28 days, how many times have you eaten 
what other people would regards as an unusually 
large amount of food (given the circumstances)? 

_____ times 

14. ... On how many of these times did you have a sense of 
having lost control over your eating (at the time 
you were eating)? 

_____ times 

15. Over the past 28 days, on how many DAYS have such 
episodes of overeating occurred (i.e. you have eaten 
an unusually large amount of food and have had a sense of 
loss of control at the time)? 

_____ days 

16. Over the past 28 days, how many times have you made 
yourself sick (vomit) as a means of controlling your 
shape or weight? 

_____ times 

17. Over the past 28 days, how many times have you taken 
laxatives as a means of controlling your shape or 
weight? 

_____ times 
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18. Over the past 28 days, how many times have you 
exercised in a "driven" or "compulsive" way as a means of 
controlling your weight, shape or amount of fat, or to burn 
off calories? 

_____ times 

19. Over the past 28 days, on how many days have you 
eaten in secret (ie, furtively)? ... Do not count episodes of 
binge eating. 

 No days 
 1-5 days 
 6-12 days 
 13-15 days 
 16-22 days 
 23-27 days 
 Everyday 

20. On what proportion of the times that you have eaten 
have you felt guilty (felt that you've done wrong) because of 
its effect on your shape or weight? ... Do not count episodes 
of binge eating. 

 None of the times 
 A few of the times 
 Less than half 
 Half of the times 
 More than half 
 Most of the time 
 Every time 

21. Over the past 28 days, how concerned have you been 
about other people seeing you eat? ... Do not count 
episodes of binge eating. 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

On how many over the past 28 days… 
22. Has your weight influenced how you think about (judge) 
yourself as a person? 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

23. Has your shape influenced how you think about (judge) 
yourself as a person? 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

24. How much would it have upset you if you had been 
asked to weigh yourself once a week (no more, or less, 
often) for the next four weeks? 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

25. How dissatisfied have you been with your weight?  0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 
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26. How dissatisfied have you been with your shape?  0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

27. How uncomfortable have you felt seeing your body (for 
example, seeing your shape in the mirror, in a shop window 
reflection, while undressing or taking a bath or shower)? 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

28. How uncomfortable have you felt about others seeing 
your shape or figure (for example, in communal changing 
rooms, when swimming, or wearing tight clothes)? 

 0 Not at all 
 1 
 2 Slightly 
 3 
 4 Moderately 
 5 
 6 Markedly 

 

Note: Items are scored in four domains (restraint, eating concern, shape concern, weight 
concern) to give a global score 

Restraint: (Sum of items 1-5) / 5 

Eating Concern: (Sum of items 7, 9, 19, 20, 21) / 5 

Shape Concern: (Sum of items 6, 8, 10, 11, 23, 26, 27, 28) / 8 

Weight Concern: (Sum of items 8, 12, 22, 24, 25) / 5 

Global Score: (Sum of items Restraint, Eating Concern, Shape Concern, Weight 
Concern) / 4  

 

If score on EDE-Q >3 AND any of behavioural items 15-18 endorsed (>1), exclude and refer 
on to the InsideOut Institute clinical team for further assessment. Otherwise, participant may 
be included. 
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Appendix E – Digital Health Implementation Study Ethics Approval and Participant 

Information and Consent Form 

Human Research Ethics Committee approval 
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Participant Information Sheet – Digital Health Implementation 

Research Study: Accelerating digital preventative health programs 
for adolescents: from research to 
implementation 
 
Dr Stephanie Partridge (Principal Investigator)  
Senior Research Fellow in Engagement and Co-design Research Hub                                                             
School of Health Sciences, Faculty of Medicine and Health, University of Sydney.  
Phone: +61 412 961 432 |  Email: stephanie.partridge@sydney.edu.au  

 
 
12. What is this study about?  
 

We are conducting a research study to evaluate stakeholders’ perspectives and level of 
support for adolescent digital health prevention interventions. We also aim to understand 
any barriers or enabling factors which could impact the implementation of such programs 
in current health care and community settings.  

 
This study will help inform the development and implementation of future digital health 
prevention programs such as Health4Me, which is a healthy lifestyle text-message support 
program that is currently being co-designed by our research team with adolescents and 
stakeholders, and will be tested through a randomised controlled trial (RCT).  
 
Taking part in this study is voluntary. Please read this sheet carefully. If you want more 
information or have any questions prior to participating, you can request a phone call with 
the study co-ordinator or research team at the University of Sydney. 
 

13. Who is running the study? 
 

The study is being carried out by the following researchers: 
 

• Dr Stephanie Partridge (lead investigator)   
• Ms Rebecca Raeside 
• Ms Allyson Todd 

 
This study is being funded by the Medical Research Future Fund (MRFF) and Primary 
Care Grant (MRFF2006315).  

 
14. Who can take part in the study?  
 

We are seeking stakeholders interested in digital health prevention programs for 
adolescents. This may include but is not limited to government (local, state, federal), health 
(local health districts, primary care networks), education (teachers and wellbeing staff), 
industry, non-government organisations (Youth Action, Aboriginal Community Controlled), 
youth services and community groups.  
 
You may be eligible if you are:  
• an adult (≥18 years) 
• have an interest in adolescent populations  
• willing to provide insights into digital health prevention programs with adolescents.  
 

mailto:stephanie.partridge@sydney.edu.au
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You have been invited to take part in this study because we have identified you as a 
potential stakeholder interested in adolescent health prevention programs.  

 
15. What will the study involve for me? 
 

If you decide to take part in this study, you will be asked to complete a brief online form 
and provide e-consent via Redcap, a university approved, secure online data capture 
system.  

 
Once informed consent has been obtained, we will a schedule a time for an online 
interview through zoom. The interview will take up to 45 minutes. You will be asked a 
range of questions specifically related to your perspectives of the support and potential 
public health impact of digital health prevention interventions, including Health4Me, and 
potential pathways for future implementation. 

Basic demographic data will be collected during the informed e-consent process via entry 
into the REDCap form. Demographic data includes age, gender, location, and ethnicity. 
We will also collect information regarding your current position, the organisation you work 
for, and how long you have been working at this organisation.  
 
Interviews will be audio recorded only through Zoom for the purpose of data collection 
and transcription for analysis. The audio recording will be transcribed and will be 
available for review by participants upon request.  All information will be de-identified 
prior to analysis and reporting.   

 
16. Can I withdraw once I’ve started? 

 
Being in this study is completely voluntary and you do not have to take part.  

 
We do not anticipate your decision will affect your relationship with any staff members from 
the University of Sydney or other relevant stakeholders. All data collected will be 
confidential and all transcripts from audio recordings will be de-identified to protect 
anonymity.   
 
If you decide to take part in the study and then change your mind you can withdraw by 
emailing the research team. If you decide to withdraw, we will not collect any more 
information from you. Any information that we have already collected will be kept in our 
study records and may be included in the study results. Audio recordings will be 
transcribed and de-identified, therefore your responses cannot be withdrawn.  
 
If you take part in an interview you may refuse to answer any questions that you do not 
wish to answer. 

 
17. Are there any risks or costs? 
 

Aside from giving up your time, we do not expect that there will be any risks or costs 
associated with taking part in this study.  

 
18. Are there any benefits? 

 
You will not receive any direct benefits from being in the study. However, your participation 
will help inform future development and implementation of digital health prevention 
programs and/or interventions for adolescents.  
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19. What will happen to information that is collected? 
 

By providing your consent, you are agreeing to us collecting information about you for the 
purposes of this study. 
 
Any information you provide us will be stored securely and we will only disclose 
identifiable information with your permission unless we are required by law to release 
information. All necessary steps will be taken to protect your confidentiality throughout 
the study. Any information obtained in connection with this research project that is 
identifiable will remain confidential. 
 
Demographic data collected during the study will be stored on REDCap, a secure online 
system that is managed by the University of Sydney. All interview audio recordings and 
written transcripts will be de-identified and used for data analysis purposes only. They will 
be stored securely using our Research Data Store (RDS), which is a central network drive 
that allows secure storage of large datasets and files and complies with the University of 
Sydney’s data security policies. Access to these files will be restricted to authorised 
researchers approved by the leading investigator.  

 
All study related documents and data will be stored for a period of 5 years after publication 
of study results as per standard storage policies and stored on our RDS network drive.   
We are planning for the study findings to be published in peer-reviewed journals. You will 
not be individually identifiable in these publications. The results may also be presented at 
inter/national conferences and to any interested organisations (such as The NSW Office 
of Preventive Health).  
We anticipate our findings will help inform future pathways in the implementation for 
adolescent digital health prevention interventions, including the Health4Me study.  

20. Will I be told the results of the study? 
 

You have a right to receive feedback about the overall results of this study. At the end of 
the study, we will provide a brief lay summary report of our findings.  

 
21. What if I would like further information? 
 

When you have read this information, the following researcher/s will be available to discuss 
it with you further and answer any questions you may have:  

• Ms Rebecca Raeside, Research Associate Faculty of Medicine and Health, 
University of Sydney  
Email: rebecca.raeside@sydney.edu.au Phone: 0412 961 432 
 

22. What if I have a complaint or any concerns? 
 

The ethical aspects of this study have been approved by the Human Research Ethics 
Committee (HREC) of The University of Sydney 2022/778 according to the National 
Statement on Ethical Conduct in Human Research (2007).  
 
If you are concerned about the way this study is being conducted or you wish to make a 
complaint to someone independent from the study, please contact the University: 
 
Human Ethics Manager 
Email: human.ethics@sydney.edu.au 
Phone: +61 2 8627 8176 

 

mailto:stephanie.partridge@sydney.edu.au
mailto:human.ethics@sydney.edu.au
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Participant Consent Form – Digital Health Implementation 

Research Study: Accelerating digital preventative health programs 
for adolescents: from research to implementation 
 
Dr Stephanie Partridge (Principal Investigator)  
Senior Research Fellow in Engagement and Co-design 
Research Hub,                                                             School 
of Health Sciences, Faculty of Medicine and Health, 
University of Sydney.  
Phone: +61 412 961 432 | Email: stephanie.partridge@sydney.edu.au 
 
 

Participant Name  
 
I agree to take part in this research study. In giving my consent, I confirm that that: 
 

• The details of my involvement have been explained to me, and I have been provided 
with a written Participant Information Statement to keep. 
 

• I understand the purpose of the study is to investigate stakeholders’ perspectives on 
the implementation of adolescent digital health prevention interventions.  

 
• I acknowledge that the risks and benefits of participating in this study have been 

explained to me to my satisfaction. 
 

• I understand that in this study I will be required to complete a brief form containing 
demographic data, and complete a 45-minute online interview, answering questions 
specifically related to my perspectives of the support and potential public health 
impact of a digital health prevention intervention, including Health4Me, and potential 
pathways for future implementation. 

 
• I understand that my participation in the interview will be audio-recorded.  

 
• I understand that my information may be used in future research to inform future 

development and implementation of adolescent digital health prevention 
interventions.  

 
• I understand that being in this study is completely voluntary. 

 
• I am assured that my decision to participate will not have any impact on my 

relationship with the research team or the University of Sydney.  
 

• I understand that I am free to withdraw from this study at any time and that I can 
choose to withdraw any information I have already provided (unless the data has 
already been de-identified or published). 
 

• I have been informed that the confidentiality of the information I provide will be 
protected and will only be used for purposes that I have agreed to. I understand that 
information identifying me will only be told to others with my permission, except as 
required by law. 
 

mailto:stephanie.partridge@sydney.edu.au
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• I understand that the results of this study may be published, and that publications will 
not contain my name or any identifiable information about me. 

 
• I confirm the following: 

 
I consent to recordings (audio)     Yes ☐  No ☐ 
 
I would like to review my interview transcripts  Yes ☐  No ☐  

 
I would like feedback on the overall results of this study Yes ☐  No ☐ 

 
If you answered yes, please provide your preferred contact details 
(email/telephone/postal address): 

 

 

 

 
 

• I understand that after I sign and return this consent form it will be retained by the 
researcher, and that I may request a copy at any time.  

 

Participant Name  

Signature  

Date  
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Appendix F – Related Published Articles 

Youth perspective on chronic disease prevention 
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Engaging adolescents in chronic disease prevention research: insights from researchers 

about establishing and facilitating a youth advisory group 
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Experiences from youth advisors in chronic disease prevention research 
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Feasibility and Acceptability of Chatbots for Nutrition and Physical Activity Health Promotion 

Among Adolescents: Systematic Scoping Review With Adolescent Consultation 
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Appendix G – Media Arising from Thesis 

Conference Award Shortlist - International Society of Behavioural Nutrition and Physical 

Activity Young Adult Special Interest Group Newsletter 
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Five minutes with Rebecca Raeside, PhD - Digital Health and Informatics Network 

Newsletter 
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CSANZ Research Scholarship Winners: Rebecca Raeside and Thomas Meredith. On The 

Pulse – The official newsletter of the Cardiac Society of Australia and New Zealand 
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