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Web exclusive Research 

Screening for lifestyle and mental health risk 
factors in the waiting room 
Feasibility study of the Case-fnding Health Assessment Tool 

Carolyn Raina Elley MBChB FRNZCGP PhD Diana Dawes MCSP MSc Martin Dawes MBBS FRCGP MD 

Morgan Price MD PhD CCFP Haeli Draper Felicity Goodyear-Smith MB ChB FRNZCGP MD 

Abstract 
Objective To assess the feasibility and acceptability of administering the validated Case-fnding Health Assessment 
Tool (CHAT) in Canadian family practice waiting rooms to identify risk factors for depression, anxiety, anger control, 
smoking, drinking, other drug use, gambling, exposure to abuse, and physical inactivity. 

Design Cross-sectional survey. 

Setting One urban academic family practice and one inner-city community health centre in British Columbia. 

EDITOR’S KEY POINTS 
• Mental health and lifestyle risk factors 
are often not detected or addressed ow-

-
-

-

-

-

ing to time constraints. This study aimed 
to assess the feasibility and acceptability 
of administering the validated Case-
finding Health Assessment Tool (CHAT) in 
Canadian family practice. The CHAT is a 
short, self-administered tool for lifestyle 
and mental health assessment of adult 
patients, which can be completed in 
the waiting room before the physician 
appointment. 

• The CHAT allowed efficient identifica
tion of 9 risk factors, as well as identifi
cation of those wanting help. High rates 
of several of the risk factors were identi
fied, and about a third of the patients 
with such risk factors were ready to 
make behavioural changes and indicated 
that they wanted help that day. 

• The CHAT was also found to be accept
able, with few objections to any of the 
questions. Participants liked the brevity 
and practicality of the CHAT and ap
preciated that the medical professionals 
cared. Participant comments suggested 
that the form also acted to increase 
awareness of the issues and provided an 
impetus for self-reflection. 

Participants Convenience sample of consecutive adult patients (19 years 
of age or older) and their attending family physicians. 

Main outcome measures Rates of completion; positive responses to and 
wanting help with identifed lifestyle and mental health risk factors; rates of 
objections to any questions; and positive and negative comments about the 
CHAT by participating physicians and patients. 

Results A total of 265 eligible adults presented in the waiting rooms over 
5 full days and 3 half-days, 176 (66%) of whom enrolled in the study; 161 
(91%) completed the CHAT, and 107 (66%) completed acceptability feedback 
forms. The prevalence of risk factors among patients in the academic and 
inner-city practice samples was different, with 20% and 63%, respectively, 
recording positive responses to both depression screening questions, 
34% and 60% positive for anxiety, 11% and 71% currently smoking, 6% 
and 22% feeling they needed to cut down on alcohol, 1% and 48% having 
used recreational drugs in the past year, and 11% and 65% with problems 
controlling anger. While many requested help with reducing risk factors, 
such as smoking (20%) and mental health symptoms (25% to 27%), a total 
of 35% (57 of 161) wanted help with an identifed issue that day. Patients 
and physicians found the CHAT acceptable, with no patients objecting to 
any question except the alcohol question (2 objected). Most comments 
were positive. 

Conclusion The CHAT allowed effcient identifcation of 9 risk factors, as 
well as identifcation of those wanting help. It could be used to screen all or 
targeted adult Canadian primary care patients in waiting rooms. 

This article has been peer reviewed. 
Can Fam Physician 2014;60:e527-34 



e528 Canadian Family Physician � Le Médecin de famille canadien | VOL 60: NOVEMBER • NOVEMBRE 2014       

      
   

  
 

 

  
 
 

      

  
 
 
 
 
 
 

   
 
 
 
 
 
 
 
 
 
 
 

 

  
 
 
 

 
 

 
 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 

 

Recherche Exclusivement sur le web 

Dépister les facteurs de risque liés au mode de 
vie et à la santé mentale dans la salle d’attente 
Étude de faisabilité pour le Case-fnding Health Assessment Tool 

Carolyn Raina Elley MBChB FRNZCGP PhD Diana Dawes MCSP MSc Martin Dawes MBBS FRCGP MD 

Morgan Price MD PhD CCFP Haeli Draper Felicity Goodyear-Smith MB ChB FRNZCGP MD 

Résumé 
Objectif  Vérifer s’il est faisable et acceptable d’utiliser un outil déjà validé, le Case-fnding Health Assessment Tool (CGAT) 
pour identifer les facteurs de risque pour la dépression, l’anxiété, la colère réprimée, le tabagisme, l’alcoolisme, la 
toxicomanie, le jeu, la présence de violence et la sédentarité. 

Type d’étude  Enquête transversale. 

Contexte  Une clinique universitaire urbaine de médecine familiale et le centre de santé communautaire d’un centre-
ville en Colombie-Britannique. 

Participants  Un échantillon arbitraire de patients adultes consécutifs (âgés d’au moins 19 ans) et leurs médecins traitants. 

POINTS DE REPÈRE DU RÉDACTEUR    
• Souvent, les facteurs de risque liés à la santé mentale 
et au mode de vie ne sont pas détectés ou pris en 
charge en raison des contraintes de temps. Cette 
étude voulait vérifier s’il était faisable et acceptable 
d’utiliser un outil déjà validé, le Case-finding Health 
Assessment Tool (CHAT) dans un contexte de médecine 
familiale au Canada. Le CHAT est un outil court et 
auto-administré qui vise à évaluer le style de vie et 
la santé mentale de patients adultes et qui peut être 
complété en salle d’attente avant la rencontre avec le 
médecin. 

• Le CHAT a permis d’identifier de façon efficace 9 
facteurs de risque, mais aussi d’identifier les patients 
recherchant de l’aide. Des taux élevés ont été observés 
pour plusieurs des facteurs de risque et environ un tiers 
des patients qui présentaient de tels facteurs étaient 
disposés à modifier leur comportement et indiquaient 
qu’ils voulaient de l’aide ce jour-là. 

• Le CHAT était jugé acceptable, avec seulement 
quelques objections à une question. Les participants 
ont apprécié le fait que le CHAT était court et pratique 
et que les professionnels de la santé se préoccupaient 
d’eux. Les commentaires des participants suggéraient 
que cet outil avait pour effet de les rendre plus 
conscients de leurs problèmes et constituait un incitatif 
à l’autoréflexion. 

Principaux paramètres à l’étude  Taux de réponses à l’enquête; 
réponses positives pour les facteurs de risque identifés liés au mode 
de vie et à la santé mentale, et désir d’être aidé; taux d’opposition 
à toute question; et commentaires positifs ou négatifs au sujet du 
CHAT de la part des médecins et des patients participants. 

Résultats  Sur les 265 adultes admissibles qui se sont présentés à 
la salle d’attente sur une période comprenant 5 jours complets et 
3 demi-journées, 176 (66 %) ont accepté de participer; 161 d’entre 
eux (91 %) ont complété le CHAT et 107 (66 %) les formulaires de 
feedback sur l’acceptabilité. On observait une différence entre la 
clinique universitaire et celle du centre-ville pour ce qui est de la 
prévalence des facteurs de risque chez les patients, ces deux groupes 
rapportant respectivement 20 % et 63 % de réponses positives aux 
2 questions pour le dépistage de la dépression, 34 % et 60 % pour 
l’anxiété, 11 % et 71 % pour le tabagisme actuel, 6 % et 22 % pour 
l’impression d’avoir à réduire l’alcool, 1  % et 48  % pour l’usage 
de drogues de rue au cours de l’année précédente, et 11  % et 
65 % pour des diffcultés à réprimer la colère. Alors que plusieurs 
souhaitaient être aidés pour réduire leurs facteurs de risque, comme 
le tabac (20 %) et certains symptômes de maladie mentale (25 % et 
27 %), 57 des 161 participants (35 %) voulaient être aidés pour un 
problème identifé ce jour-là. Patients et médecins jugeaient le CHAT 
acceptable et, à part 2 patients qui se sont opposés à la question sur 
l’alcool, aucun autre n’a émis d’objection à propos des questions. La 
plupart des commentaires étaient positifs. 

Conclusion  Le CHAT a permis d’identifer de façon effcace 9 
facteurs de risque, en plus de révéler les patients qui désiraient 
être aidés. Utilisé en salle d’attente, cet outil pourrait servir au 
dépistage, sinon pour tous les patients des soins primaires au 
Canada, du moins pour certains groupes ciblés. 

Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2014;60:e527-34 
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Physical and mental health and substance misuse 
are often interwoven.1 Therefore, preventive care 
in family practice should involve identifying and 

addressing both lifestyle and mental health risk factors. 
However, many at-risk behaviour patterns and conditions 
are not identifed in routine practice.2 Mental health issues 
in particular are common in North America.3,4 In Quebec, 
25% of family practice consultations are for mental health 
problems,5 and 10% of Canadians use services for their 
mental health annually, with family physicians being the 
most commonly consulted professionals.3 However, only 
40% of those with mental health problems seek profes-
sional help.3 Further, identification of and subsequent 
intervention for modifable risk factors such as smoking, 
problematic drinking, and physical inactivity can have 
a strong positive infuence on many chronic conditions, 
such as heart disease, diabetes, chronic obstructive pul-
monary disease, and lung cancer.6 

In Canada, 85% of those aged 12 and older reported 
having a regular medical doctor in 2009.7,8 Family prac-
tice provides an ideal setting for identifying and address-
ing lifestyle and mental health risk factors. Routine 
screening for these potentially modifable risk factors is 
likely to have much better coverage than opportunistic 
screening.9 However, given visit time restraints, routine 
screening rates for individual items such as depression 
can be low.10 

The Case-fnding Health Assessment Tool (CHAT) is 
a short, self-administered tool for lifestyle and men-
tal health assessment of adult patients in family prac-
tice. The CHAT was developed by a multidisciplinary 
team (including family physicians, nurses, and psycholo-
gists) from the University of Auckland in New Zealand. 
The tool assesses for risky behaviour (smoking, drink-
ing, other drug use, gambling, exposure to abuse, and 
physical inactivity) and mental health issues (depres-
sion, anxiety, and anger control) and can be adminis-
tered in the waiting room in less than 5 minutes, before 
the physician visit. For each item, patients are asked if 
the issue is something they would like help with and, 
if the answer is yes, whether they want help that day. 
By combining substance use, other risky health behav-
iour including violence, and negative mood states, the 
CHAT recognizes the interrelationship of these domains 
and how intervening in one can have positive effects on 
another. The tool has undergone testing for acceptabil-
ity (less than 1% of more than 2500 patients objected to 
any question), reliability,11-13 and validity in New Zealand. 
The addition of the question about help increases test 
specifcity (reducing false positives).13-15 The multi-item 
nature also allows for assessment of comorbidities.16 It 
has been assessed with white, Maori, and Pacifc Island11 

and Asian peoples,13 with high patient acceptability in 
each group. Effective brief interventions that can be 
delivered in family practice are available for each of 

the risk factor areas.17-21 Before the CHAT is used and 
evaluated in the Canadian context, a study of the fea-
sibility and acceptability of the CHAT content and pro-
cess is required. The aim of this study was to assess 
the feasibility and acceptability of the CHAT, a brief vali-
dated lifestyle screening tool that can be administered 
in Canadian family practice waiting rooms. This paper 
presents the fndings from this feasibility study. 

METHODS 

Consecutive adult patients 19 years of age or older 
attending a family practice on the days of the study 
were invited to participate by a research assistant in the 
waiting room. Those who appeared obviously unwell 
as judged by any of the practice staff, or those unable 
to read or understand English or the contents of the 
study information were not invited. Those who had pre-
viously completed the CHAT were excluded. The study 
setting was 2 family practices in British Columbia. One 
practice is a university-affliated practice providing care 
to patients of middle to high socioeconomic status in 
a teaching clinic environment with medical students, 
residents, and pharmacy students; the other is a block-
funded inner-city health centre providing primary care 
for adults without medical coverage, many of whom 
suffer from mental health issues, addictions, or other 
chronic health problems. The study was carried out over 
3 half-days and 3 full days at the frst practice and over 2 
full days at the second practice. Family physicians from 
the participating practices were also invited to provide 
feedback about the CHAT. 

After providing informed consent, patients completed 
the CHAT in the waiting room, which took less than 5 
minutes. The patient then brought the completed CHAT 
to the physician consultation. The physician had the 
opportunity to discuss the results with the patient and 
address any issues, if desired. 

The measures of feasibility included the proportions 
of consecutive eligible patients who agreed to partici-
pate in the study and the questions completed. The rates 
of positive answers to each domain were also recorded. 
Acceptability of the CHAT to patients and physicians was 
assessed by the proportion of objections to questions in 
each domain and by open-ended questions on feedback 
forms. Feedback forms were flled out following comple-
tion of the CHAT form either before or after the physi-
cian visit. 

Sample size calculations were not carried out, as this 
was a feasibility study; however, the investigators aimed 
to enrol 50 to 100 patients from each of the 2 practices. 
Numbers and percentages of each of the outcome mea-
sures and the open-ended question responses are pre-
sented. 

https://comorbidities.16


e530 Canadian Family Physician � Le Médecin de famille canadien | VOL 60: NOVEMBER • NOVEMBRE 2014 

Research | Screening for lifestyle and mental health risk factors in the waiting room

The study was approved by the University of British 
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Figure 1. Response rates 

Total adult patients attending practice 
during screening period, N=282 

Urban academic practice, n=135 (48%); 
inner-city practice, n=147 (52%) 

Excluded, n=17 (6%) 
(eg, too unwell or 
participated on a 
previous day) 

Potentially eligible, n=265 (94%) 
Urban academic practice, n=123 (91%); 

inner-city practice, n=142 (97%) 

Missed owing to 
lack of time before 
consultation, n=83 
(31%); declined to 
participate, 
n=6 (2%) 

Enrolled in the CHAT study, n=176 (66%) 
Urban academic practice, n=103 (84%); 

inner-city practice, n=73 (51%) 

Completed screening questionnaire, n=161 (91%) 
Urban academic practice, n=98 (95%); 

inner-city practice, n=63 (86%) 

Completed feedback about acceptability, n=107 (66%) 
Urban academic practice, n=50 (51%); 

inner-city practice, n=57 (90%) 

CHAT—Case-ÿnding Health Assessment Tool. 

      

 

 

 

 

 
 
 
 

 

 
 

 
 

 
 

         

 
 

 
 
 
 
 
 
 

        

 
 

 

 
 

 

RESULTS 

During the study period, 282 adults attended the prac-
tices; 265 (94%) patients were eligible to participate 
and 176 (66%) were enrolled (Figure 1). The CHAT was 
completed by 161 (91%) enrolled patients before their 

consultations after they provided informed consent. Of 
those, 107 (66%) also completed the acceptability feed-
back form. Eight physicians were involved. There were 
also several residents in the academic practice, but they 
did not participate in the feedback. 

The rates of positive responses to questions about 
mental health and lifestyle risk were very different 
in the 2 practices (Table 1). Just 11% of the patients 
from the urban academic practice currently smoked, 
and only 1% reported ever having used nonprescrip-
tion or recreational drugs. Corresponding rates in the 
inner-city community health centre were 71% and 48%, 
respectively. The identifcation of risk factors for depres-
sion and anxiety was high in both practices, with 60 of 
161 (37%) answering yes to both depression screening 
questions and 42 of 161 (26%) requesting help for this. 
Overall, 9% (14 of 161) reported that there was someone 
in their lives they were afraid of; who wanted to hurt 
them; or who controlled them, preventing them from 
doing what they wanted. Only 2% reported problematic 
gambling. Table 2 presents the aspects of patients’ lives 
that caused them stress, with money and health being 
the most common stressors. There were high rates of 
some risk factors, and a number of people indicated 
that they would like help (Table 3). The highest rates for 
requesting assistance were for smoking (20%), depres-
sion (26%), and anxiety (25%). Overall, 77 patients (48%) 
reported that they wanted help with at least 1 risk factor; 
however, only 57 individuals (35%) wanted help that day. 

Of the 107 patients who completed the feedback form 
about the CHAT, 2 people (2%) objected to the alcohol 
questions. There were no objections identifed to any 
other questions. Fifty-two participants (49%) wrote com-
ments in response to the question, “What (if anything) 
did you like about the assessment form?” Participants 
commented that they thought the CHAT questions 
were simple, clear, thorough, relevant, and important; 
raised awareness of the issues; and showed concern. 
Seventeen participants wrote comments about what 
they did not like about it. Some thought the questions 
were too general; lacked fow; were not long enough; 
or should include other options such as sometimes, 
whether the issue was already being addressed, or room 
for comments. Some patients found the questions dif-
fcult to read and required their reading glasses. One 
respondent commented that the CHAT raised hopes of 
actually getting help. Another was concerned that his or 
her feelings of depression might have been an appropri-
ate response rather than a “mental problem,” and one 
other thought the number of prescription drugs was also 
an issue that the CHAT should explore. Some thought 
that not much could be done about tobacco cessation 
or wanted more specifc questions about the number of 
cigarettes smoked. 

Eight physicians completed a feedback form about 
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Table 1. Positive responses to mental health and lifestyle screening questions of consecutive adult patients attending 
2 family practices in British Columbia 

SCREENiNG quEStioN 
  uRBAN ACADEMiC PRACtiCE, 

  N (%) N  =98 
iNNER-City PRACtiCE, N (%) 

  N =63 
totAl, N (%)  

 N  =161 

How many cigarettes do you smoke on an 
average day?* 

Do you feel the need to cut down or stop your 
smoking? 

Do you feel the need to cut down on your 
drinking alcohol? 

In the last year, have you ever drunk more 
alcohol than you meant to? 

Do you ever feel the need to cut down on your 
nonprescription or recreational drug use? 

In the last year, have you ever used 
nonprescription or recreational drugs more than 
you meant to? 

Do you sometimes feel unhappy or worried after 
a session of gambling? 

Does gambling sometimes cause you problems? 

During the past month have you been bothered 
by feeling down, depressed, or hopeless? 

During the past month have you been bothered 
by having little interest or pleasure in doing 
things? 

During the past month have you been worrying 
a lot about everyday problems? 

Is there anyone in your life of whom you are 
afraid or who hurts you in any way? 

Is there anyone in your life who controls you 
and prevents you doing what you want? 

Is controlling your anger sometimes a problem 
for you? 

As a rule do you do more than 30 minutes of 
moderate or vigorous exercise (such as walking 
or a sport) on 5 days of the week? 

11 (11) 

8 (8) 

6 (6) 

25 (26) 

0 (0) 

1 (1) 

1 (1) 

2 (2) 

36 (37) 

25 (26) 

33 (34) 

3 (3) 

0 (0) 

11 (11) 

65 (66) 

45 (71) 

32 (51) 

14 (22) 

23 (37) 

23 (37) 

30 (48) 

3 (5) 

1 (2) 

44 (70) 

41 (65) 

38 (60) 

8 (13) 

6 (10) 

41 (65) 

50 (79) 

56 (35) 

40 (25) 

20 (12) 

48 (30) 

23 (14) 

31 (19) 

4 (2) 

3 (2) 

80 (50) 

66 (41) 

71 (44) 

11 (7) 

6 (4) 

33 (20) 

46 (29) 

 *If respondents indicated that they smoked 1 or more cigarettes on an average day (range of responses was 1 to ≥ 31 a day), this was considered a  
positive response. 

the CHAT, 7 of whom made positive comments. They 
liked that it facilitated discussion about potentially sen-
sitive issues that otherwise might not have been talked 
about, and that patients had the option of “naming” an 
issue but indicating that they did not wish to discuss 
it now. Five made comments about possible disadvan-
tages or suggestions for improvement, such as adding 
a place for the date, other screening tools, or the option 
being addressed for each issue. One thought it would 
not be useful for follow-up and another thought it too 
simple. The physicians did not think that patients would 
object to any questions. All physician respondents 
stated that they would use such a form, if available. 
Three thought they would screen all adult patients, one 

would use it opportunistically, and 4 said they would use 
another approach, such as targeted administration to 
new patients. 

DISCUSSION 

This study showed that it was feasible to screen for several 
mental health and lifestyle risk factors in the waiting room 
of 2 family physician practices with different patient 
profles. There were high rates of adult patients at risk 
of depression and high rates of other risk factors iden-
tifed, such as smoking, exessive alcohol consumption, 
and gambling, particularly in the inner-city practice; 
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Table 2. Responses to the question about life stress 
WHAt ASPECtS 
oF youR liFE 
ARE CAuSiNG uRBAN 
you SiGNiFiCANt ACADEMiC iNNER-City 
StRESS At tHE PRACtiCE, N (%) PRACtiCE, N (%) totAl, N (%) 
MoMENt?* N =98 N=63 N=161 

None 18 (18) 8 (13) 26 (16) 

Relationship 14 (14) 20 (32) 34 (21) 

Work 27 (28) 12 (19) 39 (24) 

Home life 15 (15) 23 (37) 38 (24) 

Money 24 (24) 37 (59) 61 (38) 

Health 39 (40) 32 (51) 71 (44) 

Study 18 (18) 0 (0) 18 (11) 

Other 20 (20) 14 (22) 34 (21) 

Did not 
answer 

6 (6) 2 (3) 8 (5) 

*This screening question followed the question about anxiety. 
Respondents could select as many answers as applied to them. 

        

Table 3. Screened patients requesting assistance with identifed risk factors 
RiSk FACtoR uRBAN ACADEMiC PRACtiCE, N (%) N=98 iNNER-City PRACtiCE, N (%) N = 63 totAl, N (%) N=161 

yES, But Not toDAy yES, toDAy yES, But Not toDAy yES, toDAy yES, But Not toDAy yES, toDAy 

Smoking 3 (3) 0 (0) 16 (25) 13 (21) 19 (12) 13 (8) 

Alcohol 3 (3) 1 (1) 5 (8) 4 (6) 8 (5) 5 (3) 

Drugs 0 (0) 0 (0) 11 (17) 7 (11) 11 (7) 7 (4) 

Gambling 1 (1) 5 (5) 1 (2) 0 (0) 2 (1) 5 (3) 

Depression 3 (3) 9 (9) 14 (22) 16 (25) 17 (11) 25 (16) 

Anxiety 6 (6) 8 (8) 14 (22) 13 (21) 20 (12) 21 (13) 

Abuse 1 (1) 5 (5) 1 (2) 0 (0) 2 (1) 5 (3) 

Anger 1 (1) 2 (2) 3 (5) 7 (11) 4 (2) 9 (6) 

Exercise 2 (2) 8 (8) 4 (6) 4 (6) 6 (4) 12 (7) 

Total issues 20 (100) 38 (100) 69 (100) 64 (100) 89 (100) 102 (100) 

however, overall rates were similar to those found in 
previous studies in New Zealand.12 The study also found 
that a portion of the patients with such risk factors were 
ready to make a behavioural change and indicated that 
they wanted help that day. 

Overall there were 102 risk factors self-identifed for 
which patients requested “help today” during 161 con-
sultations (38 issues at 98 consultations in the urban 
academic practice and 64 issues at 63 consultations in 
the inner-city practice). If many of these issues were over 
and above the reason for the consultation, this might 
present an extra demand on time, either of the physician 
or of other health care providers. Even if patients were 
not ready to address the issues, the form provided infor-
mation about risk factors that could be addressed some-
time in the future. This information would also provide 
statistics about the practice prevalence of these risk 

factors if the CHAT form were used on all or randomly 
selected adult patients from the practice. 

The CHAT was also found to be acceptable, with few 
objections to any of the questions. Participants liked the 
brevity and practicality of the CHAT and appreciated 
that the medical professionals cared. Participant com-
ments suggested that the form also acted to increase 
awareness of the issues and provided an impetus for 
self-refection, which in itself might represent an inter-
vention. However, it is important to acknowledge the 
expectations of patients; as one patient stated, the CHAT 
might “rais[e] hopes on actually getting help.” 

The physicians found the CHAT useful in bringing rel-
evant issues forward and commented that it would be 
particularly useful for new patients. One physician sug-
gested the addition of another screening tool for abuse. 

Compared with the literature 
The questions in the CHAT have been validated in con-
secutive patients.22 The 2 depression questions in the 
CHAT have 96% sensitivity and 69% specifcity22 for diag-
nosing major depression, and 73% sensitivity and 98% 
specifcity23 for those who also request help. Rates were 
similar for the anxiety screening question.22,23 Therefore, 
the rates of 26% and 25% of patients who requested help 
for depression and anxiety, respectively, in this study 
are consistent with the estimated prevalence of mental 
health conditions, such as depression and anxiety, seen 
both in the Canadian population24 and among those vis-
iting their family physicians.3 

It has become increasingly clear in recent years that 
addiction and mental health disorders often coexist,25 

and there has been a move from single-condition instru-
ments toward screening tools that assess several mental 
health issues such as depression, anxiety, and somati-
sation26; generalized distress27; serious mental illness28; 
and mental illness and trauma.29,30 However, none of the 
other multi-item instruments is a generic primary care 

https://patients.22
https://Zealand.12
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tool offering casefnding for both lifestyle factors and 
mental health issues. They deal with specifc conditions 
such as substance abuse or mental distress, disease 
states like cancer or heart disease, or populations such 
as adolescents, the elderly, or pregnant women. 

An electronic version of the CHAT, completed on tab-
let computers in waiting rooms, with results transmitted 
into the electronic medical records of family physicians 
at the point of care, has also been developed and is 
being trialed in New Zealand.31-33 It incorporates a tree 
structure with added scored tools triggered where appli-
cable: the Alcohol, Smoking and Substance Involvement 
Screening Test for smoking, alcohol, and other drug 
use34; the Patient Health Questionnaire module for 
depression35; and the Generalized Anxiety Disorder 
Assessment for anxiety.36 It also incorporates 3 Alcohol 
Use Disorders Identification Test Consumption ques-
tions on alcohol.37 For positive domains, the physician 
has electronic access to stepped-care clinical decision-
support tools to guide decision making, including 
problem solving, goal setting, brief coaching, patient 
education, medications, and referrals. 

Strengths and limitations 
The main reason for non-participation was that patients 
were missed owing to a lack of time before the phy-
sician consultation. However, the exclusion of non-
English-speaking patients, who might also be immi-
grants and have lower socioeconomic status, might 
have introduced a systematic bias. When used in prac-
tice, the screening tool alone would take less time with-
out the study procedures, so a greater coverage is likely. 
In addition, the CHAT can be used annually, just for new 
patients, or only in those considered to be high risk, 
depending on the preference and profle of the practice. 
Of interest, there were few patients in either practice 
who declined to participate. 

The study was a feasibility study within only 2 prac-
tices; thus “prevalence rates” of each risk factor are only 
relevant for the practices themselves and will not be repre-
sentative of actual rates across family physician practices. 

Conclusion 
Mental health and lifestyle risk factors are often not 
detected or addressed during physician visits owing 
to time constraints.2 The CHAT allowed effcient iden-
tifcation of 9 risk factors, as well as identifcation of 
those wanting help, and could be used in waiting rooms 
to screen all or targeted adult Canadian primary care 
patients (eg, patients new to the practice; those not 
seen for 2 years; antenatal patients; or those with pre-
existing, long-term conditions, mental health issues, or 
substance misuse). The tool allows patients to priori-
tize the areas that they would like addressed and facili-
tates a conversation with their physicians for shared 

decision making.32 Repeating the CHAT at a later date 
allows ease of tracking of patients’ progress over time. 

In addition to time constraints, mental health and 
lifestyle risk factors are also often not detected either 
because patients do not know that these are concerns 
to bring to their physicians or because they might feel 
threatened if they are asked directly. Because sensitive 
questions are embedded in the CHAT, it increases the 
acceptability of such questions to patients. Physicians 
are also cautious about stigmatizing patients by direct 
questioning, and the CHAT brings the issues into the 
open and initiates the patient-physician conversation, 
reducing barriers for patients to seek and accept help. 
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