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Background: The DSM-5 core Cultural Formulation Interview (CFl) is designed with
the agenda of letting the patient’s perspective become as important for treatment
and care as the clinician’s assessments. This is in line with the person-centered turn
in every part of the health care system in Norway. However, international CFl
research on majority populations and on adolescents remains scarce. This study is
the first to test the feasibility, acceptability, and clinical utility of core CFI with
adolescents in a specialized mental healthcare inpatient unit in Norway.

Methods: The study used a mixed methods design with three stages, inspired by
and expanding the CFl testing research in the United States: 1) Cultural analysis of
the clinical context and CFI training, 2) Data gathering with CFI interviews,
debriefing instruments, and semi-structured interviews with six consecutive
adolescents (aged 14-17 years) with various severe mental health problems,
and multi-method data gathering with three interdisciplinary CFl-trained
clinicians, and 3) Efficacy evaluation of the CFI.

Results: Adolescents and clinicians reported positive perceptions of the CFl's
feasibility, acceptability, and clinical utility. The CFl supported service user
involvement and treatment planning, consistent with international evidence.
Both patients and clinicians described the CFl as a type of intervention that
initiated a process of reflection and deeper understanding of challenges as well
as resources, with patients expecting their narratives to be understood, shared,
and integrated into treatment planning.

Conclusion: This study contributes to person-centered care (PCC) research by
underscoring the importance of actively involving adolescents in their treatment
processes. Based on these findings, the clinic initiated a request to evaluate the
integration of the CFl process (core interview and use of this information in
treatment planning) into standard treatment protocols through an
implementation study, which is currently underway.
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1 Introduction

The introduction is divided into three sections leading up to the
aim of this research study.

1.1 Person-centered Care and Adolescents

Person-centered care (PCC) in general healthcare and in mental
healthcare in particular has seen a substantial increase in the last 20
years (1-3). Guidelines of the World Health Organization (WHO)
make it clear that the provision of PCC is a human right in mental
healthcare settings (3). Recent research has found that PCC may
offer several benefits over standard care (2). These benefits concern
rates of adherence and self-management, resulting in improved
cost-effectiveness, service satisfaction, and quality of life (2).
Morgan and Yoder (1) analyzed the concept of PCC in the
context of an inpatient post-acute healthcare environment and
identified four defining attributes as a foundation for practice:
holistic, individualized, respectful, and empowering. However,
despite increasing interest in PCC, there is a lack of clarity among
clinicians about what PCC is and how it is to be practiced (1, 4).

Communication skills constitute a pivotal component of PCC
(4). In a scoping review, Constand and colleagues (5) identified
effective communication as one of three components of a PCC
approach, across different frameworks and models. The two other
components were partnership and health promotion. Effective
communication includes the following: sharing information,
active listening, compassionate and empowering care, respect for
patient autonomy, and sensitivity to patients’ needs. The studies
revealed that prioritizing effective communication strategies
improves outcomes when integrated into health services (5).
There are studies suggesting that more attention should be
directed towards the communication skills of clinicians working
with adolescents in mental healthcare (6, 7). A British study
addressing the views of adolescents aged 11-18 who received
mental healthcare found that communication skills were more
relevant than actual therapeutic approaches (8). A recent scoping
review of adolescents’ voices on self-engagement in mental health
treatment, found that being listened to and met with kindness were
central factors for self-engagement in the therapeutic process (9).

Receiving direct responses from adolescents and paying
attention to the unique expectations and feelings they bring to
treatment are essential factors in successful treatment (9-12). This
may increase understanding of how they perceive mental health
problems (13). Their view of what therapy involves may differ from
clinicians’ perceptions (12). In a recent systematic review on patient
involvement in adolescent mental healthcare by Viksveen et al. (14),
adolescents expressed a desire for active engagement in their
treatment processes. However, a systematic review of factors
influencing PCC in child and adolescent mental healthcare (15)
found that adolescents are seldom active participants in their
treatment. These reviews recommend a greater focus on the
unique needs of each person and more knowledge about the best
ways in which adolescents want to and can be involved in their
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treatment, suggesting that healthcare for adolescents should become
more person-centered (14, 15).

1.2 The Cultural Formulation Interview

The Cultural Formulation Interview (CFI) (16) from DSM-5
(17, 18) is a useful and validated tool to elaborate patients’
perspectives on dealing with illness and health in relation to their
cultural concerns. The Outline for Cultural Formulation (OCF)
from the DSM-IV (19) provided a framework for assessing the
cultural features of an individual’s mental health problem and how
these relate to the patient’s social and cultural context and history
(20). The OCF was revised from the DSM-IV original version to the
DSM-5 version and again revised for the DSM-5-TR (17, 18). To
operationalize the OCF for clinical practice, the DSM-5 included
the CFI to provide specific questions for patients to obtain culturally
relevant information that could be used in aiding diagnosis and
treatment planning processes. The CFI is based on a PCC approach
and designed with what often may appear as a radical agenda: “to let
the patient’s perspective become as important for treatment and
care as the clinician’s assessments” (16). The CFI consists of the
core CFI of 16 questions for patient interviewing, and the CFI-
Informant Version that can be administrated to close associates of
the patient and 12 supplemental modules aimed at particular
populations or situations (21). Dixon and colleagues (22) point
out the importance of the person’s own culture, background and
goals in treatment planning. They recommend the use of the CFJ,
stating that it is essential “to provide culturally competent and
person-centered care”.

The international field trials were a series of studies conducted
to test the 14-item pilot version of the CFI for DSM-5 (23). These
trials involved 75 clinicians, 318 adult patients from outpatient
clinics, mostly with mental health diagnoses, and 86 relatives, to
study feasibility, acceptability, and clinical utility across six
countries (Canada, India, Kenya, The Netherlands, Peru, and the
United States) (23). A mixed-methods evaluation of the field trial
data found positive responses to the CFI’s perceived feasibility,
acceptability, and clinical utility for both clinicians and patients
(23). As there was a need for more specific guidance in regard to
implementation, training, and application the results from the
international field trials (23) led to a revised 16-item version of
the CFI (referred to as the core CFI) in the DSM-5 (17, 18).

Rohlof et al. in the Netherlands (24) evaluated the 14-item
version of the CFI and found it to be feasible, acceptable, and useful
in psychiatric practice for patients and clinicians, particularly
benefiting patients where communication and diagnostic
challenges were anticipated. Diaz and colleagues (25) analyzed
CFI data from 30 monolingual Spanish participants in the USA,
finding that the interview elicited themes about the importance of
building trust, addressing stigma, and restoring family and social
ties. This information showed the value of routine CFI use in
enhancing cultural responsiveness of care, bringing attention to
what matters most for this Hispanic population. Aggarwal et al. (26)
analyzed the 14-item version of the CFI with 32 adult patients and
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debriefing instruments with the 32 clinicians who had conducted
the CFI, and found that incorporating the CFI into practice, which
informed the later 16-item version, can enhance healthcare
communication and therapeutic rapport. Patient satisfaction had
risen immediately after CFI use (26). In a comparative, cross
national study, Hinton and colleagues (27) evaluated relatives’
views, showing that relatives supported the feasibility,
acceptability, and clinical utility of the 14-item version of the CFL

In Scandinavia, evaluating the clinical use of the core CFI has
been conducted as part of a larger project in an outpatient
psychiatric clinic in Sweden by Wallin and colleagues (28-31). A
mixed-method RCT study with patients and clinicians (28) found
the core CFI to be feasible, acceptable, and clinically useful. In
Denmark, the core CFI has primarily been used with migrant
populations (32-34). A mixed-methods study by Skammeritz and
colleagues (34) found high patient satisfaction with the CFI among
migrant patients in a transcultural mental health clinic.
Additionally, a qualitative study by Lindberg et al. (33) found that
the core CFI facilitated trust-building and engagement in care
among migrant patients.

The positive impact of the CFI on clinical communication in the
field trials (26) and CFI studies mentioned using the core CFI with
16 questions, has been confirmed and explored in several additional
studies. In the United States, Muralidharan and colleagues (35)
explored the core CFI with patients with chronic psychosis in an
outpatient Veterans Affairs clinic. The patients found the core CFI
valuable in terms of validating their experiences, offering
therapeutic benefits, and promoting deeper self-awareness and
understanding of their recovery (35). Additionally, the patients
described how the clinicians listened and displayed genuine concern
for their well-being (35). A case study of a Jamaican American
woman with a history of psychosis (36) found that using the core
CFI improved communication and helped the clinician understand
background diversity. That study underscored the ability of the core
CFI to reveal many aspects of the person’s life and context, such as
cultural influences (40).

In a clinical synthesis of findings regarding the CFI over the six
years since its publication in 2013 to 2018, Jarvis and colleagues (37)
found that the core CFI can lead to respectful interaction between
patient and clinician and contribute to person-centered healthcare.
However, the tool may be more difficult to use with patients with
severe symptoms such as psychosis, suicidality, aggression, and
cognitive impairment. In a qualitative study in a Mexican setting,
where 19 patients were included, the core CFI was found to be
important in enhancing communication and building trust (38).
The CFI seems to have a positive impact on clinical communication
by allowing the clinician to elicit patients’ views on what has caused
their symptoms, and by improving the clinician’s ability to care and
help patients to access their resources as part of their healthcare
solution (39-42). A scoping review on the existing literature on the
CFI found that the core CFI was perceived as having a positive effect
on medical communication (43), additionally, the core CFI
enhanced patient-clinician rapport, facilitated diagnostic and
treatment strategies, and promoted in-depth exploration of
patients’ illness narratives.
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Lewis-Fernandez and colleagues (44) published an editorial on a
number of articles examining the implementation and impact of
work on the CFI from various countries and health settings,
indicating that there is room for improvement of the CFI in three
key areas: the role of the CFI in transforming standard mental
health assessment in psychiatry, identifying strategies to enhance
implementation, and improving the CFI instrument from different
perspectives. Another qualitative study (45) explored barriers to
implementing the CFI, involving 32 patients and 7 clinicians at the
New York site included in the DSM-5 international field trial.
Eligible patients were of any racial or ethnic background; between
18 and 80 years old. Key barriers reported by patients included: lack
of differentiation from other treatments, lack of buy-in, and
ambiguity of design. Clinicians highlighted issues such as lack of
conceptual relevance, format drift, and redundancy (45). A mixed-
methods study conducted by Aggarwal et al. found that training
clinicians to use the assessment tool is an important factor in
integrating the core CFI in clinical practice (46). The CFI training
may be best delivered through a combination of written guidelines,
video demonstrations and active behavioral simulations. Research
in the United States and Canada (47, 48) found that one hour of
training on the core CFI can enhance clinicians’ self-assessed
cultural competence and reflection on non-verbal communication
skills. The incorporation of the CFI information into electronic
health records can be burdensome for providers, particularly when
training, time, and organizational incentives are insufficient, leading
to superficial documentation or neglect of the CFI’s therapeutic
potential (44). A study in the Netherlands (49) evaluated the
implementation of the CFI in a large mental health organization
and found significant barriers to its adoption, with only 13.2% of
intakes utilizing the CFI, noting that provided training in the CFI
was not made mandatory for clinicians expected to use the CFL The
study highlighted that clinicians with higher cultural competence
were more likely to use the CFI effectively, suggesting that successful
implementation may require integrating the CFI into broader
cultural competency training (49).

In the qualitative data analyzed by Wallin and colleagues in the
mixed-methods RCT study from Sweden (28), some patients found
the core CFI questions to be difficult, with abstract questions on
identity and background being hard to understand, especially for
those with limited language proficiency. This difficulty indicated the
need for adjustments to make the questions more comprehensible
(28). As part of the larger project in Sweden, a randomized control
trial (RCT) showed that the CFI enhanced psychiatric diagnostics
by aiding in the identification of depressive disorders and
facilitating differential diagnosis among non-native speaking
patients (31). Wallin and colleagues conducted two additional
studies (29, 30) from the mentioned RCT (31). One study
analyzed CFI documentation with non-native Swedish-speaking
patients and found that it provided valuable contextualized
descriptions of dysfunction, life conditions, and emotions, aiding
in identifying psychiatric symptoms despite language barriers (29).
The other study focused on native Swedish-speaking patients,
revealing themes like distress, social failure, and help-seeking, but
suggested a need to reframe questions on cultural identity to
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improve comprehension and relevance in this group (30). In New
York, Aggarwal and colleagues used the core CFI to analyze patient
narratives on social stressors, supports, or barriers to care. The
study found that social determinants of mental health can be
elicited through the core CFI (50).

CFI research on adolescents in mental healthcare has been
limited, compared to adult populations (51-55). Both the editorial
article by Lewis-Fernandez et al. (44) and the literature review by
Jarvis et al. (37) underline the inclusion of family systems and
engagement with the family in cultural psychiatry as essential. This
involves incorporating the entire family into the CFI as a dynamic
unit, instead of using an individualistic approach or viewing the CFI
as an additional source of information (44). In a RCT from the
United States on person-centred approaches among Spanish-
speaking families with young children aged 2-7 years, Sanchez
and colleagues (53) found that families who received the core CFI
had a range of better engagement, including attendance, and
treatment outcomes compared to families who received a
standard assessment. In addition, the core CFI increased the
families’ perception of being understood by the clinician. Building
on this study, Sanchez and colleagues (56) applied a culturally
informed model of science-based case conceptualization to guide
clinicians in using the core CFI in enhancing culturally responsive
care for youth and families. This five-step, culturally informed
model, builds on the model of Christon et al. (57), and identifies
cultural information needed at each step of the therapeutic process,
as well as identifying questions from the CFI that can supply this
information. The model goes through the entire treatment process
from identifying problems through to monitoring and evaluating
treatment outcomes.

In a case study by Shem-Tov and colleagues (55), two Ethiopian
female adolescents with an apparent eating disorder were included.
This case study underlined the significance of employing the CFI to
gain a nuanced understanding of symptoms, thereby enabling
clinicians to better comprehend the problem in a cultural context.
The findings emphasized the critical need for culturally sensitive
observation throughout the diagnostic process, especially when
addressing mental problems such as eating disorders (55).

1.3 Norwegian healthcare for adolescents

In Norway, the National Health and Hospital Plan 2020-2023
(58) highlights that the plan’s overall aim is to create PCC-oriented
health services, phrased as the following question to patients and
their family members: “What matters to you?”. Involvement of
patients in treatment is statutory (59) and is now an indicator in the
national quality indicator system (60). The Government’s strategic
plan for adolescent mental health (61) emphasizes that improved
quality in mental health services will depend on adolescents’ active
involvement and influence on treatment decisions. However,
reports show that many adolescents with mental health problems
in Norway are not receiving the help they need when they need it,
and that the legislation and rights for adolescents are not fulfilled as
intended (62-65). The plan also specifies that healthcare

Frontiers in Psychiatry

10.3389/fpsyt.2025.1595131

professionals should take adolescents’ perspectives into greater
consideration, which will result in services better adapted to their
needs (64).

The CFI was translated into Norwegian in 2015, supported by
the Norwegian Directorate of Health (66). The Norwegian
translation process of the CFI was accomplished through a
number of steps. First, a multi-disciplinary group of healthcare
researchers and clinicians, representing each of the four health
regions, were provided funding by the Health Directorate to meet
on several occasions and begin the translation process. The group
also made use of the official Swedish CFI translation as an initial
guide and had consultations with Swedish researchers and
clinicians using the CFI in Swedish studies. Second, the
Norwegian working document, with necessary cultural
adaptations was sent to a professional translator, working within
the Norwegian healthcare system. Third, two separate back
translations of the instrument into English were done by
healthcare professionals fluent in both languages. Fourth,
protocols for use in making small adjustments or adaptations to
the core 16 questions, or the addition of needed sub-questions or
clinical explanations, were developed by the Innlandet Hospital
Trust CFI research team, notably the second and third authors of
this article.

This official Norwegian version, registered with the American
Psychiatric Association, was used in the present study. The
translation ensures that the CFI aligns with Norwegian language
and cultural norms, facilitating its use in clinical practice.

In 2019, the CFI was included in the National Patient Pathway
for Specialized Mental Healthcare for Children and Adolescents
(67). In this directive, the core CFI is suggested for use as part of the
first session in relation to life situation assessments and
identification of communication barriers with the use of an
interpreter as needed for patients with another cultural
background and language (67). While the directive does not
explicitly state why the core CFI is recommended so early in the
process, this timing can be seen in light of the central goals of the
directive, which include increased service user involvement,
satisfaction and equitable access to care (67). These goals are
parallel to the main purpose of the core CFI (16), which might
therefore be a valuable instrument for achieving these ambitions. It
is interesting to note that including the core CFI in the first session
is also a recommendation from international research (44).

The Norwegian Ministry of Health and Care Services
recommends the core CFI as a tool for including the context and
perspective of children and young people, especially for minority
groups (61). The CFI is highlighted as a means to address the
cultural and linguistic background of patients, providing a
structured approach to understanding the child’s and young
person’s problem, how it is perceived, and for identifying
resources within and around the child. This aligns with the
Ministry’s broader aim to promote culturally sensitive tools that
support the inclusion of children’s and adolescents’ contexts and
perspectives in mental healthcare (61).

According to the DSM-5 (24) and elaborated upon by Aggarwal
and colleagues (21), the core CFI can be used with all patients in any
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healthcare setting, regardless of the patients’ cultural and ethnic
background. However, most of the research has included patients
with minority backgrounds (44), and the clinical settings have
primarily been outpatient mental healthcare clinics (43).

Studies have also indicated that the CFI can be valuable even
when the clinician and patient share the same ethnic background, as
it facilitates an exploration of cultural identity, personal values, and
life context beyond ethnicity (28, 30). Research found that native
Swedish-speaking patients working with native Swedish-speaking
clinicians identified themes such as distress, social failure, and help-
seeking, suggesting that the CFI can uncover relevant psychosocial
factors even in ethnically homogenous interactions (30).

Further research is needed to explore the use of the core CFI
with younger populations (43). Research on the core CFI with
ethnic majority populations in general and adolescents in particular
has been quite limited. The present study is seen as a contribution to
addressing this double gap. To our knowledge, no published studies
have used the core CFI in specialized mental healthcare inpatient
units for adolescents. This study has been undertaken to begin
addressing these gaps in CFI research.

1.4 Study aim

The present study aimed to test the efficacy of the core CFI in a
specialized mental healthcare inpatient unit for adolescents in
Norway. Efficacy was operationalized as feasibility, acceptability,
and clinical utility, in line with the CFI international field trials (23).

2 Materials and methods

2.1 Methodological format

The structured methodological format included documentation
and analysis of different stages in the research process in line with
the CFI international field trials (23). These included: CFI training
with clinicians, a fidelity assessment of clinicians’ administration of
the core CFI, interviews with adolescents and clinicians, and
debriefing interviews with both groups. The format was further
adapted by the third author (VDM), encompassing cultural analysis
of the clinical site, and independent efficacy evaluations by
clinicians and adolescents. More specifically, this involved
interviews with clinicians at different stages of the research
process, and interviews with adolescents before completion of
treatment. In this way, the core CFI (T1- core CFI) was tested for
efficacy at several points (T2, T3) in time during the treatment
process. This was described as the CFI process.

Supplementary Module 9 on “School-Age Children and Adolescents”
which covers dimensions such as Cultural Identity, Explanatory Model,
Psychosocial Stressors, and Coping and Help Seeking, was not applied in
the present study (68). The decision to use the core CFI version and not
Supplementary Module 9 was based on discussions with clinicians and the
testing of the core CFI with the adolescent population. See further
information in the section below “Participants and setting” and “Group
meetings with clinicians and unit manager”.
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2.2 Participants and setting

Mental health services in Norway are based on the Scandinavian
welfare model with the provision of free services to all (69). Mental
healthcare is divided into primary (municipal) care and specialist
(hospital) care (67). In order for adolescents to be referred to
specialist healthcare, their mental health disorders have to be
considered as moderate to severe.

This study took place in a specialized mental healthcare
inpatient unit for adolescents in Norway. The overall study period
spanning from late 2019 through 2024, covered planning, data
collection, analysis processes, and feedback to the clinical staff.
Patient recruitment took place between May 2020 and February
2021. The inpatient unit provides treatment for adolescents aged 12
to 18, with moderate to severe mental health disorders and a high
rate of comorbidity. The unit specializes in treating adolescents with
a serious eating disorder. In addition, it welcomes adolescents with
various other and often complex difficulties, such as school refusal,
depression and self-harm. The inpatient unit has beds for six
adolescents and offers treatment for 14 days, six weeks or three
months. Adjacent to the inpatient unit, there is a separate school
unit. Doctors, psychologists, social workers, nurses, and teachers
work together in teams. During the adolescent’s stay, the inpatient
unit cooperates with their family, school, local community and the
authority that referred them to the unit.

The study’s informants consisted of both clinicians and
adolescents. The inclusion criteria for the adolescents were
developed in collaboration with the clinicians. This study
originally was intended to include adolescents aged 16-18.
However, since most of the adolescents were aged 14-16 at
inclusion, the core CFI was tested on three adolescents aged 14-
15. These adolescents and the clinicians involved both felt that the
interview was positive and meaningful, and the age range was
therefore adjusted to 14-18 years. Adolescents under the age of
16 were required to provide their own consent as well as parental
consent to participate in the study. Following the methodological
format of the larger project testing the efficacy of the core CFI and
following the CFI process through the treatment process for each
patient in the different clinical contexts, six consecutive patients in
each clinical context fulfilling the context-specific inclusion criteria
and formally consenting to being in the study were included.
Therefore, six consecutive adolescent patients were included in
this study. Potential participants needed to be assessed as
cognitively and emotionally suitable for the core CFI and CFI
process by clinicians responsible for the treatment. Gender
balance distribution, if possible at the time, was part of the
design. Exclusion criteria were: lack of capacity to consent, an
ongoing crisis or recent traumatic event, psychosis, severe
depression, serious suicide risk, and serious ongoing
substance abuse.

The clinicians decided on the time to administer the core CFI in
collaboration with the research team. Adjustments to the timing to
administer the core CFI were necessitated by challenges in
recruiting adolescents, primarily stemming from the situation at
the inpatient unit, including factors such as staff illness and
COVID-19. The core CFI though intended for administration
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with each patient as early in the process as possible, was
administered at different time points, with two interviews
conducted in the first week, one in the second week, two in the
third week, and one in the fourth week. This was due to the need to
find a suitable time for both the patient and the clinician. Notably,
the one in the fourth week was for an adolescent admitted to the
clinic for a second time that contributed to the variability in timing,
turning the core CFI in this instance to function as a means of
reacquainting the clinic staff with the adolescent. During the
recruitment period May 2020 to February 2021, a total of eight
consecutive adolescents were admitted to the inpatient unit who
met the study criteria. Of these, two adolescents initially consented
but later withdrew before the CFI interview could be conducted,
citing personal challenges and difficulties with the timing of the
interview. Finally, six adolescents aged 14-17 years were included.
Gender, age, the length of stay, time of conducting the CFI during
admission, and diagnostic data from the psychiatric summary in the
medical record are provided in Table 1. For anonymity, the
diagnostic data only indicate the main mental and behavioral
disorders. According to medical records, all participants self-
identified as ethnic Norwegians.

Three clinicians were recruited by the inpatient unit manager: a
male specialist psychologist, a female child and adolescent
psychiatrist, and a female mental health nurse. The clinicians
were ethnic Norwegians. They had considerable experience with
child and adolescent mental health services, and had worked in the
inpatient unit for five years or more. The CFI interviews were
conducted exclusively by the three CFI-trained clinicians. None of
them had previous experience with the CFI. Of the six interviews:
one clinician conducted three, one clinician two, and one conducted

one interview.

2.3 Assessment methods during the CFI
process

This section provides a detailed explanation of the assessment
methods employed to test the efficacy of the CFI process.

2.3.1 CFl training
The CFI process began with a CFI training course for the
clinicians. This CFI training course consisted of three elements: a)

TABLE 1 Characteristics of the sample.

10.3389/fpsyt.2025.1595131

Preparatory work, b) One-day training session with behavioral
simulations, and ¢) Ongoing consultation and feedback.

a) In the preparatory work, the clinicians watched a video of a
core CFI role play (70), tested the CFI on themselves, and analyzed
how they were affected by the interview as persons, clinicians and
potential patients. The Scandinavian-language video, lasting 38
minutes, was created as a clinical example of how the core CFI
can be used. The example presented in the video included a patient
with a background in a charismatic church movement, experiencing
mental health challenges related to anxiety, depression, and
potentially problematic alcohol use. The interviewer was a
psychiatrist and an experienced administrator of the CFIL.
Additionally, each clinician prepared an adolescent case for the
behavioral simulation session.

b) One-day training session: The session began with a complete
discussion of the video of the CFI interview and of the clinicians’
own testing of the CFI on themselves in their preparatory work.

The adolescent cases prepared by the clinicians were used in
behavioral simulation sessions where the clinicians played
both interviewer and adolescent. The cases included patients from
both majority and minority cultures, and the discussion
included cultural analysis of each case. The clinical group
discussed each question in the CFI in relation to the patient
group. Certain questions and wordings were modified, adjusted
and simplified. The importance of probing, asking for examples
from daily life, and following the order of the questions from 1-16
were points emphasized by the authors. Both the self-testing
analysis and the case session were led by the authors (VDM
and SHKH).

c) Ongoing consultation and feedback referred to being
available for questions and providing feedback on the CFI process
with the six participants throughout their treatment periods. The
ongoing consultation and feedback were provided by the authors of
this article, who were the project’s principal investigator, project
leader and doctoral student.

2.3.2 A cultural formulation interview — fidelity
instrument measuring clinicians’ adherence to
the core CFI

This instrument was used to assess clinician adherence and
competence in the core CFI. The CFI-FI, developed and pilot-tested
by Aggarwal and his team (71), was used. The instrument was

The core CFI CFl 1 CFl 2 CFI 3 CFl 4 CFI 5 CFl 6
Patient Gender/Age F 15 M17 F15 F15 F 14 F15
i ) F32.1 . ) . o
Mental and behavioral | F50.0 Anorexia Moderate d . F50.0 Anorexia F50.0 Anorexia F90 Hyperkinetic F90 Hyperkinetic
oderate depression
disorders (ICD 10) nervosa episode P nervosa nervosa disorders (ADHD) disorders (ADHD)

The length of stay Three months Three months

Three months

Three months Two months Three months

Time of conducting
the CFI during
admission

Fourth week* First week

Third week

Third week Second week First week

*This was in the second treatment period for the patient.
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designed to capture adherence to the CFI method, such as whether
the clinicians asked all the 16 questions and followed the specific
order as reflected in the core CFI guidelines (71).

2.3.3 Debriefing instruments for patients and
clinicians

In line with the CFI field trials (23), the adolescents and the
clinicians completed brief questionnaires about their immediate
experience of the core CFI: DIP and DIC (23). The DIP and DIC
were translated by the authors based on the Swedish version (28).
DIP consists of five questions about clinical utility, two questions
about feasibility, one question about acceptability and three open
questions. DIC has a similar design, with ten questions on clinical
utility, four on feasibility, four on acceptability, and two on the
instructions given in the core CFI. DIC also contains three
open questions.

2.3.4 Semi-structured interviews with
adolescents and clinicians

The interview for the clinicians had 14 questions
(Supplementary Material 1) and was conducted four to seven
days after the T1- core CFI, as outlined by Lewis-Fernandez and
colleagues (23). The clinicians had the opportunity to read through
the transcript of the T1- core CFI before the semi-structured
interview. The interview assessed the clinicians' perceptions of
the most and least helpful aspects of the core CFI related to
clinical utility, feasibility and acceptability (23). The clinicians
were also asked about their experience of the core CFI in relation
to treatment as usual. The first (NT@S) and third (SHKH) authors
conducted the interviews.

The adolescents were interviewed twice, using semi-structured
interviews (Supplementary Material 2). The first interview (T2) was
conducted four to seven days after the T1- core CFI (23), and the
second interview (T3) during the last week of treatment. The
questions in T2 concerned how they experienced the core CFI
and the help they received from the inpatient unit. The length of the
T2 interview ranged from 2 to 29 minutes. The questions in T3
covered the following main topics: how the treatment had worked,
with a particular emphasis on communication/relationship with the
therapist/milieu therapists/service user participation and how they
had initially experienced the use of the information given in the core
CFIL The length of the T3 interview ranged from 4 to 14 minutes.
All interviews were conducted face-to-face by the first author
(NT@S), except for the first interview, where the second author
(SHKH) was also present.

2.3.5 Meetings with clinicians and unit manager
During the CFI process, the authors (NT@S, VDM and SHKH)
had four meetings with the clinicians and the unit manager. The
first meeting was in the initial phase of the study. The purpose was
to get to know the clinicians and the context, and to explore how
they understood culture, values, service user participation and
meaning. This was part of the cultural analysis of the clinical site,
which included an initial inventory of instruments, measures, and
process guidelines currently used in the unit regarding diagnosis,
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treatment planning, and collaboration with other services during or
after admission to the unit. The second meeting was halfway
through the period, focusing on evaluating and making small
adjustments to the CFI process. In addition, the optimal
integration of the CFI information for the wider team was
discussed. In the third meeting, efficacy was thoroughly reviewed
in each of the 18 interviews (6 T1- core CFI, 6 T2 semi-structured
interviews and 6 T3 semi-structured interviews) conducted with
the six adolescents. This meeting formed the basis for the
presentation of the project to the larger clinical group at the unit.
The fourth meeting concerned completion of the CFI process at the
clinical site.

2.4 Instrument analysis

Scoring in DIC and DIP followed the coding system developed
by Lewis-Fernandez and colleagues (23). The scale range was as
follows: -2 = strongly disagree, -1 = disagree, +1 = agree, and +2 =
strongly agree. The item in DIP “Took more time to share my
perspective than I wanted” was negatively worded and was therefore
reverse scored.

Each item in the Cultural Formulation Interview - Fidelity
Instrument (CFI-FI) was scored from 0 to 10 (71). The three
authors rated the first T1- core CFI independently, followed by a
calibration meeting to clarify questions related to reliability and
discuss reasons for variant ratings. A similar procedure was
followed for the remaining five T1- core CFIL. The independently
rated scores were generally similar. Disagreements were discussed

TABLE 2 Results of Cultural Formulation Interview — Fidelity Instrument
(CFI-FI) (72).

Iltem Mean Range

Empathy: Did the clinician paraphrase or name the

8.3 7-10
patient’s emotional state?

Patient-centeredness: Did the clinician maintain a non-
judgmental attitude (not arguing, confronting, or 9.5 7-10
correcting the patient)?

Clarification: Did the clinician ask follow-up questions to

7.6 6-10
understand unclear patient responses?

Word matching: Did the clinician use the patient’s
preferred illness term whenever the CFI question stem 5.8 4-9
included the term “[PROBLEM]”?

Illness narration: Did the clinician’s interactions help the
patient construct and explore a narrative account of 83 6-10
illness or did the clinician seem to rush through the CFI?

Drift: Did the clinician ask about topics during the CFI
session that typically belong to the standard clinical
interview (history of present illness, current medications, 10 10
detailed psychiatric or medical history, family history,
social history, mini-mental status examination)?

Order: Did the clinician ask about all topics in order as

8.3 8-10
reflected in the CFI clinician guidelines?

The mean score for all 7 items 8.25

Each item in the CFI-FI was scored from lowest 0 to highest 10.
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until consensus was reached resulting in one consensus score for
each item (Table 2).

2.5 Semi-structured interview analysis

During the CFI process, a total of 28 qualitative semi-structured
interviews were conducted. The interviews were audio recorded and
transcribed verbatim by the first author (NT@S). Transcripts were
stored in a password protected database and coded using NVivo for
Windows (R1.6), which is a computer-assisted qualitative data
analysis software package.

The selected analysis strategy was deductive content analysis as
described by Elo and Kyngis (72). This analysis strategy was chosen
due to the central role of the core CFI, serving as both the
theoretical foundation and conceptual framework, and the study
aim of CFI efficacy. Deductive content analysis was used in coding
the adolescent interviews, organized around the main themes
outlined in the semi-structured interview guides. In the clinician
interviews, we specifically focused on coding and themes most
relevant to assessing efficacy. The following analytical steps were
applied: selecting the textual unit of analysis, developing a codebook
of mutually exclusive categories based on extant theories, coding the
data and reporting the data by category (72). Each transcript was
first read in order to become familiar with the texts and gain an
overall understanding and overview of the content. Key words were
noted down along the way. Key words that shared the same
meaning were summarized into codes and classified in
preliminary categories. Broader categories were identified and
finally the themes were refined. Quotes were used to illustrate the
participants’ experiences. The authors met to discuss and define
emerging themes, review the coding structure, and
negotiate discrepancies.

2.6 Ethical considerations

The study protocol was approved by the Regional Ethics
Committee for Medical Research (REK) in Norway (2019/317-3)
and reported to the Data Inspectorate in Innlandet Hospital Trust
(case number 109076). All consent forms followed the rules for
anonymity, storage of data, and possible advantages and
disadvantages that apply to medical research. All participants
gave written informed consent. Adolescents under the age of 16
years and their guardians, as noted in the were asked to give their
written consent for participation in the study by the responsible
clinician at the inpatient unit. In addition to guardian consent,
adolescents under 16 years provided consent, ensuring that they
understood the study and agreed to participate voluntarily.
Adolescents 16 years and older were able to provide consent
without additional signed consent from their guardian. Guardians
of adolescents older than 16 were informed of their adolescents’
participation. Due to the potentially sensitive nature of the core CFI,
the adolescents had available support from their respective
responsible clinician after the interview.
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3 Results

This section presents the findings of the CFI process, addressing
the comprehensive efficacy testing of the core CFI. The structure is
based on the assessment methods described in the Method section.

3.1 Adjustments to the CFl questions on
the training day

Composed of 16 questions, the core CFI covers four main
domains: definition of the problem, perceptions of cause, context,
and support, factors affecting self-coping and past help-seeking, and
factors affecting current help-seeking (21). The core CFI is
developed to be modified and adjusted by clinicians and
researchers to fit the clinical context (28, 42), in this case a
specialized mental healthcare inpatient unit for adolescents in
Norway. Below is a description of the adjustments and
modifications made for use in this context. The entire CFI
version used in this context is now published by Svamo and
colleagues (73).

To ensure that the words and expressions were suitable for this
group of adolescents several changes were introduced in
collaboration with the clinicians. These included modification to
the introductory text to reassure the adolescents that difficult
themes could be followed up later. Norwegian words which were
more or less synonymous with the English words were used, rather
than more direct translations. For example, the English version asks
about the adolescent’s “background”, whereas in Norwegian it is
common to ask about oppvekst (literally “growing up”), so this word
was used to enhance familiarity and comprehension. Four sub-
questions were added to the core CFIL:

* For question 3 related to “What troubles you most about
your problem?”, the sub-question.

*  “How do you feel it in your body?” was added because the
clinicians expressed the desire to incorporate adolescents’
reflections on bodily experiences, considering this a pivotal
and intricate aspect for adolescents.

* For question 8 related to “What are the most important
aspects of your background” the sub- questions “What gives
you most meaning in life?” and “What makes you
experience life as empty or meaningless?” was added
because the authors of this article suggested to the
clinicians the inclusion of questions related to meaning in
life. Mutual agreement was reached to underscore
this aspect.

* For question 12 related to “What kinds of treatment, help,
advice, or healing have you sought for your [PROBLEM]?”
the sub-question “What kind of help have you sought
elsewhere, such as at school, from friends, relatives,
managers, and social media?” was added because the
clinicians want to explore help-seeking from various

external sources.
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Furthermore, additional contexts/concepts were incorporated
to better fit the clinical population:

» For question 6, the word “social media” was added to reflect
the role of social media related to support.

+ For question 7, the word “school” was added to highlight
the potential influence of the school environment related to
worsen the problem.

» For question 12, the word “friends” was added as a possible
source of help.

» For question 13, the words “bullying”, “challenges in your
family” and “various support services that have not
understood you” were added to describe factors that may
prevent access to needed help.

3.2 Cultural Formulation Interview -
Fidelity Instrument results

To assess clinician adherence and competence in the CFI, the
CFI-FI (71) was used. Each item in the CFI-FI was scored from
lowest 0 to highest 10. The CFI-FI results are presented in Table 2.

Overall, clinicians administered the core CFI with high fidelity
scores. The mean score for all seven items was 8.25. The range
varied from 5.8 (Word Matching) to 10 (Drift). The latter showed
that the clinicians covered all the CFI topics, and no other topics, in
the T1- core CFI. The item Patient-centeredness had the next
highest score (9.5). The clinicians did not argue, correct or
confront the adolescents. Their attitude was respectful, and the
clinicians followed the introduction text stating that there are no
right or wrong answers. This also implied exploring words and
stories from the adolescents, and moving on to the next question
when the adolescents responded that there was nothing more to tell.
In one instance the clinician at points corrected the
patient’s formulation.

In several of the T1- core CFI, the clinicians provided
illustrations of metaphors, such as in question 3, where
adolescents expressed uncertainty in identifying the problem in
their bodies. Examples of metaphors were “anxiety feeling like a
lump in the stomach” and “a tight chest”. If the clinician accepted
the adolescent’s responses, acknowledged and confirmed what the
adolescent stated and refrained from correction, it resulted in a
high score.

For the item Order, the range was 8-10. Order concerned the
extent to which the clinicians followed the structure in the core CFI
from question 1 to 16, and asked the entire question, including the
introduction to questions 1 and 8. In some CFI, the clinician read
the whole question at once instead of dividing it into sequences. The
introduction at the beginning of the core CFI and to question 8 were
not always read word for word. The item Clarification refers to the
follow-up questions (questions 1, 4, 12 and 13) in the core CFI, used
to understand an unclear patient response. For instance, if the
adolescent did not respond or did not comprehend, and the
clinician used “prompt further if required” (question 4), this led
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to a higher score. The clinicians used all or some of the follow-up
questions in the CFL

Word matching was a challenge during the CFIL. In some of the
T1-core CFI the adolescents talked about several types of problems.
In these cases, it seemed challenging for the clinicians to select a
problem formulation that could be used and repeated as ‘the
problem.” In one session, the adolescent found it difficult to find a
word for the problem and the clinician chose to move on to the next
question. In several of the sessions, the clinicians explained that they
preferred using the words “problem”, “the cause”, “what you’re
describing here” or “the challenge” whenever the CFI question stem
included the term “[PROBLEM]”.

3.3 DIP and semi-structured interviews
with adolescents

All six adolescents answered the DIP questionnaire and the
average score on all items was positive. The DIP results are
presented in Table 3.

The average mean of the Clinical Utility factor was 0.672, with
individual items ranging between the lowest (0.2), “Encouraged me
to share important information that I might not have mentioned
otherwise”, and the highest (1.0) “Helped me communicate
important aspects of my background/childhood, such as religious
faith and/or culture” and “Helped me understand how my
background/childhood and current situation affect my problem
right now”.

The average mean of the Feasibility factor was 1.165. All
adolescents answered “Agree” that the questions in the core CFI
were easy to understand. The two cases of “Strongly Agree” were for
the item “Did not take so much time”.

The six adolescents also answered a question about overall
perception of the core CFI. They rated it on a scale from 1 “too
personal” to 10 “Good, helped me tell my story”. Overall perception
of the core CFI questions had an average mean of 7.5 out of 10.

3.3.1 Regarding the two open DIP questions

Question 1; “Were there any questions that bothered you or
made you uncomfortable?”. Four adolescents answered “no” that
some of the core CFI questions had bothered them or made them
feel uncomfortable, while two responded “yes”. There were follow-
up questions “Which ones” and “Why” if they answered “yes”. One
adolescent referred to the question about self-coping; “11 and to
questions about background” because they were “personal”.
Another adolescent wrote “questions about friends and such”,
“Because I think it’s painful and embarrassing to say that I don’t
have any good friends”.

Question 2; “What other questions might have helped you
explain your problem?”. The answers were; “No”; “Can't think of
anything”; “No others questions come to mind right now”; “I don't
know what kind of questions, but that the questions should be less

open and more specific’; “For most people, I think the questions
help a lot to make them think in new ways and come up with new

solutions” and one adolescent had not written anything.
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TABLE 3 Adolescents’ scores on the debriefing instrument for patients Debriefing Instrument for Patients (DIP) (23), N = 6.

Factor ltem Mean Range Average mean of factor items
Helped me explain my main concerns 0.66 -1-1 0.672
Helped me communicate important aspects of my background/ 10 1
childhood, such as religious faith and/or culture ’
Clinical Utility Helped n‘le ur?derstand how my background/chlldhood and L0 01
current situation affect my problem right now
Helped me explain what kind of help I would like 0.5 -1-1
Encouraged me to share important information that I might 02 11
not have mentioned otherwise ’
Questions were easy to understand 1.0 1 1.165
Feasibility Took more time to share my perspective than I wanted 133 12
(reverse scored) i
Acceptability Overall perception of questions 7.5 6-9

For factor scores of Clinical Utility and Feasibility was scored: -2 = strongly disagree, -1 = disagree, +1 = agree, and +2 = strongly agree. The Acceptability factor score was from lowest 0 to highest

10.

3.3.2 Semi-structured interviews with
adolescents

This section is presented in Table 4 with a summary of the semi-
structured interviews with adolescents conducted in two phases.
The first interview (T2) took place shortly after the T1- core CFI,
and the second (T3) was conducted near the end of the inpatient
stay, just before discharge. The analysis resulted in four main
themes: treatment experiences, communication with clinicians,
experiences of adolescents, own involvement, and experiences
with the core CFL

3.4 DIC and semi-structured interviews
with clinicians

The clinicians answered the DIC questionnaire, and the average
mean of factor items were positively rated. The DIC results are
presented in Table 5.

The average mean of the Clinical Utility factor was 1.05, with
individual items ranging between the lowest (0.6) “Gave me
confidence in the diagnosis” and the highest (1.5) “Facilitated
treatment planning and implementation”. For the item “The
questions were useful overall”, the average mean was 1.16.

The average mean of the Feasibility factor was higher, at 1.48.
To the open-ended question “What would the challenges be to
incorporate the CFI questions into your routine clinical practice?”
three clinicians wrote that time must be set aside.

The average mean of the Acceptability factor was 1.34. The
question “T would recommend CFI for use by other mental health
clinicians” had the highest mean of all individual items at 1.83.
Here, all responses were positive (strongly agree or agree). On the
item “I would recommend for use by other mental health
clinicians”, five clinicians answered “Strongly agree” while one
answered “Agree”. Two additional questions about the
instructions for the interview had a positive mean score of 1.5.
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To the open-ended questions “Which of the CFI questions were
the most useful?”, three clinicians wrote that question 1 “What
brings you here today?” was useful. Two wrote that question 14
“What kinds of help do you think would be most useful to you at
this time?” was useful.

3.4.1 Semi-structured interviews with clinicians

This section, Table 6, presents a summary of important themes
from the semi-structured interviews with clinicians related to
feasibility, acceptability, and clinical utility.

3.5 Group meetings with clinicians and unit
manager

This section, Table 7, presents a summary of four group
meetings with clinicians and the unit manager, providing an
introduction to the implementation process for the pilot study.

4 Discussion

The aim of the present study was to test the efficacy of the core
CFI in terms of feasibility, acceptability, and clinical utility for both
adolescents and clinicians in a specialized mental healthcare
inpatient unit in Norway. This is in line with existing calls for
CFI improvement (44, 45), and the need for studies on adaptations
to adolescents to improve the cultural responsiveness of mental
health services (56). Existing research on the CFI is limited
regarding majority populations (44) and adolescents (43). To our
knowledge, this is the first study to test the efficacy of the core CFI
for adolescents in mental healthcare. The format from the field trials
(23) was modified to assess the core CFI and its usage throughout
the treatment process for adolescents, integrating an organizational
level with cultural analysis and feedback. This was described as the
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TABLE 4 Overview of semi-structured interviews with adolescents.

Interview time and
main themes

Concern

10.3389/fpsyt.2025.1595131

Quotes

. -mixed feelings about their stay at the unit, balancing

. homesickness with positive aspects
Treatment experiences

-to address difficult issues was challenging

“Sometimes I want to be here other times, I don’t.”
“It gets intense with what I'm struggling with, and it’s touched upon.”

T3

Treatment experiences
P was different from what they expected

-positive experiences, marking the beginning of a process
-dissatisfaction with the support, expecting more or that it

“It has been helpful, and I've gotten a small start.”

“Hoping to be able to manage symptoms better.”

"Now that I have been here, I am actually quite dissatisfied in a way. I had
different expectations.”

T2

L . as personable, genuine, and attentive
Communication Wlth P ? g ?

-communication was generally good, describing the clinicians

-misunderstandings arose due to inconsistent information-

“I'm happy to get help and that people listen, so I find it easier to open
up.”

Experiences of adolescents’ | opinions in an empathic manner
own involvement

activities (e.g., weekly activities)

clinicians . . “When I came back, no one had heard about it.”
sharing between staff shifts
-communication improved over time

T3 -preferring that clinicians took time to listen and were “It has been easy to talk to them, they listen well.”

L . attentive to both medical and personal issues “I feel better with people who talk to me normally.”
Communication with - . « N " . . .
linici -appreciating being treated as “normal There are sometimes small misunderstandings, but for the most part, there

clinicians
-misunderstandings occurred suggesting sharing answers and | aren’t any. Messages could be conveyed more promptly."
information more clearly and direct
-having a voice in the treatment process

T2 -the importance of feeling respected and valued for their “It’s important that I get to express my opinions.”

-appreciating the clinicians’ efforts to explore their preferred

“If, for example, I have wishes to do activities, they are noted down and so

»

on.

T3
Experiences of adolescents’
own involvement

own way

home

-being involved in decisions and allowed to proceed in their

-in one case, feeling ignored regarding a request to return

“If I have an opinion it’s heard and addressed right away.”
“T've said I don’t want to be here so many times to the people around me
that I no longer want to say it.”

everyday life, prompting deeper reflections

-positive experiences: helping them to share feelings from

“I had to think carefully. I knew the answer, but it was hard to formulate.”
“It’s better to get one question at a time, so you don't worry about more

acknowledged

T2 atine the struct feeline heard and by th questions, like difficult things from childhood.”
-appreciating the structure, feeling heard and seen e
Experiences with the core Clil; l')c'an 8 8 ¥ “I don’t really like answering questions that are straightforward like that,
ici
CFHI . - ) . my brain gets dizzy.”
-the directness made it difficult to answer, suggesting seeing B . .
. K Tt would have been very helpful to get some kind of overview of the
the core CFI in advance in order to be prepared L B
questions in advance.
-recalling details from the CFI difficult, bei
recalling details ‘rom e' was difficult, being unsure I don't really remember what I said.”
T3 whether the CFI information had been used or not « L »
i . X . i i I managed to say more about what is difficult.
Experiences with the core -helping the clinician understand the difficulties - ! R K i .
. . L I think it’s very important that kids are listened to. I hope the interview
CFI -having an empowering effect, and feeling listened to and

can help in that way.”

CFI process in this study. The discussion is organized around
central points related to the findings of this pilot efficacy study.

4.1 CFI training and Fidelity

Research suggests that clinicians can be trained effectively in the
use of the core CFI (40, 46). This concurs with the systematic review
by Gondek et al. (15), which found that effective PCC requires
clinicians to have confidence and relevant knowledge and that this
can be achieved through training. To ensure fidelity to the core CFI,
interviewers need to adhere to the core CFI script, pose personalized
follow-up questions for clarification, and accurately reflect
participants’ experiences (35, 71). In this study, the clinicians
delivered the core CFI with a high fidelity score. Essential for this
degree of fidelity was the multi-level CFI training process that
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included cultural-competence training. This finding is in line with
that of the study conducted in the Netherlands (49), which
highlighted that effective implementation of the CFI was closely
linked to the level of training and cultural competence of clinicians.
The study found that clinicians with better cultural training and
experience were more likely to use the CFI effectively, reinforcing
the importance of thorough training in achieving high fidelity in
administering the core CFI (49).

In the present study, the Cultural Formulation Interview -
Fidelity Instrument (CFI-FI) for clinicians conducting the CFI
showed that patient-centeredness received a high score, indicating
that the clinicians maintained a respectful and non-confrontational
attitude. This aligns with the introductory principle of the core CFI
that there are no right or wrong answers (16). Clinicians adhered
well to the structure of the core CFI, but challenges were noted in
word matching regarding problem formulation. Clinicians
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TABLE 5 Clinician ratings on the debriefing instrument for clinicians Debriefing Instrument for Clinicians (DIC) (23), N = 6.

Factor ltem Mean Range Average mean of factor items
Helped me understand the patient’s cultural background 0.6 -1-2 1.05
Clarified the patient’s ideas about the causes of the problem 1.0 -1-2
Clarified my understanding of the patient’s symptoms and L6 1.2
problems '
Gave me confidence in the diagnosis 0.6 -1-1
Facilitated treatment planning and implementation 1.5 1-2
Clinical Utility Helped me identify issues that could interfere with treatment 12 12
adherence (compliance) ’
Helped me identify additional aspects or dimensions of the 133 12
patient’s clinical problem ’
Helped me assess the severity of the patient’s problems 0.83 -1-2
Facilitated my rapport with the patient 1.16 1-2
The questions were useful overall 1.16 -1-2
The questions were easy to administer 1.6 1-2 1.48
The questions were easily understood by the patient 1.5 1-2
Feasibility
Contributed positively to the flow of my clinical interview 1.33 1-2
Could be integrated easily into my routine clinical practice 1.5 1-2
Helped make the patient feel more at ease during the
. . 0.8 -1-2 1.34
interview
Can be incorporated by mental health clinicians into routine L6 12
Acceptability clinical interviews
Facilitated a good assessment of cultural factors relevant to
- 1.16 -1-2
clinical care
I would recommend for use by other mental health clinicians 1.83 1-2
Instructions were clear and easy to understand 1.5 1-2 1.5
The instructions for the interview
Instructions prepared me well to administer the CFI questions | 1.5 1-2

For factor scores of Clinical Utility, Feasibility and Acceptability was scored: -2 = strongly disagree, -1 = disagree, +1 = agree,

sometimes found it difficult to select a problem formulation for
further exploration as the problem areas were diverse. In the semi-
structured interviews with the clinicians, this was highlighted as a
particular problem. The difficulty arose when adolescents used
extensive descriptions, resulting in long “clumsy” formulations.
This finding addresses the need for integrating this problem area
in CFI training in the future.

The CFI training in the present study included time for
discussion of each question and possible adjustments for the
patient group. Imbedding in the training a cultural competence
dimension, including the clinician’s exploration of her/his own
cultural information, proved essential for bringing the concepts of
culture and cultural information into a working framework. The
findings indicated that the level of CFI training was appropriate and
adequate. The findings also demonstrated that the interviews and
meetings with clinicians, addressing self-reflection and
communication, were of importance for how the information
from the core CFI was applied in the adolescents’ treatment.
These results correspond with the study by Aggarwal et al. (46),
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and +2 = strongly agree.

where clinicians felt that training helped them to learn how to ask
the CFI questions and resolve their doubts about the interview. The
findings support DeSilva et al. (42) and Wallin et al. (28), who find it
crucial to adjust the core CFI to make the questions more
comprehensible in relation to ongoing clinical activity.

While primarily an assessment tool, the CFI has also been
described as a communication intervention with potential
therapeutic effects (40, 71). The CFI elicits clinically relevant
information that fosters deeper understanding and facilitates
meaningful dialogue between clinicians and patients (48). The
CFI is described as an intervention rooted in cultural competence
training (71). These therapeutic effects may occur because the CFI
provides a framework for structuring conversations about culture,
context, and identity, enhancing the clinician’s ability to engage
patients in person-centered care. The key themes related to the CFI
as an intervention, as outlined in the DSM-5 Handbook on the
cultural formulation interview (28), include: 1) cultural identity of
the individual, 2) cultural explanations of the individual’s illness, 3)
cultural factors related to psychosocial environment and levels of
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TABLE 6 Overview of important themes from the semi-structured interviews with clinicians related to feasibility, acceptability, and clinical utility.

Efficacy Main themes Concern Quotes
. . -the CFI training with adjustments of the core “I am confident about the question order. If I didn’t know
The importance of CFI training . . . . »
CFI provided safety and knowledge it so well, I might not have waited for answers.
L -formulating the problem could be difficult due
Complexity in problem ) R . « N o
. to the adolescents’ complicated descriptions that It got so long and clumsy, I couldn’t use it.
formulation X R
included various complex problem areas
-findi bal betwi kil 1 t;
" 1-n 8a ance‘ ¢ . éen asking sup p SN | <] asked the supplementary questions I wanted, but it is a
. L . questions and maintaining adolescents . .
Time constraints in using the A halleni dilemma how much extra to ask.
engagement was challengin,
Feasibility core CFI 5 g, R 8 g "The timing was chosen so she wouldn’t be tired, which
-sufficient and convenient time for the o
Lo was wise.
adolescent must be prioritized
-the adolescents shared a great deal of personal “She expressed what helped her and what made things
information worse, like her experience with parents and therapists
Understanding and supportin -change in the clinicians’ ability to better during meals.”
& PP 8 understand and therapeutically bond with the “She became very open and looked at me. I am wonder if
adolescents needs .
adolescents she felt the need to meet me again.
-ensuring the adolescents’ wellbeing after the “He said a lot without knowing me well. It is important
interview and follow up by the team the team reads this to understand how to relate to him.”
Different expectations and . . . “I got less out of it initially, but the transcription showed
K X K -need for reflection on the interview process and K
evaluations of the interview at good questions, and that the adolescent managed to say
. . . content throughout the treatment process N . K N
different time points important and difficult things about school.
Acceptability

The importance of knowing the
adolescent

-familiarity with the adolescent prior to the
interview could make it easier to extract
information from the interaction

“At first the girl's answers seemed unimportant as she
tried not to cry. Knowing her better might have made it
easier.”

The core CFI gave new
information

-positive experiences of using the core CFI,
despite the questions being somewhat different
from those they normally used

“The interview was surprisingly positive. There was
perhaps a bit of concern that there were many questions,
standardized questions, somewhat long questions, and
concerns about whether the boy would get tired of
answering. But it did not happen.”

The core CFI brought out
nuanced diagnostic insights and
the adolescents' perspectives

Clinical Utility

-the T1- core CFI did not change any diagnoses
in these patients but provided insights that
nuanced the existing ones

-information from the adolescent’s perspectives
and their narratives created a richer picture for
the clinicians

“The diagnosis of an eating disorder is clear, but it helped
me understand its multifactorial background better.”
“Hearing their self-insights was a aha moment and truly
inspiring.”

The core CFI was respectful
and the structure helpful

-the core CFI encouraged a respectful approach
towards the adolescents

-the question structure from 1 to 16 was helpful
for maintaining clear boundaries during the
interview session

“The questions and framework are respectful, focusing on
the the adolescents’ experiences and their descriptions.”
“Knowing what's coming feel safe. The structure flows
well with thoughtful questions.”

functioning, and 4) cultural elements of the relationship between
the individual and clinician. To date, there is no further research
regarding the precise nature of the CFI as an intervention. Through
this clinical CFI study, as well as the results in other clinical contexts
using the same approach, an examination of the CFI as a type of
brief Intervention is now underway.

4.2 Efficacy assessments by adolescents

The DIP questionnaire showed that the six adolescents gave
positive to very positive ratings for clinical utility, feasibility,
and acceptability.

The clinical utility of the core CFI, assessed through DIP
responses and qualitative interviews, demonstrated positive
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experiences among the adolescents. Some of them mentioned that
the questions had prompted deeper reflection. This is in line with
the finding of Muralidharan and colleagues (35) that most patients
felt that they had to think carefully to give a proper answer. Such
findings align with existing literature emphasizing adolescents’
desire to have an active role in their treatment process and the
importance of their views being respected and valued (10-12).
While the majority expressed satisfaction with their involvement
in decisions, instances where given information was not shared
among clinicians led to misunderstandings and a sense of being
unheard. This highlighted a need for ongoing efforts to ensure
meaningful service user involvement. The study indicates that the
core CFI played a crucial role in providing valuable information,
aiding communication about significant aspects of the adolescents’
backgrounds. The positive acceptability of the core CFI in our study
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TABLE 7 Overview of group meetings with clinicians and unit manager.

Interview and aim Concern

1. At the beginning of the research process
To get to know the clinicians, the unit clinic itself
manager, and the clinical context

approach

- the term “culture” was linked to the adolescents’ context,
including family and support systems, but also to the world of the

- clinicians emphasized service user participation and a holistic

10.3389/fpsyt.2025.1595131

Quotes

“The inpatient unit feels like a small world, a
greenhouse with safety and predictability.”

“We now focus even more on user participation,
but respect for the adolescents has always been
there.”

2. Halfway through the research process . .
. information
To evaluate the process midway

documenting it in medical records

-the adapted core CFI worked well; no further adjustments needed
- CFI in treatment planning such as timing for sharing CFI

-practical barriers to administration of the CFI such as

“I've never had such a good conversation with that
adolescent before. It was a positive experience.”

"I often refer to things from the CFI in meetings,
but I am unsure if the team uses it."

"It took some time to extract and document, but it
was meaningful work.”

3. At the end of the research process ..
. strengthen adolescents’ voices

To evaluate the efficacy of the 18 patient

interviews and provide feedback on the

process

- the main contribution of the core CFI was its ability to

-more aware of service user participation
-regarding the administration of the core CFI, clinicians
highlighted the importance of flexibility

“The questions prompt reflection, and bring up
things we wouldn’t otherwise ask.”

“We focused so much on weight gain and missed
other important things, which she expressed in the
CFL”

“Prioritizing interviews in the morning, not after
school when they might be tired, was important.”

4. After completion of the pilot research
project, to complete the research project

-for the future use of the core CFI, the unit manager emphasized
the importance of implementing the core CFI for all adolescents

“The CFI brings forth adolescents” opinions,
experiences, their thoughts, and voices.”

is consistent with literature highlighting its value in fostering open
communication about sensitive topics (33, 35, 38). However,
challenges were noted in recalling CFI information during T3
interviews, raising concerns about the consistency of integration
of the CFI information into treatment (44). This underscores the
importance of ensuring that adolescents do not feel unheard or
overlooked in the treatment process.

The adolescents’ exploration of feasibility, as assessed through
the DIP and the qualitative interviews, showed that they had
positive views of the core CFI. In the DIP questionnaire,
immediately after the T1- core CFI, the adolescents indicated that
they found the questions easy to understand. This perception was
corroborated by clinicians in response to the statement about the
CFI questions, “Were easily understood by the patient” in the DIC
questionnaire. The high agreement from DIP, including two
adolescents strongly agreeing that the T1- core CFI did not take
up much time, highlights the feasibility of incorporating the core
CFI into the routines of the inpatient unit. This positive finding
corresponds with existing literature emphasizing high patient
satisfaction, trust building, and engagement in care through the
use of the core CFI (33, 34, 38).

During the T2 interviews, at a later point in the treatment
process, the adolescents repeated the finding from DIP that they
found the CFI questions to be positive. Several added that the
questions were positive despite finding some questions challenging
because the questions were different from what they had been asked
in other interviews, and required them to think at a deeper level.
The CFI set in motion a reflection process for the adolescents.
Challenging questions were not easy questions to answer, but were
important questions that required deeper thought to answer and
stayed with the adolescents in their therapeutic process at the clinic.

The acceptability of the core CFI was generally positive in DIP
and the semi-structured, qualitative interviews that followed. Some
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adolescents expressed discomfort with specific questions due to
their personal character. Some challenges were raised by the
adolescents. In response to the open-ended question in the DIP
questionnaire about whether any questions bothered them or made
them feel uncomfortable, two adolescents provided feedback. One
adolescent mentioned that question 8, about background, and
question 11, about self-coping, felt too personal. Another
adolescent pointed out that questions about friends were “painful
and embarrassing to say that I don’t have any good friends.” This
feedback is crucial for the clinical team to consider, as it touches on
vulnerable aspects of the adolescents’ lives. This stresses the
importance of awareness of the potentially sensitive nature of
certain CFI questions for adolescents, especially for those lacking
a network, friends, or family. For some, the directness and
unfamiliarity of the questions made it challenging to articulate
their feelings. However, allowing more time for the self-reflecting
questions gave several participants the ability to answer the
questions with important information. As one patient mentioned
it might be worth considering potential benefits of providing an
overview of the questions in advance to help adolescents be more
prepared. However, the core CFI offered a positive framework,
providing a structured and secure environment for addressing these
sensitive topics. This dual role of the core CFI recognizes its
potential sensitivity while highlighting its ability to facilitate
narratives on challenging subjects for adolescents. Dixon and
colleagues (22) emphasize the importance of including the
person’s own culture, background, and goals in treatment planning.

The adolescents reported in the follow-up interviews (T3) at the
end of treatment that the core CFI facilitated a nuanced exploration
of their backgrounds and difficulties, providing clinicians with
valuable insights for the therapeutic process. The insights gained
through the CFI by the adolescents set in motion a process of
reflection reported on later in the therapeutic process. This finding
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supports the use of referring to the CFI experience as the CFI
process. The desire for meaningful patient involvement observed in
our study resonates with recommendations for PCC where the
patient’s voice is integral to the treatment approach (14, 15). For
both patients and clinicians inclusion of cultural information
throughout the diagnostic and treatment processes, and both
returning to as well as augmenting cultural information from the
core CFI throughout the treatment process, provides additional
support for a multi-step CFI process (56).

4.3 Efficacy assessments by clinicians

The clinicians’ exploration of feasibility, as assessed through the
DIC and the semi-structured interviews, provided valuable insights
into practical aspects of the core CFIL. The specified CFI training was
seen as essential for applying the core CFI in a person-centered
manner, especially in terms of creating a safe interview space,
ensuring that the words and expressions were suitable for this
group of adolescents, allowing the adolescents time to find their
answers, and maintaining a non-judgmental attitude. Despite
overall positive feedback from the clinicians, one challenge was
time constraints in using the instrument. This barrier to
implementing the core CFI was reported in studies from the
DSM-5 international field trials (23) and in India (74). With
practice, the core CFI takes approximately 20 minutes to
complete (37). In this study, the T1- core CFI ranged from 22 to
59 minutes, with an average duration of 37 minutes. The emotional
impact on the adolescents was acknowledged, emphasizing the need
to ensure their well-being after the T1- core CFI. The timing of the
T1- core CFI was not always optimal for the adolescents, as they
could be tired after school and treatment sessions. A suggestion was
to conduct the core CFI early in the day when adolescents have
greater capacity for it.

Acceptability of the core CFI was generally positive in DIC and
the qualitative interviews. The positive responses indicated overall
acceptability among clinicians, highlighting its potential as a
valuable tool in mental health settings. The clinicians would
recommend the core CFI to other mental health professionals
working with adolescents.

The clinical utility of the core CFI, assessed through DIC
responses and qualitative interviews, demonstrated positive
experiences among clinicians. The tool was perceived as
providing new and nuanced information to the diagnostic
process. The CFI offered insight into the adolescents’ narratives,
fostering a deeper understanding of their experiences. The
clinicians highlighted the respectful approach of the core CFI
when exploring the adolescents’ perspectives. By paying attention
to the adolescents’ understanding of their illness, they could build
trust and an alliance, both being key elements in treatment (28, 33,
35, 38, 41, 44).

Overall, the clinicians found that the core CFI and the CFI
process strengthened the adolescents’ voices in their treatment. The
findings highlight the positive impact on communication, service
user involvement, and the overall treatment experience.
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4.4 Challenges identified in the CFl process

Overall, the results showed that the adolescents” and clinicians’
perceptions of the feasibility, acceptability and clinical utility of the
core CFI were very positive. Use of the core CFI with a majority
ethnic group appears to support the international evidence that
information from the CFI 1 can contribute to the areas of service
user involvement and treatment planning for all patients (35, 38, 53,
74). These assessments of efficacy have been focused on the core CFI
experience itself. However, this study did not end with the core CFI
experience but encompassed the CFI process, examining how
insights and information from the core CFI could be integrated
into clinical practice. Though the CFI process worked in different
ways during the treatment process, it is important to note the types
of challenges identified in numerous clinical team meetings and
interviews with clinicians.

Challenges have arisen regarding how to optimize the suitability of
the core CFI in various healthcare settings (44). In the present study,
the clinicians’ reflections from group meetings and discussions with
the unit manager underlined the broader impact of the core CFI on
the clinical team. There were a number of challenges involved. One
challenge was the time required to document and distill the CFI
findings into the medical record. Although clinicians found the
process meaningful, it was described as time-consuming and
potentially burdensome in the context of a busy clinical
environment. For instance, it was seen as essential to determine
how the CFI information could be seamlessly integrated into team-
based care, especially in situations where other clinicians are involved
in diagnostic assessments and treatment decisions. Another challenge
was related to the timing of the CFI interviews. Clinicians emphasized
the importance of scheduling interviews at times when adolescents
were most receptive and alert, such as in the morning rather than after
school when they might be tired. This adjustment was seen as critical
for ensuring that the interviews were effective and meaningful.
Additionally, some clinicians expressed uncertainty about how
effectively the CFI information was being utilized by the broader
team. While some clinicians frequently referred to CFI insights in
team meetings, it was unclear whether this information was
consistently integrated into treatment planning by all team
members. This highlights the need for improved communication
and coordination to ensure that the full potential of the CFI is
realized in team-based care. Clinicians also pointed out the
importance of flexibility in administering the CFL. For example, they
noted that the structure of the interview should allow for adaptation to
the adolescent’s individual needs and circumstances, ensuring a
person-centered and contextually relevant approach. These results
correspond with the study by Wallin and colleagues (28-30), who
found that not sharing information to all members in a team could
limit the potential of the core CFI, underscoring the need to ensure
comprehensive information sharing for all patients. To address this
particular challenge, extra team meetings were organized relating to
documentation processes and establishing standardized procedures
for integrating CFI findings into treatment plans. A clinical
implication of this finding is to pay attention to barriers and
resources related to communication levels in team-based treatment.
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In the semi-structured interviews with the adolescents, two
types of challenges were identified. The first pertained to
dissatisfaction with the support they received, as it did not meet
their expectations. The second type of challenge was related to
misunderstandings in communication, caused by inconsistent
information-sharing between staff shifts and unclear messaging.
In this context, one adolescent suggested that answers and
information should be shared more clearly and directly.

These findings align with PCC research, which highlights
communication skills as a central component (4, 5). This includes
active listening, compassionate and empowering care, respect for
patient autonomy, and sensitivity to patients’ needs. However, in
Norway, reports indicate that legislation and rights for adolescents
are not always fully realized (62-65). This underscores the growing
demand for improved communication skills within adolescent
mental healthcare (14, 15).

4.5 Study contributions

The present efficacy study of the core CFI is a key contribution
to PCC research, corresponding to a PCC approach where
adolescents’ desire for active engagement in their treatment
processes is taken seriously (14). Furthermore, the present study
is a contribution to CFI research on adolescents in mental
healthcare, which has been limited, compared to the adult
population (51-55). Aggarwal et al. (26) have highlighted the
positive impact of the core CFI on communication and
therapeutic rapport, yet the practical utilization of this
information remains a nuanced aspect that requires careful
consideration. Our study contributes to this discourse by
shedding light on the balance between obtaining crucial
information and ensuring that adolescents feel heard and
acknowledged throughout their treatment. Finally, the present
study is a contribution to research on specific strategies and
adaptations for adolescents to improve the cultural responsiveness
of mental health services (56).

4.6 Clinical implications

A clinical implication of this study is related to introducing the
core CFI to a new facility with training, clinician fidelity and
ongoing supervision (32, 40, 42, 49). Supervision refers to
continuous organizational-level guidance for clinicians to help
them understand and effectively communicate the impact of
culture on mental healthcare, and to apply CFI information to
patient care (32). Additionally, ensuring mandatory participation in
training for CFI implementation in a clinical context is essential for
maintaining clinician engagement and commitment to culturally
responsive care (49). This clinical study can be regarded as an
organizational study as well, due to the cultural analysis of the
clinic’s work culture and that of its larger organization, close
collaboration with clinicians and unit manager, and feedback to
the unit. This provided insight into the organizational dynamics
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and cultural factors influencing the CFI process. The close
collaboration with the unit was beneficial in that the first author
had for many years, providing an insider perspective, while the
other two authors brought outsider perspectives. However, this
insider-outsider dynamic may have introduced bias or influenced
the interpretation of results. When incorporating the core CFI, it is
important to focus on individual patients’ experiences and allow
them to tell their own story (44). Clinicians have to remain
culturally sensitive throughout treatment (43) and training in
what is meant by culture in the CFI is therefore essential (42).
The present study highlights the importance of considering the
potentially sensitive nature of certain CFI questions, emphasizing
the need for a thoughtful and adaptable approach. The clinicians
highlighted that the core CFI should be administrated in a flexible
way in relation to the schedule of the treatment, not only in the
initial assessment as recommended (67). Thus, this study’s results
are aligned with the qualitative studies by Wallin et al. (28) and
Skammeritz et al. (34), suggesting that clinicians need flexibility in
the time spent on administering the core CFL Clinicians can find
value in CFI information at any stage of the patient’s treatment,
provided that the patient is in a clinically stable condition and
healthcare staff acknowledge the importance of the CFI and actively
engage in its effective integration (44, 50).

4.7 Future research

To enhance the evidence base, future research should consider
conducting a RCT to compare outcomes between adolescents who
receive the core CFI and those who do not. Additionally, extending
the testing of the core CFI to diverse clinical contexts, such as
outpatient clinics and primary healthcare for adolescents, would
provide a more comprehensive understanding of its effectiveness in
varied settings. These research directions can provide valuable
insights into the broader applicability and impact of the CFI
process, further informing evidence-based practices in adolescent
mental healthcare.

4.8 Strengths and limitations

The study sample was limited in order to apply the extended
CFI protocol, providing efficacy testing at several points in time
during the adolescents’ treatment. This approach, described as the
CFI process in this study, provided valuable insights related to
efficacy as operationalized through feasibility, acceptability, and
clinical utility assessments. While the small sample size of six
consecutive patients allowed for detailed and in-depth exploration
of the CFI process, it also limits the generalizability of the findings.
Additionally, the range of perspectives captured may have been too
narrow to comprehensively examine complex constructs such as
cultural identity, treatment engagement, and meaning-making. The
methodological format of the study followed the CFI process,
including patient interviews at three time points, which allowed
for a longitudinal perspective on the adolescents’ treatment
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experiences. The credibility of the findings was further strengthened
by an in-depth analysis of the material, conducted collaboratively by
the authors at every stage of the analytical process. This
collaboration ensured a balanced and comprehensive analysis,
contributing to the robustness of the study’s conclusions. The
study’s emphasis on efficacy underscores its exploratory nature,
highlighting the need for future research with larger and more
diverse samples to validate and expand upon these findings.

As a pilot study, using this methodology the small and
homogeneous sample is justified. However, there are limitations.
It is important to acknowledge that positive findings, such as high
acceptability ratings, may have been influenced by selection bias, as
consecutive participants willing to engage in the study might have
been more positively predisposed toward the CFI. Additionally,
clinician enthusiasm during training and implementation may have
contributed to favorable evaluations. The phased approach of
testing the core CFI with three adolescents aged 14-15 before
broader implementation, ensured the core CFI suitability and
allowed for necessary adaptations in collaboration with clinicians.
The decision to not include Supplementary Module 9 for “School-
age children and adolescents” (68), was grounded on the testing of
the core CFI with adolescents at the clinic and discussions with
clinicians finding the that core CFI with adaptations was sufficient.
This iterative process enhanced the reliability of the method (44).

This qualitative study did not include a control group, which is
a clear limitation. To the degree possible, similar patient files were
reviewed by the clinical staff and notations were made as to the
difference in the kind of information or nuances in information that
emerged through the CFI process for treatment planning as well as
the degree of adolescent engagement in treatment.

The study demonstrated that clinicians became more confident
and comfortable with administering the CFI as they gained
familiarity with the questions over time. This progression
improved the flow and depth of the interviews, emphasizing the
importance of practice and experience in effectively utilizing the
CFI (44).

The data collection period coincided with a challenging
situation in the inpatient unit. There were ongoing staff
restructuring processes, implementation of new treatment
methods, changes in staff composition, changes in leadership, and
critical specialist shortages. Additionally, the clinic faced
uncertainties regarding its future, including the potential for
closure, which created a sense of instability among staff. These
institutional challenges were further compounded by the impact of
the Covid-19 pandemic, which involved lockdowns,
implementation of infection control measures, and illness among
the staff. These factors directly impacted the recruitment process by
reducing the overall number of eligible adolescents admitted to the
unit, and limiting the availability of clinicians to participate in the
study. However, the original study design, which included six
consecutive adolescent patients and 2-3 clinicians, was not
altered to accommodate these challenges. Instead, adjustments
were made to the timing of CFI administration to accommodate
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both clinicians’” and patients’ schedules, contributing to variability
in the clinical timing of the data collection process.

Deductive analysis was used, following the analysis process used
in the field trials. While this approach allowed for consistency with
the established protocol, it may have limited the discovery of nuances
that could have emerged through an inductive analytical process.
Adherence to the predefined factors of efficacy might have meant that
other aspects of the adolescents’ and clinicians’ experiences were
overlooked. Despite these limitations, it is important to note that
ongoing interviews with clinicians at different stages of the research
process, and interviews with adolescents before completion of
treatment provided additional insights and complemented the data
obtained from the T1- core CFL

5 Conclusion

To our knowledge, this is the first study to test the efficacy of the
core CFI for adolescents in mental healthcare. Previous studies on
the CFI with adolescents (59-63) have explored its use in case
studies, family engagement, and culturally informed care models
but have not assessed specifically its efficacy in terms of feasibility,
acceptability, and clinical utility. Overall, the results showed that the
adolescents’ and clinicians’” perceptions of efficacy of the core CFI
were positive. Use of the core CFI with a cultural majority group of
adolescent patients appears to support the international evidence
that information from the CFI can contribute to the areas of service
user involvement and treatment planning with all patients.

This study highlights a structured systematic process for
implementing the core CFI in clinical practice. Beyond simply
administering the tool, following a systematic process allowed for
clinician adaptation and refinement, contributing to the successful
integration of the CFI (44). Testing the core CFI with a small group
of adolescents aged 14-15 in the early stages of the study provided
valuable insights that informed subsequent adaptations, ensuring
that the method was age-appropriate.

This person-centered approach of the core CFI provides valuable
knowledge for future adaptations and broader integration into clinical
practices. The findings underscore the significance of progressive
clinician training and experience in achieving effective use of the
core CFI. As clinicians became more familiar with the tool, their ability
to engage adolescents and elicit meaningful narratives improved,
reinforcing the value of embedding the core CFI within a well-
supported and iterative implementation process. These results
provide a strong foundation for refining the core CFI to suit diverse
contexts. Furthermore, the pilot findings suggest that the systematic
use of the core CFI could be tested in broader controlled trials to
evaluate its impact on clinical outcomes, including service user
involvement, treatment planning, and therapeutic alliance across
diverse populations and settings. Wallin and colleagues (31) provide
an example of how adding the CFI to routine diagnostic procedures
facilitated the identification of psychiatric symptoms, such as
depression, particularly among non-native speaking patients. Their
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study also emphasized the importance of integrating the CFI into
diagnostic practices to optimize its clinical utility. Building on such
research, future trials could explore the CFI’s broader applicability in
diverse clinical contexts to validate its utility further.
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