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Chapter 1: Introduction  

Prenatal alcohol exposure represents the leading cause of preventable birth defects, 

intellectual disabilities, and adverse neurodevelopmental effects worldwide (Hoyme 

et al., 2016). The effect of fetal alcohol spectrum disorder (FASD) impacts not only 

the child, but their families and society at large (Gibbs & Sherwood, 2017). Without 

adequate support, educational outcomes for children with FASD can be poor, 

exacerbating the potential negative long-term outcomes of the disorder (Boys et al., 

2016). However, educational planning for this population is difficult due to their 

uneven and complex learning profiles and challenging behaviours (Carpenter, 2011). 

This research aims to explore educational team members perceptions of the use of 

the New Zealand Child and Youth Profile (NZCYP) developed by McLaughlin, 

Budd and Clendon (2017) to support educational planning for children with FASD. 

This chapter will include background information on FASD, together with the 

research questions, and an outline of the chapters in the thesis. 

 

1.1. Background to FASD 
 
This section will provide a background to the study. It will outline the epidemiology 

of FASD, followed by a discussion on the impact of alcohol on the developing fetus 

and subsequent secondary conditions that can occur. The prevalence rate and 

financial burden of the disorder will then be discussed. Next, the educational 

experience of children with FASD will be considered along with how to support 

them.  
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1.1.1. Epidemiology.  

FASD was originally used as an umbrella term covering a range of brain-

based disabilities and craniofacial anomalies occurring as the result of prenatal 

alcohol exposure (PAE) (Kingdon, Cardoso, & McGrath, 2015; Rutman, 2016). Due 

to the range and severity of symptoms, four diagnostic categories were developed: 

fetal alcohol syndrome (FAS), partial fetal alcohol syndrome (pFAS), alcohol-related 

birth defects (ARBD), and alcohol-related neurodevelopmental disorder (ARND) 

(Hoyme et al., 2016). Recently these categories have been revised and redefined as 

two diagnostic categories: individuals with sentinel facial findings, which 

incorporates FAS, and those without sentinel facial findings, which incorporates 

pFAS, ARBD and ARND (Chudley, 2017; Cook et al., 2016). The timing, level, and 

frequency of alcohol exposure, along with maternal health, body mass, age, and 

nutrition; genetics, epigenetics, and fetal vulnerability factors determine the degree 

of fetal damage (Lussier, Weinberg, & Kobor, 2017; May & Gossage, 2011; Price, 

Cook, Norgate, & Mukherjee, 2017; Ungerer, Knezovich, & Ramsay, 2013). As 

there is no clear indication of a safe amount of alcohol to consume during pregnancy, 

the American Academy of Paediatrics currently advise that no alcohol is safe to 

consume during any stage of pregnancy (Williams, Smith, & the Committee on 

Substance Abuse, 2015).  

 

1.1.2. How does alcohol affect the fetus? 

Alcohol is a teratogen that can easily pass across the placental barrier, 

damaging the brain and other developing organs and systems of the fetus (Mattson, 

Crocker, & Nguyen, 2011; Popova, Lange, Probst, Gmel, & Rehm, 2017), including, 

for example neuroendocrine and immune function systems (Zhang, Sliwowska, & 
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Weinberg, 2005). Accordingly, children with FASD may experience a wide range of 

congenital abnormalities, along with physical, cognitive, behavioural, emotional, and 

adaptive functioning difficulties. These deficits are known as primary impairments. 

The impact of these impairments are likely to be lifelong (Connor & Streissguth, 

1996; Pei, Denys, Hughes, & Rasmussen, 2011). There is no current pharmaceutical 

treatment for FASD (Dörrie, Föcker, Freunscht, & Hebebrand, 2014); however, 

Thomas, Warren and Hewitt (2010) point to the ability of a PAE exposed brain to be 

moulded and shaped when given early and appropriate interventions. For children 

affected by PAE, early diagnosis and intervention are vital in improving long-term 

outcomes (Kodituwakku & Kodituwakku, 2011; Parsonson, 2015; Streissguth et al., 

2004). Critically, when FASD goes undiagnosed at an early age, and either no 

intervention, or inappropriate interventions and punishments are put in place, these 

children often develop complex secondary conditions (Petrenko, Tahir, Mahoney, & 

Chin, 2014a).  

 

1.1.3. Secondary conditions. 

Popova, Lange, Burd, and Rehm (2015) note that secondary disabilities in 

FASD are thought to occur through the interaction between primary FASD deficits 

and environmental factors. These secondary conditions can be severe and lifelong 

and include an increased rate of mental health issues (Pei et al., 2011), inappropriate 

sexual behaviour (Coriale et al., 2013), poverty and homelessness (Rutman, & Van 

Bibber, 2010; Streissguth, 1997), suicidality and mental health disorders (Baldwin, 

2007; Weyrauch, Schwartz, Hart, Klug & Burd, 2017), and delinquency (Lynch, 

Coles, Corley & Falek, 2003). In a national register-based study of individuals 

diagnosed with FAS, Rangmar et al. (2015) found those with FAS had much higher 
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by Strandberg-Larsen, Andersen, and Kesmodel (2017) who assert surveillance rates 

suggest numbers are much lower than those indicated by Popovoa and colleagues 

(2017). Research suggests incidence rates are considerably higher in some 

populations (Lange et al., 2017), such as groups with low socioeconomic status 

(SES), children in care (such as orphanages), and populations with high alcohol 

consumption (Barry, 2009; May et al., 2014; Meurk, Lucke, & Hall, 2014). For 

example, Lange, Shield, Rehm, and Popova (2013) found prevalence rates of FASD 

for children in care, such as child welfare settings, of 16.3% and May et al. (2014) 

found prevalence rates of FASD as high as 1 in 20 in populations with high alcohol 

consumption.  

 

New Zealand rates of FASD are thought to reflect international rates, although there 

is limited New Zealand specific data on FASD, including prevalence rates, available 

(FASD Working Group, 2016). Current rates of FASD are based on international 

data and are estimated at 1% of live births (Easton, Burd, Rehm, & Popova, 2016). 

However, New Zealand has high levels of unplanned pregnancies (Mallard, Conner, 

& Houghton, 2013; Mallard, Gray, & Houghton, 2011), and a high rate of heavy 

episodic drinking in both men and women (Mallard et a., 2013; Ministry of Health, 

2009) suggesting rates of FASD may be higher. For example, in a longitudinal study 

of methamphetamine users who were pregnant, Wouldes et al. (2013) found the rate 

of alcohol consumption by the New Zealand cohort of women was four times higher 

than that of matched cohorts in the United States of America. Findings by the 

Ministry of Health (2015) indicate that alcohol exposure may have occurred in more 

than 50% of all pregnancies in this country, which Gibbs and Sherwood (2017) 

equate to more than 570 babies born annually with FASD in New Zealand. No data 
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is available for FASD prevalence rates in New Zealand schools, but international 

research suggests it may be as high as 6.3% of school-aged children (May, 2009; 

Millar et al., 2017). 

 

1.1.5. The financial burden of FASD. 

The cost of FASD to society both economically and in human suffering is 

high (Hoyme et al., 2016). For example, Canadian research by Popova, Lange, Burd, 

Nam, and Rehm (2016) assessed the financial cost of special education services 

received by children with FASD in 2011-2012 at 53.3 million dollars. This figure 

represented 6,520 children with FASD aged 5 to 14 years receiving special 

education. In New Zealand, research suggests the financial burden of FASD is as 

high as 690 million dollars annually, including services and support, whilst lost 

productivity has been estimated at 200 million dollars annually (Easton et al., 2016; 

Ministry of Health, 2015). Furthermore, Gibbs and Sherwood (2017) argue that 

when the hidden social, health, and financial costs to families and individuals dealing 

with FASD is considered, this increases the burden of FASD further. Importantly, 

early diagnosis and appropriate interventions can help improve the outcome of 

children with FASD, thus reducing its impact (Kodituwakku & Kodituwakku, 2011; 

Parsonson, 2015). Indeed, given the right environment, research suggests that 

children with FASD can complete high school (Duquette, Stodel, Fullarton, & 

Hagglund, 2006a) and lead rewarding lives (Green, 2007; Ryan, & Ferguson, 

2006a).  
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1.3.3.1. Multidisciplinary.  
 

In a multidisciplinary team, individuals are assumed to have constant roles in 

line with their discipline (Hillier, Civetta, & Pridham, 2010). For example, Gargiulo 

and Kilgo (2014) argue that stakeholders operating under a multidisciplinary 

approach work independently of each other in both the carrying out of assessment 

and the writing up of reports. This then leads to discipline specific goals and there is 

little intercommunicative exchange between parties (Klein, 2010).  

 

1.3.3.2. Interdisciplinary.  
 

 Characterised by greater interaction between team members to develop 

common goals for the student and co-ordinate service provision (Fitzmaurice & 

Richmond, 2017). In this model, there is a blurring of the roles, for example the role 

of the teacher may overlap with the role of the occupational therapist (Hillier et al., 

2010).  

 

1.3.3.3. Transdisciplinary. 

   In contrast to the multidisciplinary and the interdisciplinary approach, 

Russell, Wickson, and Care (2008) posit that a transdisciplinary approach transcends 

disciplinary boundaries providing a collaborative and responsive problem-solving 

method and encourages a whole-child approach. 

 

1.3.4. Educational Planning. 

   Educational planning is a process where informal and formal decisions are 

made on behalf of students with LSN to enable access to general education content 
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research, including ethical considerations. Chapter Four presents the findings from 

the focus group interviews. Chapter five discusses the research findings in relation to 

the literature. Finally, Chapter six provides a summary of the purpose and rationale 

of the study, discusses limitations and key implications of the research and makes 

recommendations for future research. 
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2006b). The facial anomalies seen in some cases of FASD mean that some children 

can be misdiagnosed with genetic conditions like Williams Syndrome, Noonan 

Syndrome and de Lange Syndrome, yet prevalence rates for FASD are estimated to 

be five to 10 times higher than these disorders (Warren & Stein, 2011). Olsen et al. 

(2007) argue that an accurate diagnosis of a child with FASD is critical in accessing 

appropriate interventions.  

 

The difficulty in getting an accurate diagnosis was highlighted by Chasnoff, Wells, 

and King (2015). This study identified high rates of missed diagnosis and 

misdiagnosis of FASD in children who were in foster care or adopted in Illinois, 

America. Of 547 children who had been referred for diagnosis, 156 children and 

adolescents met the criteria for a diagnosis within the fetal alcohol spectrum. Of the 

156 children, 125 (80.1%) had never received a diagnosis of FASD. Thirty-five 

children had been recognised as having PAE, but of those children, 10 diagnoses 

were changed within the spectrum indicating they had been misdiagnosed. This 

study underscores the difficulty of getting an appropriate FASD diagnosis and raises 

questions regarding the impact of misdiagnosis on the type of support and 

interventions that children with FASD will receive. 

 

Other studies highlight how misdiagnosis of FASD can lead to inappropriate 

interventions that add to the burden of the disorder. For example, interventions 

utilised in ADHD management have been found to be unsuccessful when applied to 

children with FASD due to underlying differences in information processing 

between the two groups (Coles, 2011; Westrup, 2013). These underlying differences 

were highlighted by Malisza et al. (2012) who carried out functional magnetic 
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improved education and awareness among professionals working with individuals 

with FASD.  

 

In education settings there is considerable evidence that many teachers lack 

knowledge about both the impact of FASD on the learner, and effective strategies to 

support them (Carpenter, 2011; Petrenko, 2014a; Poth et al., 2014). For example, in 

a Canadian study, Pei Job, Poth, O'Brien-Langer, and Tang, (2015) surveyed 77 

preservice teachers and found limited awareness of the types of learning issues faced 

by children with FASD. Of primary school teachers, 55.9% reported only having a 

basic knowledge of FASD compared to 47.5% of secondary school teachers. 

Furthermore, only 26.5% of primary school teachers and 25% of secondary school 

teachers could accurately describe underlying difficulties such as cognitive and 

learning deficits in FASD. Lack of awareness rates were even higher in a UK study 

by Blackburn (2009). In this study, 78% of the 161 early years teachers and staff 

who were surveyed indicated they had low-level knowledge of FASD even though 

40% of the participants worked in education facilities with children who displayed 

FASD symptomology. The respondents also revealed that a lack of knowledge about 

the disorder would detrimentally impact their ability to provide appropriate 

educational support. Blackburn (2009) concluded that the current lack of 

understanding and awareness by educational staff would make planning for children 

with FASD difficult as the staff did not have the training to support them. Likewise, 

Pei and colleagues (2015) suggest this lack of awareness means teachers make 

misinformed assumptions about the impact of FASD. 
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disciplinary collaboration. Cooper and Jacobs (2011) concluded that this approach 

underscores the importance of social welfare, education, and health disciplines 

working in harmony, combining their knowledge and effort to improve outcomes. 

However, tools are required that will support teams in drawing on and sharing their 

different perspectives to support collaborative outcomes (Budd, 2016).  

 

This next section will consider current methods used to classify disability for 

educational planning. Consideration will be given to the ability of these methods to 

support and enhance collaborative educational planning. 

  

2.7. Disability Classification Systems for Collaborative Educational Planning 
 
The ability to gather information on a child with LSN from multiple sources is a 

crucial part of educational planning, therefore tools that can assist in this process are 

vital. McLaughlin et al. (2017) argue that well-developed tools enable access to 

services and improve understanding of a child within different environmental 

contexts.  

 

A scheme currently used in New Zealand, as part of an educational planning process 

for children with LSN, is the Ongoing Resourcing Scheme (ORS). The framework 

classifies and categorises children with LSN and provides funding for appropriate 

educational support for high and very high needs children (Education Review Office, 

2005). However, questions were raised regarding the medical or deficit focus of the 

application (Mitchell, 1999). Further the ability of the scheme to support 

collaborative educational planning has been questioned. For example, in a review of 

the scheme, Bartleet (2009) asserts that ORS encourages a negative deficit approach, 











 

51 
 

diversity of the disorder. The tool was tested on 26 pre-school children with ASD to 

assess functional ability and data was collected by two physical therapists. The ICF-

CY based tool was reviewed by three experts for its validity and was rated as having 

a moderate-to-high interrater reliability. Further, the tool was found to produce 

profiles of preschool children with ASD across body functions, activities, and 

participation domains, suggesting the questionnaire is suitable for use in evaluating a 

heterogeneous group of children with ASD. Further research with larger sample sizes 

is required in order to generalise these findings to a wider population. 

 

Another study by Salghetti et al. (2009) also highlighted the usefulness of the ICF-

CY in cross-disciplinary teams in a longitudinal follow-up study of a tertiary care 

referral for paediatric neurorehabilitation in Italy. The study comprised participants 

who were members of a rehabilitation team who were given the ICF-CY, to use as a 

team, for rehabilitation programming. The participants completed a questionnaire on 

their experiences of using the model. Findings revealed the ICF-CY lead to 

improved team cohesion, improved agreement with families, and increased inter-

professional collaboration, suggesting the tool may be useful in supporting cross-

disciplinary collaborative teamwork in other settings, such as education. Although 

Sanches-Ferreira, Silveira-Maia, Alves, and Simeonsson, (2018) argued that a 

collaborative mechanism needed to already be in place to support teams using the 

ICF-CY as a collaborative tool. 

 

2.7.2. The ICF-CY and Learning Support Needs. 

Research has considered the application of the ICF-CY in supporting 

education for children with SLN (Maxwell, Alves, & Granlund, 2012). For example, 
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training to ensure that all relevant components of the framework are being utilised 

appropriately.  

 

Hollenweger (2011b) asserts that the ICF-CY can help teachers improve assessment 

practice by providing a framework to organise assessments from multiple disciplines 

into a coherent fashion. Further, the framework provides teachers with the 

opportunity to understand the overall functional profile of the child, whilst the 

common language can encourage teachers to ask relevant questions of specialists and 

integrate this information into their own understanding of the child. However, 

despite having the potential to be useful in special education settings, Hollenweger 

(2010) found that the ICF-CY model, is infrequently used in this regard, indicating 

further research in this area is warranted.  

 

In summary, the findings from these studies highlight the potential benefit of 

employing the ICF-CY model in special education settings for children with FASD. 

The research suggests that the model could support effective educational planning by 

providing a framework that can facilitate enhanced cross-disciplinary teamwork, a 

common language to support collaboration between professionals and families, and 

the ability to create an in-depth profile to enhance understanding of the unique needs 

of a child with FASD. Importantly, in New Zealand, the New Zealand Child and 

Youth Profile (NZCYP) has been developed from the ICF-CY model (McLaughlin 

et al., 2017) suggesting it may provide a framework suitable for children with FASD 

in this country.  
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factors impacted on how the NZCYP was used by teams supporting students with 

FASD, as well as how the NZCYP was perceived in terms of helping teams to 

understand the educational profile of a student with FASD, supporting 

teacher/classroom practice and planning for students with FASD, and supporting 

collaborative practice for students with FASD. The next chapter will outline the 

methodology, including research design, data collection methods, procedures, data 

analysis, positionality and ethical considerations. 
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Table 1. Demographic Information   

Role/Occupation Qualification Years in Role 
Parent/caregiver   
Parent/caregiver   
Grandparent   
Teacher (Team A) Bachelor of Teaching 3 years 
Teacher (Team B) Diploma Teaching 18 years 
SENCO (Team A) Bachelor of Education, Post 

Graduate Certificate of 
Complex Education 

1 year SENCO 
15 years teaching 

SENCO (Team B) Bachelor of Arts (Hons), 
Diploma Teaching 

23 years 

RTLB (Team B) Bachelor Education 1 Year RTLB 
20 years teaching 

RTLB (Team B) Post Graduate Certificate in 
Learning and Behaviour, 
Post Graduate certificate 
Specialist ASD 
Endorsement 

19 years 

Teacher Aide (Team B) - 15 years 
 
 
 

3.3.3. Environment. 
 

The environment is an important consideration in running a focus group. 

Brinkmann and Kvale (2015) recommend providing an environment that allows 

participants to feel at ease, with minimal disruptions. This encourages individuals to 

feel comfortable to share personal, contrasting, and conflicting points of views.  

 

The training and focus group interview for Team A took place in the Learning Needs 

block at the school. The room was private, well-lit and comfortable. Water, and light 

refreshments were provided. Participants were seated at a round table, as spatial 

arrangements that allow for participants to easily see each other can help encourage 

discussion, which Stewart and Shamdasani (2015) belief reduces dominant 

behaviour. Parents can often feel they have less voice in education meetings (Fish, 

2008), so ideally a more neutral site would have been beneficial. However, as the 
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3.4.2. Pilot training. 
 

Two pilot training sessions were carried out using Microsoft PowerPoint and 

a paper copy of the NZCYP (see Appendix 8). The first pilot training consisted of 

two primary school teachers and the second pilot training consisted of one clinical 

psychologist. The purpose of the pilot training was to enable the researcher to 

practice running through the training and to seek feedback on any areas of the 

training that could be improved. Adjustments to the delivery of the training were 

made based on this feedback. All parties expressed concern regarding the complex 

terminology of the NZCYP, in particular the Functional Ability Profile page (FAP), 

therefore, the researcher simplified the training instructions of the FAP and provided 

an every-day example. Further, the researcher sought clarification from one of the 

Toolkit developers around the FAP to ensure updated training was accurate. 

 

3.4.3. Training . 

   All participants took part in semi-structured training on how to use the 

NZCYP. Training took approximately one hour. A PowerPoint presentation was 

provided to the participants supplying background information and an overview of 

the NZCYP, along with details and requirements of the study. Participants were 

guided through the Toolkit which consisted of ten forms. At the end of each session, 

participants were invited to share any thoughts or to ask any questions. The 

participants were directed to complete the NZCYP individually and then to come 

together as a team for the purposes of educational planning. The researcher was 

contactable during this phase of the study to clarify or answer any questions, 

although none of the participants did. 
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stance has shaped the focus of my research, influencing the research questions and 

the methodology I have used.  

 

My stance will influence my analysis and interpretation of the data, which can lead 

to biases. I sought to reduce this bias in the choice of semi-structured focus groups, 

which as previously discussed, enables the participants to give voice to their own 

perceptions and experiences (Liamputtong, 2011). Bias may also be reduced by 

exploring my stance and clearly identifying and stating my own values, and 

assumptions, which may enable readers to identify bias as it occurs within my 

research (Atkins & Wallace, 2012). Savin-Badin and Major (2013) assert that 

researchers should consider their influence throughout the process of the research. A 

reflexive journal was kept for the duration of the research project to reflect on my 

values and biases and how they may be affecting the outcomes of this project (Roller 

& Lavrakas, 2015). An example from the journal that highlights these reflections is: 

�³So, in going forward my focus will be on acknowleding the position 

  and perspective  that influences my writing. I am a woman of European 

 descent, from a working class  upbringing. I have a high level of education 

 �D�Q�G���H�Q�M�R�\���D���³�P�L�G�G�O�H���F�O�D�V�V�´���O�L�I�H�V�W�\�O�H�� My culture affords me the privilege of

 inheriting Eurocentric government, healthcare and education systems that 

 were designed for, and benefit me. I have family and friends who do not 

 enjoy the same privileges as I do. This makes me uncomfortable as it feels 

 wrong that I should benefit through no actions of my own while they do not. 

 I view this as an injustice and strive to keep that knowledge of my own 

 privilege at the forefront when dealing with people who have not experienced 
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�³�:�K�H�Q���,���O�R�R�N�Hd at his communication profile and looked at his  

 educational history and then when all the others fell in behind that,  

 I could really see the minefield for him. I could see all the landmines 

 just coming up out of the ground. Reading through this and also just 

 looking for any kind of corrective measures more than what we were 

 doing. And it was huge���  ́

Further, the teacher aide commented, 

�³It just made me look at some areas where especially when it's profiled 

 from early childhood to now. It gave me a huge scope to see where he 

 had come from plus the other resources I had. It�¶s just comparing 

 everything across the  board from when he started school. The education 

 background I was mainly examining, and all these other things were 

 basically add-ons that came into the equation and I was trying to work this

 guy out. You know when you link all the documents together to form a 

 profile���  ́

When asked how he had used the profile to build up a picture of the student the 

teacher aide commented, 

�³To build it up like a jigsaw. I was putting all the jigsaws together and  

 basically lining all the ducks in a row. Just building that profile first so  

 all these components on every one of these pages scattered out with him  

 in the middle and look at all these supporting documents, educational 

 timeline, strengths and weaknesses, and then link them into, some  

 overlapped, they were very similar, but all contributed. So, it was a huge,  

 a huge shuffle of cards to do just to get a sense of where his, you know his 

 life, and where he has come from�´ 
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learning hub may also have negatively impacted perceptions of the NZCYP as a 

collaborative framework. 

 

The next chapter will discuss the purpose and rationale, challenges and limitations, 

and key implications of the research. Finally, future research will be discussed. 
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Chapter 6: Conclusion 

This chapter summarises the purpose and rationale of the research along with 

challenges and limitations. Key implications are then discussed in relation to the 

research findings. Finally, future research directions are considered.  

 

6.1. Purpose and Rationale  
        
This project aimed to explore the perceptions of teams using the NZCYP to support 

a student with FASD in order to answer four research questions. It was anticipated 

that the NZCYP would offer a framework to provide a holistic profile of the student, 

as research suggests there is limited awareness by professionals about the nature and 

characteristics of FASD and how it impacts students (e.g. Brown et al., 2018). 

Further, it was hoped the NZCYP would enhance educational planning for students 

with FASD as research also highlights the difficulty of providing appropriate 

supports and interventions (e.g. Job et al., 2013). Finally, it was hoped that the 

NZCYP would support cross-disciplinary collaboration as research indicates that 

whilst this is critical in supporting students with FASD, this can be difficult, and 

there is limited evidence to suggest this occurs (e.g. Dudley et al., 2015).  

 

Prior to this study, there was limited research that explored tools that could support 

team educational planning for children with FASD. Further, the use of the NZCYP for 

students with FASD had also not been investigated. The developers of the Toolkit 

assert that the NZCYP provides a biopsychosocial framework for developing a holistic 

profile of a student for educational planning and a means to support cross-disciplinary 

collaboration (McLaughlin et al., 2017). However, the results from this research 

suggest that overall the NZCYP was not perceived by the participants as helpful in 
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Appendix 6: Participant Consent Form 
  

 

 

Exploring the New Zealand Child and Youth Profile as a 

collaborative tool to support educational planning for children 

with fetal alcohol spectrum disorder  

  

PARTICIPANT CONSENT FORM  
  

I have read the Information Sheet and have had the details of the study explained to me. My 

questions have been answered to my satisfaction, and I understand that I may ask further 

questions at any time.  

  

I understand that I have an obligation to respect the privacy of the other members of the group 

by not disclosing any personal information that they share during our discussion.  

I understand that all information I give will be kept confidential to the extent permitted by 

law, and the names of all people in the study will be kept confidential by the researcher.  

  

Note: There are limits on confidentiality as there are no formal sanctions on other group 

participants from disclosing your involvement, identity or what you say to others in the focus 

group. There are risks in taking part in focus group research and taking part assumes that 

you are willing to assume those risks.  

  

I agree/not agree to participate in the training under the conditions set out in the Information 
Sheet.  

I agree/not agree to participate in the focus group under the conditions set out in the 

Information Sheet.  

  

 Signature:                                                                                               Date:   
 
                       ____________________________________________          _____________________ 
 
 
 Full Name - printed   
  
   ________________________________________________________________________________  
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Appendix 8: NZCYP  
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