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Abstract  

Aim:  

The study aimed to gain insight into male teenagers, aged 13-19, health and wellbeing needs from 

perspectives such as school counselling, youth work and sports coaching.  

 

Method: 

This qualitative study adopted an inductive phenomenological approach. Data collection of 219 min of 

primary data took place in form of four semi-structured interviews. Interviews were recorded on a voice 

recorder, typed verbatim and subject to further Thematic Analysis (TA) according to Braun and Clarke`s 

approach (2006.) 

 

Results: 

Ireland was the first country with a National Men`s Health Policy (DoHC, 2009) and Irish researchers 

advised the current WHO European Men`s Health strategy. Recent general challenges for adolescents` 

health, such as “social media, gaming, screen time and online pornography are recognised as well as a 

change in notions of masculinity.” (WHO, 2018, p. 40). Statistical evidence shows existing inequalities of 

male adolescent compared to female adolescent health. 

Healthy Ireland (DoH 2013) and i.e. the Department of Children and Youth Affairs strategy “Better 

outcomes, brighter futures…” encourage cross sectoral and interagency work to achieve health for 

everybody. Lots of developments have taken place in recent years in research (i.e. Growing up in Ireland 

study), but few of them are gender specific. The strategies set the right targets, but gender health inequalities 

for males still remain and their voices have not been sufficiently heard. 

 

Conclusion: 

A whole-of-society approach is best suited to extinguish existing gender inequalities, ideally accompanied 

by research to ensure young male voices are heard and subsequently inform evidence based and targeted 

approaches. 

 

              viii
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Chapter 1: Introduction and Literature Review 

 

1.1. Introduction 

According to relevant literature there are significant gender health inequalities among young 

males and females. Scientists argue that, 

 

“despite the evidence on the impact of sex and gender on health, research methods in the 

field of implementation have neglected sex and gender considerations.” (Tannenbaum et 

al. 2017, pp. 1-2).  

 

This research project aims to get an insight into male teenagers` health and wellbeing needs from 

perspectives such as school counselling, youth work and sports coaching. The age group 

purposely chosen reaches from 13-19. What does health and wellbeing mean to this age group in 

this transitional phase between childhood and adulthood, what are their needs and are these being 

met? The choice to collect views through a practitioner`s lens was a pragmatic one to avoid 

potential difficulties in gaining consent. The study aims to focus on male teenager`s health and 

wellbeing to gather information about their world and to look at opportunities for support, which 

are gender sensitive. It was hoped to make the needs of this age group more visible and look at 

factors that can improve engagement with boys and their health and wellbeing outcomes. 

 

The plan was to interview four practitioners, each for the duration of up to 60 min: one chaplain 

from a co-educational secondary school, two youth workers from different organisations and one 

sports coach. Inclusion criteria for participants of this study were to be aged over 18 years with a 

minimum of one year`s experience of working with the target group, as well as having co-

educational experience. Therefore, four, up to one-hour long interviews were held with one 

chaplain, two youth workers and one sports coach, who met the inclusion criteria described 

above. 

 

Young men`s prevalent health risks according to the reviewed literature are: Mental health 

issues, high levels of alcohol consumption, substance misuse, self-harm, suicide, injuries, 
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hyperactivity, unprotected sexual intercourse possibly resulting in unwanted pregnancies and 

sexually transmitted illnesses (STI`s). 

 

The findings from these interviews can inform good practices related to the process of developing 

and delivering programmes and services for young male adolescents in the future to reduce gender 

inequities in teenage health (see also Appendix C topic guide). 

 

The Department of Children and Youth Affairs states that “Children and young people are 

Ireland’s future” (DCYA, 2014, p. VIII). According to the last census, Ireland’s population 

amounts to 4,761,865 of which, there are 371,588 13-18-year old teenagers of secondary school 

age (Central Statistics Office (CSO), 2016). As the focus of this study is on the age group of 13-

19-year olds it presents a difficulty to specify accurate numbers, as the age is measured from 13-

18 and 19-24. Figures of the relevant age group of adolescents compared to the population as a 

whole are represented in Table 1 below (ibid, 2016). 

  

Table 1: Population of Ireland and age groups 13-24. NB own compilation (Source CSO 2016).  

 

 

1.2. Adolescence 

Adolescence is generally defined as a “… transitional phase of growth and development between 

childhood and adulthood” (Britannica, 2019a). It is a phase of biological changes and transitions 

in relation to social roles, of growing into the adult world. Adolescence combines the physical 

and psychosocial aspects of changes on different levels. In contrast puberty is referring merely to 

the physical development, marking sexual maturity with an onset for girls at the average age of 

eleven and boys at the age of twelve. The start of puberty can vary from eight to fourteen years 

of age and it lasts for about four years (Britannica, 2019 b; NHS, 2018). Puberty and adolescence 

https://www.britannica.com/science/biological-development
https://www.britannica.com/science/childhood
https://www.britannica.com/science/adulthood
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start with the activation of the neuroendocrine hypothalamic-pituitary-gonadal axis, with 

“hormonal cascades” as described by Sawyer et al. (2018, p. 2). Siegel summarises the phase of 

adolescence as:  

“…negotiating the changes in one`s body, the emerging and sometimes overwhelming 

feelings of sexuality; changes in self-identity and relationships; academic demands; 

uncertainties about the future; and the stresses in family life in anticipation of leaving 

home.” (Siegel, 2011, p. 87).  

During this time the brain, especially the prefrontal cortex, is remodelled and full maturation is 

not reached until the mid-20`s (see also Sawyer et. al. 2018, p. 2). The limbic system and 

prefrontal cortex fulfil functions such as self-regulation, fear modulation, empathy and moral 

awareness and its immature state can result in unpredictable, risk-taking and challenging 

behaviours. Sharma et al. describe adolescents as being “…highly vulnerable to driving under 

the influence of alcohol and social maladjustments…” (2013, p. 1). 

In his theory model, Erikson describes eight stages of psychosocial development throughout the 

life cycle, in which adolescence occurs in the fifth phase with the key challenge of possible role 

confusion and developing one`s own identity (see Figure 1 below, Erikson, 1963, 1980; Mc 

Leod, 2018). In this phase teenagers learn different social roles such as being a friend, a student, 

a child, a citizen. Peers and role models apart from parents become more important during this 

time (Sprouts, 2017). Mc Leod writing about Erikson`s model states that “…successful 

completion of all the stages results in a healthy personality and the acquisition of basic 

virtues…” (2018, p. 1). The author describes that Erikson was criticised for the rather descriptive 

nature of his theory, which Erikson himself saw rather as a tool not a theory (Mc Leod, 2018). 
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Figure 1: Erikson`s 8 psychosocial stages of development with adolescence as the 5th phase.  

NB: Adapted from Erikson, 1963, McLeod, 2018, Sprouts, 2017. Concept produced by A. 

Buckley and map designed by F. Buckley (© Buckley, F., 2020) 

 

A lot of variations exist in defining the age and duration of adolescence. These variations stem 

from biological changes over the last decades in that puberty starts earlier and social maturation 

lasts longer in western industrialised countries. Factors that influence the extension of 

adolescence are better nutrition and childhood health for the biological maturation, as well as 

extended periods of education. New knowledge about brain development lasting into the mid-

twenties according to results of magnetic resonance imaging studies (MRI), causes scientists to 

ask for a new definition of adolescence lasting from 10 to 24 years, which corresponds with the 

World Health Organisation`s (WHO) definition of young people (Sawyer et al., 2018; Sharma et 

al., 2013; WHO 2014c). 

Internationally there is no consensus about the determination of one age span for adolescence, 

however, there is overlap in some definitions. The United Nations (UN), UNICEF`s and 

Ireland`s definition of a child is: every human being under the age of 18 (Irish Statute Book, 

2001; UNICEF, 2016; United Nations, 1989). The WHO separates between adolescents, youth 

and young people:  
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“… 'Adolescents' as individuals in the 10-19 years age group and 'Youth' as the 15 - 24 

year age group. While 'Young People' covers the age range 10-24 years.” (WHO, 2014c, 

p. 1).  

Adolescence is divided into different stages, early (age 10-13), middle (age 14-16) and late (17-

19) adolescence (WHO, 2020a). The WHO`s current definition of young people (10-24 years) 

overlaps with the claim of some researchers to extend this current definition from 10 to 19 to 10 

to 24 years. Their argument is based on new developments in brain research, which state that the 

brain is only fully developed in the mid-twenties equally to the completion of dental 

development with the appearance of wisdom teeth (Young et al., 2018; Sawyer et al. 2018). 

These different definitions about age are important to be aware of, when looking at research 

studies, because they limit comparability. Some studies not only use different age spans for their 

research, but are also mixed in either looking at all or only one gender. These definitions 

influence legal rights and service provision.  

Men`s health policies are included in this literature review as a reference point, because of 

overlapping age definitions as previously elaborated. In existing national and international 

strategies and research about men`s health needs (Department of Health (DoH), 2016; WHO, 

2018a), the phase of adolescence generally is “…rarely visible in legal or policy terms – with the 

main exception of juvenile offenders.” (UNICEF, 2016, p. 59). Since this 2016 report, this has 

been slowly changing. UNICEF has explicitly stated in their report “Age Matters...”, the 

importance of adolescence in relation to developing healthy habits during the life-cycle reaching 

into adulthood: “We do not want to save children in their first decade of life only to lose them in 

the second.” (UNICEF, 2016, p. 5).  

 

1.3. Gender and male adolescence 

The concept of gender as a social construct is evident in its definition:  

 

“…gender is a multifaceted and fluid construct, influenced in a temporal manner by 

social and cultural contexts and environments to create gender norms.” (Tannenbaum et 

al., 2016, p. 2).  
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This definition is congruent to the World Health Organisation`s (WHO) definition, that gender is 

a social construct, not just a biological determination (WHO, 2007). In contrast to gender, sex is 

defined as a biological construct: “…whereby an individual is defined as being male or female 

according to genetics, anatomy and physiology.” (Tannenbaum et al., 2016, p. 2).  

 

According to Merriam-Webster masculinity is defined as: “the quality or nature of the male 

sex: the quality, state, or degree of being masculine or manly”, where manly is defined as 

“having qualities generally associated with a man: strong, virile, appropriate in character to a 

man”. Virile means “having traditionally masculine traits especially to a marked degree, 

characteristic of or associated with men: masculine, having the nature, properties, or qualities 

of an adult male, specifically: capable of functioning as a male in copulation” (Merriam-

Webster, 2020, online). The concept of “masculinity”, encompasses beliefs about how a man 

should be (i.e. virile, strong) and consequently how he is socialised can have an influence on the 

use of health care services. Through healthy masculinities, men can contribute as mentors, 

natural and or formal ones, to the present and future well-being of society (WHO, 2018a).  

 

Besides the concepts of gender and masculinity as constructs of society, there are biological 

explanations that try to explore differences in these two concepts, i.e. through genetics, brain 

development and hormones, mainly testosterone. Testosterone is a hormone, which “…is thought 

to be responsible for the male sexual instinct and other male characteristics.” (Collins dictionary 

2020b, online). The fact that during male puberty a 20- to 30-fold increase in endogenous 

testosterone production can be measured and that this has an effect on certain behaviours such as 

depression, risk-taking and aggression can currently not sufficiently be proved by data. Duke et 

al. state that their systematic review has shown  

 

”…  that there are insufficient longitudinal data of high methodological quality to 

currently confirm that the changing testosterone levels during puberty significantly affect 

male adolescent behaviors and mood.” (Duke et al. 2014, p.1) 

 

Laube et al. conclude that the unequal maturing of brain regions is more influential on impulsive 

behaviours than pubertal testosterone. “Our results highlight the importance of understanding 

https://www.merriam-webster.com/dictionary/masculine#h1
https://www.collinsdictionary.com/dictionary/english/thought
https://www.collinsdictionary.com/dictionary/english/responsible
https://www.collinsdictionary.com/dictionary/english/sexual
https://www.collinsdictionary.com/dictionary/english/instinct
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adolescent behaviour as the endpoint of multiple interacting processes.” (Laube et al., 2017, p. 

24). 

 

According to the WHO biological differences between male and females, “that make male babies 

more vulnerable persist” (WHO 2018a, p. 34). Nevertheless, they argue that other factors such as 

socioeconomic situation, education, also influence male health.  

 

“…the poorest countries have the largest gender gaps in life expectancy. Studies also show that 

in countries with lower income inequality, boys tend to have lower mortality rates, fewer 

psychological and physical symptoms, higher self-reported health, lower BMI [Body Mass 

Index], lower prevalence of bullying and higher involvement in physical activity (Torsheim et al., 

2006; Dorling et al., 2007; Viner et al., 2012; Elgar et al., 2015).” (WHO 2018a, p. 36). 

 

1.4. Health and wellbeing of male adolescents 

 

According to the WHO definition of health:  

 

“Health is a state of complete physical, mental and social well-being and not merely the 

absence of disease or infirmity.” (WHO, 2014b, p. 7).  

 

Wellbeing is a holistically focused concept and defined as a state of “general health and 

happiness” and “emotional, physical” and “psychological well-being” (Oxford English 

Dictionary, 2020, online). Wellbeing is personal and subjective, but also universally relevant. 

According to the British organisation “What works wellbeing” it includes  

 

“…the environmental factors that affect us, and the experiences we have throughout our 

lives” and “…recognises the aspects of our lives that we determine ourselves: through 

our own capabilities as individuals; how we feel about ourselves; the quality of the 

relationships that we have with other people; and our sense of purpose.”  

(What works wellbeing, 2020, p. 1). 
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Similarly, Smith et al. add the layer of the individual and group aspect with their definition of 

“wellness” often used simultaneously, but its meaning emphasises the “state of health”:  

 

“Wellness is the optimal state of health of individuals and groups. There are two focal 

concerns: the realization of the fullest potential of an individual physically, 

psychologically, socially, spiritually and economically, and the fulfilment of one’s role 

expectations in the family, community, place of worship, workplace and other settings.  

(Smith et al. 2006, p. 5) 

 

The following mind map gives a first overview about the potential risk factors to adolescents` 

health and wellbeing as described in this section. Protective factors will be discussed in the 

following sections. 
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Figure 2: Mind map for health and wellbeing of adolescents - risk factors and potential 

manifestations of risk factors. NB. Own compilation. 
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The WHO Office for the European Region states in their “Investing in children: the European 

child and adolescent health strategy 2015–2020” that the main health risks among young people 

are injuries and mental ill health issues, where the latter amounts to 10 per cent. Included are 

depression, anxiety, behavioural and substance-misuse disorders. The severity of suicide as a 

main cause of male adolescent mortality is also described. Findings suggest significant gender 

health inequalities in relation to self-harm and suicide among young men, caused by depression:  

“Suicide is more than three times higher among males than females in all age groups 

over the age of 15 years and there is an almost tenfold difference between countries.”  

(WHO 2014a, p. 3). 

An estimated percentage of 18 million children is affected by violence of sexual or physical 

nature, 44 million children and adolescents up to the age of 19 suffer from physical abuse. 

Additionally,  

“The leading causes of death due to unintentional injury are road crashes (39%) and 

unintended injuries cause around 42 000 deaths in 0–19-year-olds”  

(WHO 2014a, p. 3). 

Similarly, Irish data states a higher rate of injuries amongst boys at 17 percent needing hospital 

treatment, compared to 11 percent in girls. (ERSI, 2019). Alcohol consumption is higher in boys 

than in girls at the age of 15, 25 percent in boys vs. 17 per cent of girls relating to weekly 

consumption (Economic and Social Research Institute (ERSI), 2019). In the Men`s Health 

Forum Ireland (MHFI) all-island report, alcohol and substance misuse are identified as very 

significant problems among young men (MHFI, 2016). The authors further identify the link 

between these risk behaviours to negative health outcomes such as suicide risk, unwanted 

pregnancies and STI`s, premature deaths etc. With reference to mortality rates, there are gender 

differences with a stark disadvantage for teenage boys (ibid). In a period of 20 years smoking has 

dropped from 41 per cent (1995) to 13 per cent (2015) measured for the age group of 15 to 16-

year olds due to a combined approach of increased retail prices and restrictive sales measures. 

Small decreases can be seen in the percentage of children aged 11 to 17 engaged in risky 

behaviours illustrated for the years 2010, 2014 and 2018 in relation to smoking, use of alcohol 

and cannabis. Smoking in this age group has decreased from 12 to 5 percent alcohol use from 49 
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to 31 percent and cannabis use from 9 to 7 percent in the years from 2010 to 2018 (DOH, 2019, 

p. 31). These figures are not represented by different genders. Figures for life expectancy 

however are represented for males and females and for 2019 the life expectancy for women is 84 

and for men 80,4 years of age with a gap of 3.6 years which has lowered from 5.3 years in 1997. 

This indicates an improvement for men`s health. Looking at Irish data from the DoH it appears 

that data is slowly starting to differentiate more between male and female. However, the authors 

of the National men`s health policy differentiated statistics by gender already in 2005 and their 

results clearly demonstrate the sad dominance of mortality ratio`s among males for almost all age 

groups and all illnesses over a ten-year period (DoHC, 2009), which would suggest that a 

detailed gender lens is useful for policies to be targeted and successful. 

Two studies exemplify the influence of the economic situation on young men`s health and well-

being, an international (OECD, 2019) and an Irish one (Richardson et. al., 2013). The title of the 

studies represents their different research areas, title “Under Pressure: The Squeezed Middle 

Class” (OECD, 2019) and the “Young Men and Suicide Project (YMSP)” (Richardson et. al. 

2013). Even though their focus was different both point out the negative effect of financial stress 

on middle class millennials in western societies in an international comparison (OECD, 2019) 

and on hard to reach young men in disadvantaged areas (Richardson et. al., 2013).  The 

previously mentioned OECD study focusses on examining middle class as the authors state, that 

it is crucial for a successful economy and cohesive society to have a strong middle class. This is 

related to a society with lower crime rate, high levels of trust and life satisfaction and political 

stability as they state, 

“Health outcomes, and even life expectancy, are also heavily influenced by socio-

economic background.” (OECD, 2019, p. 4). 

However, the middle class is stagnating or even declining in OECD countries with a negative 

effect on their offspring regarding health and wellbeing outcomes. 

“… it is clear that socio-economic status still heavily influences income and employment 

prospects, job quality, health outcomes, education, and other opportunities.” (OECD, 

2019, p. 4). 

For the Irish situation a report relating to young men aged 15-25 states that:  
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“In the Republic of Ireland, the impact of both increasing unemployment, and high levels 

of alcohol consumption, has been specifically implicated in rising suicide rates.” 

(Richardson et. al. 2013, p. 59).  

The prevention of suicide and self-harm is still a priority of Irish health strategies, with the 

national “Connecting for Life” whole-of-society strategy aiming at reducing the loss of life by 

suicide. (HSE 2015). In 2017 CSO figures of male suicide amount to 312 males and 80 females, 

which is a small decrease from 350 men in 2016. Statistics from the National Research in 

Suicide Foundation (NRSF) from 2002 to 2018 show that figures for self-harm are continuously 

higher for females than for males. For 15 to 19-year olds there are 766 incidents reported for 

females compared to 380 in males. This discrepancy disappears in the age group of 20-24-year 

olds, where they amount to 543 cases. (NSRF, 2017). 

Unprotected sexual intercourse with unwanted pregnancies and risk of STI`s is another health 

issue for teenagers. Twenty-five percent of 15-year olds have had sexual intercourse according to 

data for the European region, with more than 30 percent not using condoms or other 

contraception. (WHO, 2014a, p. 3).  

Irish data suggests that in the age group up to 14 years 22,8 percent of boys and 13.4 percent of 

girls, and from the ages of 15 to 18 years 25,7 percent of boys compared to 21,2 percent of girls 

had sexual intercourse. The sample size for this representative study was 4494 teenagers aged 15 

to 18, of who 80 percent of boys and girls reported that they used condoms in contrast to only 10 

percent of boys and 6 percent of girls used no method of contraception at last intercourse (Young 

et al. 2018, p. 5, 9, 11). 

Unwanted pregnancies can have social implications. The WHO (2018b) states that pregnancies 

in adolescents are a global problem, more specifically:  

“Around the world, adolescent pregnancies are more likely to occur in marginalized 

communities, commonly driven by poverty and lack of education and employment 

opportunities.”  (WHO, 2018b, p. 1). 
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Young et al. (2018) conclude similarly and mention as a predictive factor for sexual risky 

behaviours the involvement of alcohol, tobacco and cannabis. Bradley speaks of stigma for both 

genders:  

“Both teenage mothers and teenage fathers experience stigma and social inequalities 

whether they are in a relationship with each other or not.” (Bradley, 2018, p. 148).  

Irish data from the “Growing up in Ireland study” offers more data relating to gender differences 

in Irish teenager`s health. It states for example a higher rate among boys for injuries which 

needed hospital treatment with 17 percent compared to 11 percent in girls (ERSI, 2019). 

Digital lives are a reality for young people worldwide with associated positive effects, such as 

communication, education and information among them about health and well-being topics. The 

access of digital sources also poses dangers. Key words here are: pornography, phone addiction 

and cyber-bullying (WHO, 2014). According to an Irish longitudinal study called Growing up in 

Ireland the cohort of 13-year olds mentions 98 percent of internet access, again not differentiated 

by gender, which demonstrates how wide-spread potential risks of digital lives can be. (DCYA, 

2018, p. 85). A challenge for the current majority of adolescents is that the development of their 

own identity happens in the real world and at the same time in the virtual world: 

“Social media demand that young people actively and deliberately think about and 

negotiate their own visibility – the image they project, the identity they want to have. This 

challenges dominant assumptions informed by developmental psychology and 

developmental neuroscience … that young people in fact have a limited capacity to 

critically reflect on their own development…” (Gabriel, 2014, p. 105).  

 

Obesity among Irish teenagers shows higher rates of excess weight for girls than for boys, 

overweight girls account for 22 percent versus 18.5 percent for boys and obese girls 7.5 percent 

versus boys 4.6 percent (ERSI, 2019). Even though excess weight affects girls more than among 

boys, it presents a problem in the teenage age group. Obesity in grown up men is higher than in 

women, but combined it amounts to 62 percent of the population in 2017 (CSO, 2017). Obesity 

in men amounts to 66 percent of the population (DoH, 2019). 
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Gender differences were also noted in that boys were more likely to exhibit problematic 

hyperactivity compared to girls whose problems were more of an emotional nature. (DCYA, 

2018). 

 

1.5. Engaging male teenagers 

A few examples of engaging male teenagers are illustrated in this section divided up to where 

they take place, within formal education (1.5.1.) or and non-formal education (1.5.2.). 

1.5.1. Formal education 

The Junior Cycle Wellbeing programme was established in 2017 with initially 300 hours with a 

planned increase to 400 hours by 2020. The basic underlying assumption for these changes is: 

“…at schools our young learners need to gain good habits, … to live a healthy, confident and 

happy life.”, (DES Lifeskills Survey, 2015, p. 64). The voluntary initiative of “Health Promoting 

Schools” can be attributed to this context. (HSE, 2013). Practical life-skills are taught in the 

following areas, such as: 

 Road Safety: Streetwise programme, Your Road to Safety both developed by the Road 

Safety Authority (RSA) 

 Substance Misuse, secondary school programme: On My Own Two Feet,  

 Participation of student through establishing of student councils 

(DES Lifeskills survey, 2015). 

 

1.5.2. Non-formal education 

Most services in the non-formal education sector, like youth work and charities, target male and 

female teenagers. The Lesbian, Gay, Bisexual, Transgender, Intersex, plus (LGBTI+) services, 

aim especially to be inclusive in supporting people with difficulties relating to sexual orientation 

and gender. Some of the services, are exemplified below.  
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 Online, phone services and printed information are another approach in contrast to 

face-to-face services. Confidential phonelines such as Childline, Teenline or 

Parentline, who offer a safe, personal space. These services can be crucial in 

signposting clientele to existing services. The HSE Health Promotion Unit has 

developed limited online and printed information (HSE, 2020). Some is adapted from 

the United Kingdom`s (UK) National Health Service (NHS) for male teenagers. A 

huge volume of updated online information can be found by non-statutory services 

like Spunout, who are sponsored amongst others by the HSE. These services enable 

users to use them in privacy, independent of time and space. During the phase of 

adolescence especially male teenagers mentioned the need for a safe confidential 

space and the access to online information (Richardson et. al., 2013, p. 76). 

 

 The GAA Healthy Club Initiative, has started as a pilot project in 2013 under the 

Healthy Ireland framework with the aim of opening-up to all clubs in 2020, supported 

in a public private partnership by Irish Life from 2015-2021. A scientific pilot 

evaluation of 12 clubs over a 2-year period was realised by Lane et al. in 2020 and 

found that this initiative enhanced the clubs` health promotion orientation from a 

moderate to a high level.  

 

 Participation plays a crucial role and is reflected in national strategies and policies. 

Tusla, the Child and Family Agency, defines participation as:” …involvement of 

children and young people in decision-making on issues that affect their lives.” (see 

also DoHC, 2008, p. 60, DCYA, 2014, p. V, Richardson et al. 2013, p. 40, Tusla, 

2019, p. 10).  

 

 Several authors have examined and recommended mentoring, i.e. Biddulph especially 

for boys from the age of 14 onwards (Biddulph 2018, p. 37, Brady, Dolan,2007, 

Quinlan, 2014).  Mentoring programmes are already in place delivered by non-profit 

organisations like i.e. Foróige, with their Big Brother Big Sister Programme (BBBS), 

originally from the United States, and Le Chéile within the probation service. 

  



16 
 

 

1.6. Conclusions 

 

Gender inequalities with regards to health and wellbeing to the detriment of male teenagers exist. 

Approaches have been developed, but are very often not gender sensitive or gender specific. Age 

definitions for adolescence vary and only sometimes statistics and strategies are gender specific.  

Consultation, research and user-involvement can ensure that policies become targeted and 

successful approaches. It was therefore necessary to find out what health and wellbeing means to 

this age group in this transitional phase between childhood and adulthood. 

The aim of the study was to get an insight into male teenagers, aged 13 to 19 and their health and 

wellbeing needs from perspectives such as school counselling, youth work and sports coaching. 

What are their needs and are these being met? Which opportunities exist to support male 

teenagers` health and wellbeing needs? 

It was therefore necessary to have a closer look at teenage males in their natural habitat, for 

pragmatic reasons through a practitioner`s lens, with the aim of making their needs more visible 

and promote that these needs are sufficiently met. 
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Chapter 2: Methodology  

2.1 Introduction 

Ethical approval was obtained from Waterford Institute of Technology`s Department of Sports 

and Exercise Science Ethics Committee and written informed consent was provided by all 

participants. 

 

2.2 Research Design 

The study was based on the principles of applied research which acknowledges that specific 

knowledge is needed to apply a new way of working in an existing system (Cohen & Manion, 

1994). A qualitative methodology was adopted as per requirements of the module and as it is 

best suited to study a person’s subjective experience. According to Astalin (2013, p. 118),  

 

“Qualitative research is a systematic scientific inquiry which seeks to build a holistic, 

largely narrative, description to inform the researchers understanding of a social or 

cultural phenomenon.”  

 

This study adopted an Inductive Phenomenological Approach (IPA), using Heidegger`s ideas of 

a hermeneutic circle (Pietkiewicz & Smith, 2014, p. 8). A phenomenological approach was used 

as this fundamentally seeks to explain a lived experience and its effect on a person or a group of 

people. As Astalin suggests: 

 

“Phenomenology is a way of describing something that exists as an integral part of the 

world in which we are living…will not necessarily provide definitive explanations but it 

does raise awareness and increases insight about the phenomena.” 

(Astalin, 2013, p. 119) 
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The benefits of an IPA approach in qualitative research is the provision of “rich descriptive 

accounts of the phenomenon” and the opportunity of going into the depth of meaning within 

small sample sizes (Pietkiewicz &Smith, 2014, p. 7). In the current study, the phenomenon was 

the health and wellbeing needs of teenage boys in Ireland and these were accessed through the 

perspective of practitioners working with this age group. 

 

2.3 Study Population and Sampling 

In preliminary considerations, the idea of conducting interviews with the target group of 

underaged teenagers was dismissed due to given restrictions of time and resources. The 

procedure in getting parental consent and consent in general lead to the idea to conduct 

interviews with practitioners. 

In order to get a variety of perspectives from different settings: a chaplain (n=1), youth workers 

(n=2) and a sports coach (n=1) were recruited . The inclusion criteria for participation were a) at 

least one years’ experience of working with young male teenagers aged 13 to19, b) experience of 

working with young male teenagers in a post primary school, youth reach, youthwork or sport 

setting and c) work experience with various gender groups (boys, girls, mixed). This age group 

from 13-19 years is still predominantly in post-primary education either in school or youthreach 

settings and therefore exposed to the recent changes in the health and wellbeing curriculum (see 

i.e. Department of Education and Skills, 2015, p. 64).  
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Purposeful sampling was used to recruit all participants: “The purpose of purpose sampling is to 

select information-rich cases whose study will illuminate the questions under study.” (Patton 

2002, p. 46). The researcher selected three potential participants, whom she met on professional 

development courses and information evenings in relation to the topic of teenage health and 

wellbeing. Having noted their names and the organisations, the researcher called two possible 

contacts at their workplace, left messages, followed up by emails and further phone calls. This 

was not successful, only in the third case, when she asked a gatekeeper to get a participant`s 

direct phone number she was able to recruit the interviewee directly.  

 

With a second candidate, an additional gatekeeper was used and could be recruited with one 

phone call.  

 

Two further participants were recruited through calling their employers, explaining the purpose 

of the research and when asked for a return call. Initial calls were followed up by emails and 

phone until the recruitment was accomplished.  

 

In one of the latter cases the researcher contacted the human resource department with her 

request as she assumed this department could have relevant knowledge about a potential 

candidate. This was followed up by email and phone calls (see Appendix B). The researcher 

originally intended to use the snowball or chain sampling method of “…sampling people who 

know people who know cases” to receive good interview partners and examples (Patton 2002, 

pp. 237, 243). This was not required due to the success of the purpose sampling methods and use 

of gatekeepers.  

 

2.4. Concepts  

The aim of this study was to highlight specific elements of the reality of male teenagers and 

explain certain concepts as presented in the literature review, used as a basis for the topic 

guide (see Appendix C): 

 Adolescence, 

 Health and Wellbeing, 

 Gender / Masculinity, 
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 Participation and 

 Mentoring. 

 

2.5. Data Collection 

The researcher chose to conduct semi-structured interviews and each participant received 

the topic guide on the day of the interview with the purpose of giving a visual support 

during the conversation as well as having a content reminder to take home. The option of 

contacting the researcher post interview was communicated at the end of the interview by 

pointing out contact details of the researcher and her supervisor on the copy of the consent 

form. This way interviewees had the opportunity to contribute further ideas, additions and 

comments at a later stage (Appendix A Consent Form and C Topic Guide).  

Interviews in qualitative research allow for an exploration into inner perspectives of 

interviewees, their knowledge, views, experiences, something that can`t be observed from the 

outside. To enable exploration, it is important to ask open-ended questions (Patton 2002, p. 340, 

348). Interviews vary in their degree of formality; they can be informal and unstructured 

conversations or semi-structured with flexibility or structured with no flexibility (Cohen, 

Crabtee, 2006). Semi-structured interviews were chosen instead of focus groups as the preferred 

method of data collection. The researcher hoped that by using this method and creating a safe 

and intimate space, this would  

 

“…give enough space and flexibility for original and unexpected issues to arise, which 

the researcher may investigate in more detail with further questions.” 

(Pietkiewicsz & Smith 2014, p. 10). 

 

As outlined by Harding (2019, p. 44) interviews are advantageous  
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“…in examining people`s beliefs and perceptions; …in determining the meanings that 

people attach to their experiences; …when covering sensitive issues; and in examining 

the context surrounding people`s lives.”  

 

Focus groups bare the risks not to produce sufficient data “where personal narratives are 

required” (Harding, 2019, p. 45) or participants demonstrate strong disagreement. Additionally, 

the researcher`s skillset was better developed in interviewing skills.  

In keeping with the requirements for the module, four semi-structured interviews, of 42 mins to 

59 mins duration were conducted between January, 27th and February 24th, 2020, which allowed 

for “…individual perspectives and experiences to emerge” (Patton 2002, p. 344). With 

participant consent, all interviews were recorded on a Sony ICD PX 240 voice recorder, 

uploaded immediately to the researcher’s password protected One Drive and transcribed 

verbatim thereafter.  Audio files were deleted from the device and One Drive directly after 

completion of the transcription.  

 

2.6 Data Analysis 

In this qualitative study a phenomenological approach was used, offering the advantage of 

collecting rich descriptive data and the possibility of examining a phenomenon in depth with 

small sample sizes (Pietkiewicz &Smith, 2014). Thematic Analysis (TA) as described by Braun 

and Clarke (2006) was used to retrieve the essence of the four interviews, the lived experience of 

a phenomenon. This method was updated by the authors in 2019 and is now called “reflective 

TA” (Braun & Clarke, 2019, p. 589). TA can provide “a rich thematic description of your entire 

data set” instead of only picking aspects of data which would be more like an anecdotal approach 

(Braun & Clarke, 2006, p. 95). The researcher used an inductive, data driven approach, so that 

coding and theme developing would not be biased or agenda based. The thorough time intense 

and recursive analysis aims to guarantee a replicable, verifiable, accurate, consistent, trustworthy 

and reliable process (ibid). Codes were then merged into themes. According to the hermeneutic 

description: themes emerge from data, but not automatically. The researcher has a central active 
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role to play in this and in reporting this narrative to the reader (Braun & Clarke, 2006 Clarke, 

2019).  

 

As a guideline Braun and Clarke offer six phases for the data analysis process as illustrated in 

Table 2 below. 

Table 2. Six phases of the TA process (2006, pp. 86-89; Maguire & Delahunt 2017, p. 3354).

 

 

The six phases took altogether around eight weeks. Throughout the whole process the researcher  

 recursively checked the data set, 
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 used regular supervision 

 and continuously analysed related literature. 

The purpose of these measures was to make sure nothing was overlooked and to exclude 

potential bias or an underlying agenda of the researcher.  

  



24 
 

2.7 Ethical Considerations 

Part A The original meaning of “ethics” stems from the Greek word “ethos” and means 

“character. The importance of the researcher`s moral integrity is to ensure, “…that the research 

process and a researcher’s findings are trustworthy and valid.” (Williams, 2003, p. 59).  

 

2.7.1. Risks to Persons  

The importance of the ethical consideration was to protect persons who participate in this study 

from any risk to their health and wellbeing, but also the researcher’s health and wellbeing had to 

be considered (Patton, 2002, p. 406). 

 

2.7.2. Informed Consent 

 

Interviews could only be conducted if the participants had signed a consent form which was 

sought from participants prior to interview. The informed consent form was used to enable 

participants to make a choice. This was achieved by informing participants about the purpose 

and the methods used in this piece of research and what was entailed to take part. They needed to 

fully understand what was required of them. This is called an informed consent. 

 

2.7.3. Data Collection Methods 

Ethical consideration was given to the location and time of interviews as per section  

2.1 above. 

 

2.7.4. Confidentiality 

At the beginning of the interview the interview partner was informed about the limits of 

confidentiality by the researcher. This was relevant for possible disclosures of confidences, 

which would limit the researcher’s ability to keep matters confidential due to legal constraints, 
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see also i.e. Children First National Guidance for the Protection and Welfare of Children 2017 

(Government of Ireland, 2018).  

More specific examples of disclosures which would limit confidentiality are: ones that pose clear 

and serious danger to unsuspecting third parties, or where the researcher was told in clear terms 

of the commission of a criminal offence, these events may require reporting to the Gardai. 

Confidentiality within legal constraints were assured and maintained. Any information was 

anonymous and not linked to any personal or organisational information of the participants. No 

information was available to third parties at any point. 

 

2.7.5. Anonymity 

 

The researcher guaranteed anonymity by giving participants a unique code. All participants were 

assigned a code in order to safeguard their anonymity. The data from each interview was linked 

to this code/pseudonym instead of any personal details. This was done immediately following the 

interview so that any information added to a computer database or used for analysis could not be 

connected to personal information. The list of participants and pseudonyms was password 

protected, and kept distinct from any other data (i.e. transcripts, consent forms). Only the 

researcher and her project supervisor Dr Paula Carroll had access to this list of participant names 

and pseudonyms. Audio recordings from each interview were transcribed verbatim with any 

identifying information removed (i.e. names, personal details, organisational affiliation etc.). No 

identifiable information was used in any final publication or resources developed from this study. 

 

2.7.6. Data Access and Storage 

 

 All information held by Waterford Institute of Technology (WIT) is subject to the terms of the 

2014 Freedom of Information Act, and 2003 Data Protection Act. The Data Protection Acts 

1988, 1993 & 2003 are revised due to the new legislation signed into law in 2018. “The EU 

General Data Protection Regulation (GDPR) came into effect on May 25th 2018….” (WIT, 

2020).  
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In accordance with above mentioned regulations hard copies of all data were coded and stored in 

a locked filing cabinet in the researcher`s office, that only the researcher and supervisor had 

access to. Data collected on the voice recorder was transferred to a password collected secure 

cloud storage facility, soft copies were stored on One Drive linked to the researcher’s student 

email account.  Once transcription was complete, the saved audio file was deleted. Transcriptions 

were saved on a password protected secure cloud storage facility and deleted from the desk 

based hard drive. Upon submission of the thesis, data was given to supervisors to be destroyed. 

All other copies of data were deleted from storage. (see also Appendix A -D). 

 

2.7. Part B Trustworthiness of the Research 

 

2.7.7. Credibility 

A mock interview with a trusted young male was conducted before the first interview. Some 

aspects of the topic guide were then rephrased. The credibility of the findings was ensured 

through extensive engagement with the data set, transcribing, repetitive reading, regular contact 

with the study`s supervisor, and triangulation with relevant literature. The aim of the study was 

communicated verbally with additional written explanations for each participant, who were given 

the opportunity to explore their experiences and understandings of the topic. The topic guide 

ended with an optional open question [“in an ideal world”] to support the exclusion of the 

researcher`s bias. 

  

2.7.8. Transferability 

Each stage of TA was meticulously applied to ensure transferability as illustrated in Table 2. 

Interviews were spaced with a week between them, to allow for sufficient time for transcribing 

and initial data analysis. Each interview was given the same time and attention at each phase of 

TA. The methodological considerations and the process of data collection and data analysis used 

for this study were transparently described step-by-step and drafts discussed with her supervisor. 

The research undertook a thorough study of relevant literature,  presented in the literature review 

and reference list. 
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2.7.9. Dependability 

A detailed Gantt chart was set up and regularly adapted as a tool to support the project 

management of the study. The data analysis and triangulation process were given time beyond 

the initial four weeks as documented in Table 2. The whole process and discussion of latent 

analytical elements took place under constant supervision. The researcher informed herself about 

the work context of the practitioners, through discussions with other practitioners, trusted 

friends, and extensive research of relevant internet sources and literature. 

  

2.7.10 Confirmability 

The researcher actively engaged with her supervisor, which was documented by both sides in an 

excel supervision protocol. Discussions with her trusted proof-reader and trusted friends ensured 

a genuine rendition of the researcher's written account of the study. 
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Chapter 3 Findings 

 

3.1. Introduction 

This chapter will present the findings from the study that emerged from interviews with the four 

study participants, who are characterised in Table 3 below. 

3.1.1. Study Participants  

Table 3: An overview of study participants who took part in this study 

Nb: Participants were aged approximately 30 to 50+ and only minimal data is presented to 

ensure participant anonymity. 

Participant Area of work 
(all paid positions, all 
have experience with 
male and female 
clientele) 

Gender Years of 
professional 
experience 

Education Socio-economic 
area of work 

P1 Youth work, 
drug and alcohol work 

Male >5 Degree level Disadvantaged 

P2 Sports coaching, 
individual sport 

Male >30 NK, coaching 
Qualification 

Affluent 

P3 Youth work, 
especially delivery of 
relationship and 
sexuality programme 

Female >10 Degree level Disadvantaged 

P4 School chaplain,  
co-educational school 

Male >10 Degree level Affluent 

NB:  NK means not known 

 

The study participants are advocates for male teenagers with considerable experience across 

sectors.  
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They portrayed their perception of teenage boys and depict the subthemes of their lives, 

illustrated in Figure 3 below. The energy and dedication of these practitioners, which they 

brought to the interviews is exemplified in the following quote: 

 

“I would like to advocate: young people are fantastic. Whether they`re getting straight 

A`s in school or whether they are using substances.…They are brilliant.” (P1) 

 

3.1.2. Gender similarities and differences 

 

All interview partners have experience of working with male and female teenagers. Quotes 

relating to similarities and differences are integrated under the relevant thematic headings for the 

following reasons: During the interviews it was mentioned by two participants that lines between 

male and female behaviours are “blurring” and “fluid”. Some stereotypes were confirmed (see 

section 4.2.4 Fear – sensitivities - bravado) and at the same time individual differences and group 

differences are pointed out.  

 

“And even though if you were to categorise them [the group members] on paper in terms 

of their age, gender, ethnicity or their background or their area that they come from, they 

could be exactly the same.…And each group has its own very unique kind of mix of ideas 

and stuff…But it just depends on who they are so and females as well. Yeah. I mean, this 

is, there's an element of truth in some of the stereotypes around that the females are more 

likely to talk to each other about stuff on, more likely to seek help and stuff like that. But I 

think that's just genetically, with all the things that females have going on with them like 

with the menstrual cycle, … that they have to be more in tune with their bodies …the 

whole male female thing is even becoming a bit more fluid anyway. ... I don`t see huge 

differences. (P3) 

 



30 
 

“We have a lot more boys who are taking home economics and a traditional cookery 

module and they see it as something that's, they want to be able to cook.…I remember 

one stage and we had a sixth-year graduation. And so, the boys were all going to the 

hairdressers to get their haircut. There were some boys who were getting faked tan. You 

know, so it's I mean, … that really surprised me that time.” (P4) 

 

3.2. The world of teenage boys 

The core of this study is the research about male teenagers aged 13-19 and their health and 

wellbeing as shown in Figure 3 below. The following sections give an insight into their lives 

in their natural habitat.  Current challenges that teenage boys are facing during the transition 

phase of adolescence are illustrated in the following sections. 

 

Figure 3: A mind map of the world of male teenagers in terms of the factors that influence 

their health and wellbeing. Nb: Concept produced by A. Buckley and map designed by F. 

Buckley (© Buckley, F., 2020) 

 

A summary of teenage boys` numerous opportunities and challenges are given by the following 

two quotes of empathetic practitioners: 
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“It's a very challenging time for, for boys nowadays for young teenagers. They have 

options and choices in terms of third level that they've never had before. But they also 

have challenges that they've never had before….” (P4) 

 

“So, I suppose that would be my ideal thing, more positivity all around. The youth as a 

whole get a tough time.”  (P2) 

 

3.2.1. Transitions in male teenager`s lives 

When the practitioners were asked about their experiences and what comes to mind describing 

male teenage years, topics like transition into independence, teenager`s wish for opportunities to 

participate, learn and have fun came up.  

 

” I think this is an age, there is a lot going on, a lot of transition. They are kind of going 

from that zone of being really minded and looked after to kind of finding their own feet in 

the world and starting to eh embrace that.” (P1) 

 

“You know, the kids, they want to be involved, they want to listen, they want to learn, they 

want to have fun…Yeah, I mean, my experience with that especially with boys, 13 on, 

they don’t really want to talk about it [health related topics].  They do want to be 

informed, they listen to everything you do say.” (P2) 

 

Respondents voiced different perceptions about stages of maturity and behaviour among their 

clientele. The age group of 13 to15 was generally identified as being important and sometimes 

harder to work with.  
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“I think from the younger age there, from 13 to 14, that sometimes there can be that 

bravado in it of being nearly an adult, and with that there come its own troubles.” (P1) 

 

“13-15, they are the hardest years. Once I get them through that I know it's going to go 

forward well.” P (2) 

 

This practitioner stressed young people`s individuality, a variation between groups and called it a 

blurring between ages and phases of their development. The practitioners agree that maturity 

matters, but it differs among teenagers due to individual differences and life experiences. 

 

“And I suppose I would find that depending on their background or their peer group and 

stuff like that, that there aren't those [different stages of maturing from 13 to 19]. It's 

blurred between different stages. So, I could have 14-year olds who are…, there's 13 or 

14-year olds who are engaging in behaviours and stuff that you would expect of 17, 18-

year olds. But then I might have a different group. And that's not the case. So, I suppose 

there's different stages of development. It's really relevant to where they are at. I find that 

it's a lot more blurred… it's …very blurred. Depends on who they are.” (P3) 

 

3.2.1.1. Peer group and its influence during adolescence 

In the following quote the respondent makes several points. He mentions the younger teenage 

age 14-15 as most sensitive to outside influences, i.e.  from peer groups. The younger age is 

confirmed to be a crucial one by other practitioners (see section 4.2.4.). The peer group seems to 

fulfil their developmental need to look for orientation and to fit in. According to this respondent 

maturity starts developing from 17 – 19, which he manifests in having a focus on the future, i.e. a 

career or course they would like to follow.  
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“I think from experience that very often that the second year, third year age group can be 

at most risk. Sometimes that's 14 to 15, maybe into transition year as well. Where they 

are, I think easier, easily influenced by their peer group and a lot less able to stand on 

their own two feet in terms of decision making….Sometimes I find with that when they 

come in to start leaving certificate at 17, 18, maybe 19, the maturity maybe kicks in at 

that stage, in their career focus or to have a course they want to do in college. So, I 

actually think that, that age group of 14, 15 they really heavily influenced …by the peer 

group and do want to fit in. And this is the biggest thing that they want to fit in and are 

very often influenced to fit in. And that's where they`re most vulnerable to alcohol, drugs, 

things like that.” (P4)   

 

3.2.1.2. Money 

The access of teenagers to more money nowadays and simultaneously the lack of 

experience, that this money is connected to responsibility of a job, is reported by one 

respondent. A second respondent confirms that teenagers often have too much money, but at 

the same time not the education to handle it sensibly and responsibly.  

 

“…they seem to have more disposable income. I don’t know, if that’s right or not, that's 

what I feel like they have…. I feel like there's they have the income, but they don't often 

have the responsibility of the job, that would have led with it in my day, where a teenager 

had money because they worked evenings and weekends.” (P3) 

 

“…most of them have money, … and that's a huge thing …most of them have too much 

money, so. Yes, mum and dad give them too much money…I know some brilliant parents 

have a lot of money and don`t, they go, what do you want money for?” (P2) 
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3.2.2. Digital natives – phone addiction and social media use 

The teenagers portrayed by the respondents are digital natives, they grew up with the internet, 

mobile phones and social media. Despite possible advantages of the internet there are some 

dangers and additional stresses attached to its constant availability.  In some cases, aspects of 

teenager`s private lives would have remained private or at least without photographic evidence 

before the invention of the internet.  

 

“They have the internet in their hands…often have that internet in their hand … on their 

own, in their bedroom or in the house or on a bus or anytime of the day…They've even 

been able to use phones since they were two. Yes, that's all they know.” (P3) 

 

“We had an issue with a student because they got photographs of a few of the friends at a 

party or a sleepover and they weren't invited. I think in the past without social media, you 

wouldn't have seen that. You wouldn't have known about it. You might have heard of the 

grapevine, but you wouldn't have had any photographic evidence or coming straight to 

your phone.” (P4) 

 

The next citation highlights the pre-eminence of teenagers with regards to digital knowledge 

compared to some adults. 

 

“But I also will mention we brought in iPads about seven, seven years ago and use them 

in school… So, like all students have this access to IT like never before. …they have 

games on their iPads. Again, that's banned of course. But at the same time, they still get 

around it… And I would have concerns about some of those. But absolutely. There are 

some amazing benefits of using the iPad, but some negative consequences.” (P4) 
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Pressures on teenagers to perform and to appear different to how they are in real life are 

immense.  

 

 “And there is a huge, there`s  huge pressure on people to perform and I just think with, 

you know, like snapchat …they put on their filters on their snapchat and they look,… and 

then they have to go into a social setting where obviously filters aren`t available in real 

life. It can be a dangerous world out there for them, especially on social media.” (P1) 

 

The following quote describes the amplifying function of social media adding to the pressure on 

young people. 

 

“…you have a bad tournament, no one`s dead, guess what, there is another one in five 

weeks` time, let`s go back and…They don't realise that, you know, this isn`t the end of the 

world, for them it is the worst result I have ever had…. Maybe, cause its [if something 

goes wrong] amplified with social media.” (P2) 

 

3.2.3.  Self – consciousness, body image, going to the gym and nutrition 

A notably increased level of self-consciousness in every aspect of teenagers` lives, but in 

particular about hygiene and looks is reported by practitioners. One particular characteristic 

trait of teenagers is reported by this respondent, which might underpin why teenagers are so 

self-conscious 

 

“There is particularly one thing, the lack of confidence is huge” (P2) 

 

Unanimously all respondents specified their observations of a change in recent years 

towards an increased interest of boys in their body image, in particular in going to the gym 
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and at a younger age. Related to the training, they are more interested in nutrition, that leads 

them to the aspired body image. 

 

 “ I notice the difference, I am coaching 35 years and in the last 15 , they are 

definitely  more self-conscious about everything: hygiene, looks everything, that has 

been changed totally, that wouldn`t have been on the radar 20 years ago… a lot of 

young males are into, more so than ever I find, are into bodybuilding and looking 

good more than ever, all that kind of stuff.” (P2) 

 

“Ehm, but all of them get more into body image and stuff like that, so they are a bit 

more aware of nutrition and they'll be looking for more protein, less carbs, that kind 

of stuff.” (P3) 

 

 “I've had experience where I've had at 13, 14- year old boys who now goes to the 

gym, which would've been unheard of 20 years ago. So, the fitness is a big thing.” 

(P4) 

 

With regards to body image respondents noted gender differences as to where the focus lies and 

how health is perceived differently. The practitioners experience is, that girls are more focused 

on their “physical presence” and boys rather on the “looking big” and their appearance is 

related to feeling healthy. This could relate to perceived gender roles. 

 

“Yeah, I would say there are [gender] differences, yes. Certainly, in the way that young 

males or females would regard themselves as keeping healthy. Young males in my 

experience tend to be more aware in their physical presence, you know, the looking big 

and stuff like that. Young girls… would be very much… and again that`s from my own 

experience very worried from the neck up, whereas for the young males it seems to be 
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more from the neck down [emphasised down], which comes up a lot. Ehm, and it can be a 

real [emphasised real] issue for young males and females.” (P1)  

The quote below illustrates how boys and girls perceive their health in a different way.  

 

“Like the boys are all into everything to do with health and fitness, like the right food, 

strength and conditioning stretching down properly, em, the girls, if they look good, then 

they feel they are healthy, their health and wellbeing is good.”(P1) 

 

In summary, boys seem to put more effort into looking big and their body functioning and 

health equates to the latter, whereas girls equate good looks with being healthy. 

 

3.2.4. Fear – sensitivities – bravado 

 

Male teenagers` behaviours were described in a very diverse way, as competitive and 

bravado, but also as insecure, anxious, fearful, with a heightened awareness and self- 

consciousness about, i.e. their body image. Practitioners described these contrasting 

behaviours, i.e. the bravado occurring in group situations versus the more fear related 

behaviours in one-to-one situations.  

 

“I suppose I would meet a lot of kind of bravado amongst groups of young males.” (P3) 

  

“…There is a lot of expectation on young males, I think to be, they have to be bravado. 

They have to be, ehm, you know, top of the tree and if they`re not top of the tree they want 

to be close to the person who is.…young people although would act bravado and we 

would work with some high-end kids. What I mean with high-end is, I mean they would 

have been in high-end trouble, in terms of criminal activity and stuff like that. But once 



38 
 

they get into this room and it`s just you and them, they are little boys that are petrified, 

but they can`t show it in the world outside, it would eat them up.” (P1)  

 

The word “high-end” is used in a different context of opportunities for support. but meaning 

“high-end” performance in sport. The above quote implies the importance of a trusted 

relationship and a safe space for teenagers (see also sections 4.3.1.2. Building a trusted 

relationship, 4.3.2.4. Alternatives to sport… - 4.3.6 Starting…early teens…). 

 

3.2.5. Health and wellbeing 

 

In the following paragraphs respondents speak about what the terms of Health and 

Wellbeing mean to them and the male teenagers.  

 

“I suppose, the health bit is on expansion, ok? And wellbeing, I don't think it's a term 

that they would use. And, they might have difficulty in, though not all of them, but a 

lot of them it just wouldn't be in their vocabulary. But that wellbeing thing, they 

don't, the majority wouldn't, wouldn't fully understand what we mean about 

wellbeing, what is seen as someone's wellbeing. Ehm, in relation to health, they see it 

as very black and white. They see it as either you are sick or you're not sick” (P3) 

 

“And health and wellbeing has never been as important as it is now in terms of them 

[teenagers] making it very something they really need to follow, because there are so 

many challenges, …the whole area of anxiety and stress and peer pressure and 

things like that.” (P4) 
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3.2.5.1. Lack of knowledge 

The issues which challenge male teenagers and their subsequent behaviours are depicted by the 

respondents in the following paragraphs: a lack of social education and the lack of knowledge 

about social media effects are mentioned. Due to a lack of knowledge and a lack of opportunities 

presented in their environment making healthy choices can be difficult. In the context of the two 

youth workers the terms “naivety” and “opportunistic” are used synonymously to describe 

teenagers lack of knowledge for example about negative effects of drugs and about options for 

healthy choices. 

 

“I think there is a lot of naivety, ehm, from young people of that age in the area I work 

with. And by naivety what I mean is nearly that attitude of that, that can never happen to 

me. And we get to see people over a number of times, sometimes a couple of weeks 

sometimes a number of months. And quite often we have clients at the age of 13, that will 

come and go out of the service, and we will have them nearly all their way of their 

journey until that age of 19, that`s just at a certain times of their life, that substance 

misuse has come in and out.” (P1) 

 

“So, I think, … a lot of stuff for them is opportunistic. It's there, it's available. It's 

convenient. They`re not opposed to things in relation to their health or things that will 

protect them or things that are good for their health. But it depends on what's the easiest 

option, I think sometimes.” (P3) 

 

 “I think, …there's a lack of knowledge in relation to that whole area of social media. I 

think we're gonna see more findings in the future about the dangers of social media. 

We're obviously aware of some of them already.” (P4) 
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“Education is just a huge bit, especially, I suppose, in relation to health and all things 

that we talk about in a sexual other person's about, it`s huge. But for me, the 

communications, stuff like that on the social education is lacking I find. (P3)” 

 

According to the study participants their young clientele is not aware of the effects of their 

behaviour, simply due to a lack of knowledge. Behaviours presented are, i.e.  unprotected sex, 

use of cannabis, use of phones late at night, whereas practitioners are promoting:  healthy 

nutrition, sexual health and good sleep. 

 

3.2.5.1.1. Nutrition and the influence of environment 

All respondents describe the challenges teenagers face in their built environment on healthy 

choices using the example of nutrition. The availability of healthy and unhealthy options as well 

as the role of food marketing is evident in all participants quotes. Added is the additional factor 

of role-modelling from parents and practitioners. 

 

“…all the other things that are not so healthy for them, foodwise and I suppose we work 

here, very close to a shopping centre and there's just an abundance of fast food places 

and convenience food and donuts and all these kind of things, 

…, it's just about what's available and what's handy and what's the norm in terms of 

choices. And that's just around nutrition and in terms of healthy choices 

… ehm, the likes of energy drinks being sold cheaply in, you know, in supermarkets and 

stuff like that is really, ehm, and there, there will be a few of them that I would have 

concerns with them being addicted to them. As they`re really are, ehm they`re really 

shocked, that we think there's anything wrong with them [sugary / energy drinks] …. We 

happen to be beside a huge shopping centre…” (P3). 
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The teenagers heavily engaged in sports from an affluent neighbourhood even though they are 

presented as being conscious of their nutrition, find it equally challenging to resist the i.e. heavily 

marketed and easily available energy drinks available in their nearest environment.  

 

“The boys who are in my sport would be very conscious of eating, drinking and that 

would lead to a very positive effect in everything else ... The huge one [challenge] we 

have with the little ones at the moment, yeah up to about 15 is [name of energy drink], 

those energy drinks and you are going: really? You know, bottle of water?... I mean, I 

think the likes of [name of energy drink] and all that sort of, that`s just education, 

enforced in the media, they have done a really good job, the companies of pushing it in 

sports.“ (P2) 

 

“Ehm, I suppose there would be a bit of, …malnourishment, ehm kind of two ends, … 

malnourishment in some stage and some kids overweighed on the other spectrum. Ehm. It 

would be quite rare actually, just in the addiction service to get a kid that comes in, that 

wouldn’t have some sort of health-related problem in some way…. and again, that 

example that I gave with that 13- year-old, that`s living with drug addiction. If you are 

growing up in a household, that it has always been …the whole frozen quick fast food 

and prepared meal stuff, how can you expect a 13 or 14 year old  to turn around and say 

oh not today, today we will have our five a day…it is just that different world for them.” 

(P1) 

 

3.2.5.1.2. Unprotected sex and STI`s  

In relation to sexual health, the youth worker describes her clientele`s behaviour as opportunistic. 

The lack of knowledge and misinformation and the fact, that compared to female clients the 

males are less likely to talk about sexual health. Teenage boys are often not prepared for having 

sex or are not planning this, as it is opportunistic for them. This becomes evident in the following 

quote: 



42 
 

 

“And unfortunately, they`re not aware of all the STI`s that are out there. And they're 

aware of some phantom STI`S that aren't out there, but they think they are real, so that 

can be a bit of a challenge.  And again, in relation to sexual health and condom use and 

things like that, they it's opportunistic. They don't, from what I gather, from what I hear 

from them, ehm, they're not always planning to go out and have unprotected sex and 

going to have sex at all. Actually, the opportunity presents itself, when they take it in and 

they may or may not be prepared in relation to protecting themselves and others against 

STI`s and pregnancies and that. I think a lot of stuff for them is opportunistic. So, I don't 

think it's something that's on their agenda. I think even compared to females, who are in 

their teens, and it's less, the males are less likely to talk about it [sexual health] or think 

about it, in my opinion, I guess….And there's a lot of bravado, I suppose, for the most 

part, especially with heterosexual males, if they identify so, is that they have to want sex 

all the time, have to be interested in it and are always looking for it. That's their almost 

their ultimate goal in life, during these years. No, that's not to say that's not for all of 

them, but yeah, that is kind of the case.” (P3) 

 

Apart from the gender differences in talking about sexual health as described above, the 

respondent sees a similarity among genders in the consumption of pornography as a source of 

entertainment and education: 

 

”… I suppose predominantly you've seen pornography is something for young males, but 

there's a lot of young females watching it now as well, so the young females ehm 

believing that that's what they want and how they want and why.” (P3) 

 

3.2.5.1.3. Sleep hygiene 

The following citations illustrate the importance of sleep with regards to teenage boys health and 

wellbeing or like in the second case, more specifically performance. Sleep is an important topic 
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in the practitioners` work practice, independent from the socioeconomic area. The challenge for 

teaching good sleep hygiene is the lack of knowledge among teenagers, especially about the 

correlations of sleep, mobile phones and in one example cannabis.   

 

“Boredom straight away goes to the phone. It has to be something on the phone 

where I can fill this boredom. We will do a lot of work around sleep hygiene… A lot 

of young people that are withdrawing from the likes of cannabis…would have 

trouble with their sleep pattern and they would use cannabis maybe to help sleep. 

But while they are coming off cannabis their sleep can be affected and their go to 

thing, when they can`t sleep is their phone. And it`s not turning on a light and 

reading a book or getting up and having a glass of water or a cup of milk. It`s 

always straight to the phone. Then again, the issues with that is, if you are in a dark 

room and the only thing that helps you relax is that big bright light in your face for 

probably two hours on end like.…with Cannabis use you get a lack of motivation and 

we find that a typical scenario would be a young person under 18 would come in 

with their parents. We would always meet them with their parents first and very high 

on the agenda for their parents is, he is not interested in going to his training 

anymore. … when we get talking to the young person one-to-one, they would 

recognise maybe… that the cannabis use means that they are glued to the bed until 

12 in the morning, because they have been smoking before they went to bed.  And 

you just see a lot of kids going by of that age group 13-19 they were really active, 

and they found substances and that physical side of things really takes a back step.” 

(P1) 

 

“Sleep! [pause] so underestimated. If you are trying to get that across to them. I`d nearly 

say to the kids: "I know what it is like with the phones, you know, it is 16-17 year olds, 

but if you miss 2 hours of sleep,  honestly, look…We are in an area, listen, they are well 

taken care of, but....to make someone aware of the actual effects of what they are doing, it 

would be a topic. We talk about sleeping correctly, eating correctly, for performance.” 

(P2) 
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3.2.5.2. Mental health and resilience 

Respondents noted, that the terms health and wellbeing are sometimes interchangeable with 

mental health. There is an awareness of mental health and there are issues that need 

addressing.  Some teenagers can cope with i.e. frustrations in life, because they are resilient 

and others can`t.  Practitioners see the need to build more resilience in this group to cope 

with disappointments in life. 

 

 “I think, actually, I think, it’s [health and wellbeing] a real positive. I think they`re 

the generation that are really taken on this mental health. I think, I know even again 

going back to my own age group probably…there is still stigma there, certainly 

about mental health and wellbeing. But I actually think that this generation are 

actually really putting the foot forward on that, and that`s fantastic….” (P1) 

 

One respondent makes the point that he finds the terms of stress and anxiety are sometimes 

overused. He supports the view of the youth worker that teenagers find it hard to cope with small 

stresses and anxiety nowadays. 

 

“So, this whole area of anxiety being an issue nowadays. And again, anxiety, sometimes 

is so recent, I don't think anxiety was a big, big, as big a deal in the past or certainly we 

didn't call it anxiety and stress….And I suppose the idea is that trying to tell them [the 

teenagers] that, you know, a little bit of anxiousness is good, but stress, stress is good. 

It's, if it used properly, it's actually good tool to push you on to do things. But nowadays, 

this idea that they can't cope with the small stresses and anxiety creeping in. And again, 

it goes back to social media.” (P4) 
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Mental Health seems to be a fashionable topic versus a topic to be avoided depending on context 

and as described above it is occasionally used with different labels for the same content. 

 

“…we have a Friday youth night café here, so it`s for people aged under 18. Ehm, 

and we would have themed nights and the kids they constantly want to go to the 

mental health thing and so much so that sometimes we actually have to go : “That’s 

great, we do a lot of work on mental health,  but we do something else this week and 

we go back to that.” (P1) 

 

“They're definitely more conscious of it [health and wellbeing], ehm, more conscious 

of food intake, the right food, even now to rest, taking care of themselves. The right 

training, they are much more into that. They wouldn't relate that to mental health, if 

you're getting at that, ehm?” (P2)  

 

“Ehm, no, none of the lads would talk about mental health, that just won`t be a topic. 

If you were to mention it, it would be. Whereas you could skirt around and going yeah 

you know what some days you know, you have a bad result, but let`s not get down 

about it, you know, push on, you know.” (P2) 

 

The topic of teenage growth injuries also came up. The time-consuming high-performance 

training and the sudden interruption of it through a long-lasting injury can result in a major 

change in a teenager`s life. One approach to deal with such injuries is described in section 

3.3.2.1. 

 

“…we have had a good few serious growth injuries, eh so you know someone grows 

quickly and then after they`re causing an injury and they would have to stop for 6 

months…And that`s huge in their world, you are taking 6 months when you are taking 

their main focus out.” (P2) 
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The following participant used a different label for mental health and indicates that the topic is 

ingrained in her work by now. 

 

“I am even surprised myself, that I didn’t mention it [mental health]… And I know 

sometimes we talk about emotional wellbeing, when we're talking about mental health. 

…So, we did a certain set of surveys and we get them on topics and climate change came 

up, but mental health for possibly the first year ever, didn`t come up… I'm not sure. And 

for me, yeah, I mean it definitely comes up. We have a whole, whole module on it, where 

we had some ways to do it, but it isn't something that, isn't something at the moment… I 

actually think it's almost mental health is nearly a given….” (P3) 

 

One youth worker voices a strong need for the majority of their clientele to get additional support 

in learning about resilience. The mobile phone is being brought up as a source for inhibiting the 

learning of resilience (see also section 3.2.2. digital natives). In some exceptional cases young 

boys seem to naturally have a lot of resilience. 

 

“The resilience among young people, we were talking about resilience earlier and it 

would be important to our kids. You wouldn`t believe the resilience in some of the kids we 

have worked with and what they`ve come from and how they even got here at the age of 

14 is astonishing.…where I think kids are struggling with that resilience, young people 

are struggling with that word “no”, they have everything at their fingertips on their 

phone and it`s very hard for kids to regulate, when something doesn`t go their way, so 

that`s something we see, so we started with our experiences. We started a programme 

around resilience.” (P1) 

 

“…effectively something we found as a need, like as a team here, we found, these kids are 

really struggling with resilience. They`d say: “Can we go here today?” No, we can`t go 
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there today. And it was just like, like just they blew up, like kids can blow up and like it 

might have been like - as opposed to go rock climbing we`re going caving like I 

mentioned earlier and the kids just couldn`t:  “….but I want to go here. What do you 

mean? I thought we are going rock climbing instead of caving…So, I do think kids need 

that resilience piece, probably now more than ever, actually …, because, it`s, it`s not a 

nice world out there” (P1) 

 

Gender differences are noticed with respect to communicative and participatory behaviour, 

noting that these are stereotypes. Girls seem more likely to discuss health issues among their 

friend or with trusted adults, boys are described as not wanting to talk. Equally the participation 

of girls in school activities such as, i.e. Gaisce in transition year, is described as more active than 

of boys. Likewise, boys are depicted to be behind girls in voicing their opinions. However, 

change is noticed in that boys are reported as speaking up and voicing their opinion more, with a 

connotated increase in their wellbeing. 

 

“I guess… it sounds a bit stereotypical of what they're [girls] more likely to discuss these 

things with their own friends. They're more likely to have a kind of relationship maybe 

with their mom or a parent or an older sibling. Yeah, mostly a sister.” (P3) 

 

“I think the biggest thing is with boys especially... they don't want to talk, maybe to add 

in, to people and let's say teachers or parents and that type of thing…” (P4) 

 

But I also think that males are now beginning to become more aware of speaking up…the 

way to communicate this to society is now, that we're giving them more of an opportunity 

to speak up. …I do think at the same time that they're [boys] considerably behind the 

girls.” (P4) 
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“Yeah, I think it [participation / co-decision] builds resilience. And resilience is 

probably the one thing we need to teach earlier to people…” (P1) 

 

3.2.5.3. Smoking, cannabis and alcohol 

 Changes in the last decade are the diminishing numbers of smokers among young people, 

however despite official statistics practitioners report an increase in Cannabis smoking. 

 

“… I've been working here for about eleven years and the numbers have definitely 

decreased and the rates that I`ve seen here, ehm, in relation to smoking,.. . I think we 

I would see a slight change that there's a lot more young people ehm smoking weed 

than drinking alcohol than there used to be.…as well as a decreased rate of smoking 

among young people…. (P3). 

 

“And it's, it's not a as cool anymore to be smoking tobacco, …, the price of it, I suppose 

the image now and how, how health conscious people are. 

…Because I think in the past, you know, maybe the biggest pressure was… tobacco 

smoking or things like that. Now you look back 20, 30 years ago further,  

… it's smoking weed and hash and so on. Is it just more prevalent now…, it's very 

accessible for teenagers…  I think the money issue. Yeah. …it is a reason as well, why it's 

stronger.” (P4) (see section 3.2.1.2.).  

 

The statistics further show a gender difference regarding more boys using cannabis 

whereas girls present with more alcohol issues according to one respondent. 
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“It’s just our stats every year will show, that our young girls tend to come in with alcohol 

issues and our young boys tend to come in with Cannabis issues and we`ve had in terms 

of gender we helped clients that would go from male to female or vice versa and 

addiction has been part of their way of coping.” (P1) 

 

3.3. Opportunities for support 

This part of the result chapter is presented following a structure of how?, what? and who? 

illustrating approaches, content and stakeholders (see figure 4 below).  

 

Figure 4: Opportunities for support of male teenagers 13-19 

 

3.3.1. Approaches to engage with male teenagers 

Practitioners reported in section 3.2. that lots of male teenagers don`t like to talk about health and 

wellbeing issues, but are at the same time still interested in receiving information. In the next 

paragraph opportunities for support and approaches for engaging male adolescents are compiled 

and examined. Varying methods such as group work and one-to-one approaches can be found in 
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all four work settings of interviewed practitioners. The importance of creating a safe and 

confidential space, using the right timing or “window of opportunity” for having a chat or to 

deliver content regarding health and wellbeing, as well as building relationships through 

activities and the use of food, cooked together, signposting of services through during the entry 

phase in secondary school and using the option of drop in services are approaches that work to 

engage teenage boys. 

 

“They won`t listen to you in a group, … They won`t want that comment. And its nearly 

the more casual you can make it, the more goes in. And if I say, come here, I want to talk 

to you, you`ll see... [rolling his eyes, laughs]. Whereas if I just wander in and they are 

there... you can catch them. I won`t say you can catch them unaware, but just getting 

them, when they are just relaxed and off you go.” (P2) 

 

“We would identify them [vulnerable young people] and ask them to come in on a one-to-

one basis an hour or two hours a week or something like that. I know a huge thing that 

ehm is in referrals, especially older males, is ehm, food we often get them in and either 

they`ll help us probably more than likely they get involved They're going to get involved 

because it's a life skill, I guess, to go to cook with the big pot of curry or something like 

pasta, that or that kind of stuff and we find that food is a big draw for them. Because 

teenage males are never full…. o, yeah, when we provide or help them to provide like 

healthy nutritional meals, they love them…Maybe we're doing a project with something 

that they like. You know, they`ve just done before, people would like, you know, building 

a bike from scratch, and how to repair a bike and or they've done car maintenance stuff, 

and things like that. We have young people coming to do like their driver theory tests 

with us. And they would like to do their driver theory with us and we want to kind of work 

with them about other things. So, a lot of it kind of comes together nicely.” (P3) 
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“So, I suppose, ehm, as, as a chaplain in the school as well, I would I meet every first- 

year student…students could themselves go directly to a guidance counsellor or a 

chaplain if, if they need us and we have appointment slips and that type of thing. So, if we 

could do it discretely and so just kind of a drop-in service. So, students who are very 

down about something, they know they can come directly. “(P4). 

 

 The possibility for teenagers to voice their opinion and to participate were valued by all 

practitioners and reported to have an effect on health and wellbeing as the following quotes 

show.  

 

“And I think when young people make their own rules and guidelines, they`re more 

likely to buy in, which is fantastic, so we would never even start a group without a 

group contract and we actually don`t write it up ourselves, when people come up 

with one idea, if they are adequately able to read or write, they write it up 

themselves, and then it`s fantastic, when something comes up, they call each other 

out on it: “Well you said now that…”, and we go: “ we`ll didn’t say this, it`s your 

contract.”  They respect it straight away.” (P1) 

  

“I would be aware of a lot of coaches and adults, that don`t listen to kids, they won`t, 

you are not going forward. It`s so much easier, if he tells you where he wants to go 

and you bring him into that direction.” (P2) 

 

3.3.1.2. Building a trusted relationship and windows of opportunities 

Unanimity prevails among respondents that the younger teenage age between 13-15 can be 

more challenging to deal with, as maturity seems to develop with the majority from 16 to 17 

onwards. Just to recall situation of boys at this age, the following quote from section 3.2. the 

world of teenage boys is repeated here. Young people are in transition and sometimes fearful 
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and are lacking confidence, so that time and consistency is needed to help them overcoming 

their fears. 

 

“What do I think of, ehm, lots of potential and for me always 13 to 15 is once I get them 

through 13-15, they are the hardest years…. It was almost like in that 13 to 15, it`s 

almost like they fear that you are not on their side, that the world is against them.” (P2) 

 

Despite the various socio-economic context of the practitioners` clientele the importance of 

building a trusted relationship is evident for all. Boys were described as being able to open 

up about their real self in one-to-one situations, where a safe and confidential space was 

provided. Being consistent and using time to build relationships was mentioned as important 

as well as spotting and using windows of opportunities to have talks, that then can be crucial 

for their development. The following respondent`s quote implies the necessity of an 

underlying trusting relationship to transport content. 

 

“If they actually figure out, that you are on their side, you`re like their best friend but 

we're here to help as opposed to big change, that chat I nearly had with definitely 3 out 

of 5 in that age group [13-15], you know… teenage boys… it can be very obvious with 

when you are in sport, and you are trying to help them, especially when they are high-

end, you know. The little things make the difference if you are just showing them how to 

hit the ball and stuff like that, it`s fine. But when you are getting into…the nitty-gritty 

technique or you know…any high-end tactics… that`s where you notice the kid who 

knows, that you're trying to help them would buy into it and progress rapidly. And the kid 

who won`t, even if he tries to do what you asked him to do for a small period of time, … 

won`t be successful.” (P2) 

 

Finding the chances to connect, consistency in showing up and time for building relationships 

are essentials mirrored in the quote below. 
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“… you just have to find the right time to have a right moment, when no one else is 

around. You can`t do it in front of their friends, cause, so you could go for a month 

waiting for that half hour moment, that suddenly you are on a bus trip together or 

something and ah there is my chance. [Laughs]” (P2) 

 

This is one example of such a chat with a turning point. The key seems to be finding the right 

time addressing it, breaking it down in small steps, explain the purpose of his adult behaviour 

and separate between the behaviour of the teenager and the teenager as a person. 

 

“You know, so, your dad is going to pay me to coach you, like I am not your teacher 

giving out to you, but if you don't want to learn, don't come, take the money back, I don’t 

mind, you know,  and  it was a half hour chat and at the end of it, it was like see change, 

this kid just totally changed around to being very willing, …. Not there to give out to you, 

not there to punish you, if I say we're going to go to do lots of press ups today. It`s not 

because I don’t like you. You need to get stronger and take the ball harder too, and when 

we put it, when I broke it down like that, he was absolutely fine. But up until then, he was 

very resistant to anything. …But, so, but once we had that chat, he was a different guy 

…” (P2) 

 

The additional option of having a gender specific choice was mentioned as an approach to 

develop a trusted relationship. 

 

“We've [also, respondent here is male] female counsellors in the school. So, it might feel 

comfortable talking to a male or a female depending on the situation…” (P4)  
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3.3.1.2. Starting early in adolescence  

Unanimously practitioners emphasised to start early with teaching teenagers social and life skills 

and educating for health and wellbeing. 

 

“There are probably going to be a few lecture moments between 13 and 15 

and if I have a player that responds well between 13 and 15, between 15 and 19, 

I know we're gonna go somewhere.” (P2) 

 

The next respondent talks about a peer-to-peer programme on drugs developed for young 

teenagers in secondary schools and expresses his wish to reach teenagers early. 

 

“We run a whole programme for Transition Years, who in turn…it’s a peer to peer 

programme, so we teach them about substances and pro-social activities and alternatives 

to using substances. We work with them for a number of weeks and then they deliver a 

session to first years in their school… I am looking at 13-19 as a big age group and I am 

thinking the earlier the better.” (P1) 

 

3.3.1. Education for health and wellbeing 

In the following section the education for health and wellbeing is portrayed first on a content 

level and secondly on a stakeholder level. 

 

3.3.1.1. Mental health and resilience teaching 

A glimpse of the work done with teenagers regarding mental health and resilience teaching is 

evident from the quotes below.   
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“We are always talking about the positives, you know. I would always have examples of 

top players that they`d know in any sport and how they handle ups and downs and feeds 

and you know we talk about players who bounced back from bad injuries, career-ending 

injuries, you know, and suddenly they are back. They would relate to that very well.” (P 

2) 

 

“We do sessions within the manual, within the programme on mental health. And it's 

something we're always checking in with them, all the one to ones that we do.” (P3) 

 

The advantage of short talks up to 20 min in contrast to long one-hour sessions and the 

importance of an underlying relationship between practitioner and teenager to transport content 

is demonstrated in the following quote. 

 

“Whereas even, if I go to these talks and I pass it onto the kids in a sort of a filtered 

motion, it seems to stick better. They are going to an hour and a half talk on nutrition, it`s 

gone. 15-20 min is the most they listen to, but if I am, if we are going to a tournament and 

we are …and I am saying: “Guys , you know, we have some early morning matches, you 

need to get up two hours earlier, you need to have some breakfast. You can have what 

you like, but here is what you need…” That goes in, you know, em, so, yeah. “(P2) 

 

Context dependent resilience teaching can mean making sacrifices for performance, something 

small like going to bed early before an important event and building teenagers up when they 

didn`t do well: 

 

“You are saying to somebody. You know, I actually don't care if you like the taste of 

something like that or not, this is the sore thing you need to do…And to actually pull them 
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back up and, you know, but that needs to be done, but if you can do it those kids are, you 

know they are going to go forward, … I am thinking, it`s really a throw away comment, 

you know, of like: “ you should get to  bed before ten, coming up to tournaments you 

need more than 8 hours sleep, don`t go to bed at 12 and stay up late before a tournament. 

And I just throw that out there, and then parents come back to saying: “half nine he 

stands, he is going up to bed.”, you know.” (P2) 

 

3.3.2.2. Role of sport for male teenage development 

The following respondent describes the role of sport in the context of social development.  

He points out missed opportunities for non-sports inclined teenagers relating to non-formal 

education in contrast to what sporty teenagers gain from being active in clubs. 

 

“I think, if kids are in sport they have all this. Ehm, and if they`re not [pause]. If you go 

into any club they have their alcohol awareness nights, drug awareness nights and their 

mental health awareness nights, and if you are not attached to that you are not getting 

these talks”. (P1) 

 

Another respondent pointed out some unsupportive elements in the sports environment that can 

influence male teenagers in context of health and more specific sexual health. 

 

“… I know…in especially relation to males and health and sexual health, trying to 

engage in some sporting organisations, because ehm, I suppose we know even amongst 

the media and staff that that kind of stereotypical locker room stuff can be very 

detrimental, especially to impressionable teenagers and stuff like that. And the fact that 

there are a lot of teenagers who are maybe 16 or 17, 18 who are who on the senior teams 

in sports with men with grown up man and stuff like that. (P3) 



57 
 

 

3.3.2.3. Lack of alternatives to sport and examples for alternatives 

In contrast to the increase among teenage boys of going to the gym (see section 3.2.3.) one 

respondent noted the lack of physical activity as problematic within the context of drug and 

alcohol work and points out the aspect of a lack of alternatives for non-sports inclined male 

teenagers.  

 

“…my fear would be for young people that if they haven`t got that passion for sport, 

ehm, or if they are getting to so maybe 13, 14, 15, kids that play sport, they`ll persist 

with it,… but they get to  17, 18 and they realise, that maybe they are not …naturally 

as good as their peers, and their peers are maybe going on to play for better teams… 

that maybe I am never going to get there, so let`s look at other things and my fear 

there is, that’s ok, actually, that`s fine, nobody, not everybody is going to play 

professional football or playing for… in  GAA, but it`s when they are looking for 

alternatives, that it is a positive alternative. … Where a lot of time that I see in my 

role is, when they look for that alternative, it can be a negative, it can be the 

drugtaking, the antisocial behaviour” (P1) 

  

The context of the following respondent`s depiction was the drop-out of sport by male teenagers 

and his hope for them to find healthy alternatives. 

 

“Their time is filled with meeting their friends in the particular area, but it tends to be 

non-physical activity.…they are looking for alternatives, … Just because you`re not 

playing this, there is still this. Where a lot of time that I see in my role is, when they look 

for that alternative, it can be a negative, it can be the drugtaking, the antisocial 

behaviour. They want a sense of belonging if they are not getting it maybe from the sport, 

they`ll find it somewhere and that would be very common for the people that I work 

with.” (P1) 
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He continues to describe the lack of awareness of communities about the need for alternatives for 

non-sport inclined teenagers: 

 

“any feedback I get from the community …is “this place is a wonderful place, there is 

very little antisocial behaviour, our sporting teams are fantastic”, but there is nothing 

for our kids if they aren’t into sport. And the expectation can`t be on young people 

that they have to be into sport, it is okay if they are not. As a nation we probably 

letting kids down a little bit, we need to offer them something.” (P1) 

 

and mentions to practice examples: 

 

“…lots of kids would go: “but I don’t like football, I don’t like hurling and I don’t like 

GAA.” So, we what we would do is a lot of hillwalking, ehmm, we would do an overnight 

stay down in [name of location], but it is not just,  we just go down to the house and just 

let the kid free for all on their phone…We go down to [name of location] early in the day, 

but we put in a team bond, we would go hiking, we would teach the kids how to light a 

fire, if they are ever stuck out in the wild,  teach them how to make a hut…There are 

caves out over in [name of location], so we have the professionals that come in, it`s just 

an alternative. And we would bring them like rock-climbing, and it is just this other stuff 

and before they might not do anything physical, and then they go: “oh, this is fun.” They 

don’t have them opportunities, because your stereotypes are your football, your GAA. 

And then they go: ”This is actually fun.” I do think, there are lots of good learning 

opportunities for health and wellbeing opportunities for male teenagers. I think we are 

good at that. It`s getting those kids that are not into main stream sports.” (P1) 
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3.3.1. Role of peers 

Another development in the past decade is the introduction of mentoring in schools, i.e. buddy 

and prefect systems. The mentoring system can free up resources, i.e. of a counsellor, because 

some problems can be solved between mentor and mentee straight away. The importance of a 

good match between mentor and mentee is a prerequisite for it to be successful.  

 

“So, this buddy system has been years in place as long as I have been in the school… 

more than ten years at this stage. We also have a prefect system, so I have that sixth 

years are the prefects… Everybody in first year…gets to link in with an older student… 

So, it's a good support. I think it's great to take a mentoring big brother type scenario. I 

think it's very good…And I think they [younger boys] find it very good because I think it 

is a simple issue… a locker key or a locker not working properly… And they're more 

inclined to say that to a buddy or an older, older student… who will be the link to go to, 

go between. Or maybe the student very often can fix that themselves. …And it just makes 

life easier for them [younger boys]. You don't have to be writing to a teacher and year 

head to a counsellor. And I think if they need affirmation about certain things or they 

need support that the buddy can be a link person and I think it seems to work well… if 

you have somebody who's a good buddy, they can be brilliant.” (P4) 

 

A peer mentoring system needs regular care and input from adults, who organise it as contributed 

by the next participant. Such a system uses the fact that younger teenagers listen to older ones, 

sometimes more than to adults and use them as role models, especially when they are i.e. 

successful in sport.  

 

“But l will go from one to one individually as we travel and I will say, hey,  especially to 

the young guys, if you're around and just watch and support and say: “Jesus you played 

well today or something like that …and all the older guys buy into it . Not one of them 

would ever say: “Ah, no…” Getting the older guys, especially the successful guys to pass 
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it on. And you have to give them the hint, whether that`s in a group and throw it out 

there. “What the older guy says is ten times…what I say, same thing, so it is huge”. (P2) 

 

 

3.3.2. Schools and youth work 

 

The patchiness of current health and wellbeing education, for example in schools and in sports 

clubs and the partial inefficiency of once-off talks are criticised by the majority of the interview 

partners as shown in this section. 

 

“Effectively SPHE is not being done in any senior cycle school in the country, which 

effectively means that none of our kids in senior cycle school are getting any structured 

drug education.” (P1) 

 

The criticised status quo, that teenagers are missing out on important health and wellbeing 

education due to the way it`s delivered, leads to the following suggestions from the two youth 

workers:  

 

“You can bring someone in and they can do a once off talk, by the time their next class 

comes around, they can’t even remember that person`s name and I feel for SPHE 

teacher, who would have to deliver it, they are not addiction workers, they are not sex 

educators, they`re not health and wellbeing workers. They`re teachers that have trained 

in other areas and they`re now teaching all these things that really need expertise…. In 

my ideal world there should be somebody like me in a senior cycle school delivering a 

programme in every school in the country. I think we are letting our young people down 

in that regard, I really, really do.” (P1)  
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“I know obviously I'm in the youth work sector and it's … non-formal and outside of 

school hours. But I just think that young people have to attend school and there's not 

enough weight put on, what we call social education, but it`s also very specific and I 

know they have SPHE [Social Personal Health Education] … And they`ve CSPE [Civic 

Social and Political Education], which is the civil and all that kind of stuff. But, ehm 

reports we get back from young people day in and day out, that it's not enough. It's not as 

in depth. The topics are covered in such a way that it's dependent on whoever is 

delivering that and their interest and their level of knowledge and how comfortable they 

are. Especially when it comes to sexual health and stuff like that. So, we're very 

[emphasised very] comfortable.” (P3). 

 

Positive changes are mentioned from the respondents` perspective about the new curriculum 

changes for the junior cycle. 

 

“…the new junior cycle. Yeah, it's very much student orientated, …Classes are now one 

hour before it was 40 minutes. And the reason they're one hour now is that it's time for 

them to do activities in class, that it's not just… past rote learning type thing… I think 

when we look at the whole area of health and wellness for, for boys in so many ways it 

has improved hugely. …there's more opportunity for them to decide what they want to do 

as opposed to kind of following what is being given on the course. So, a lot more group 

work, a lot more interactive, and they're working with other people. ... and then they can 

look at certain areas that they are very interested in.” (P4) 
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3.3.3. Parental involvement 

 

The majority of practitioners mentioned parental involvement, though this was not explicitly 

formulated as a question in the topic guide. Apart from being beneficial for teenagers, the 

involvement of parents fulfils a role of shared responsibility and reciprocal support.  

 

“I think that mentoring from home is huge…where in fact having a little piece with the 

parent maybe a ten minute check in at the start, ten minute check in at the end, just to, 

you know, something might have happened and then, you know, we can`t force the kids to 

be here, so they can leave… but we actually would work with a lot of families in terms of 

making healthy choices,  …that parental piece and…how important it is that kids are not 

just dropped off the door and are collected. I think, we…I love, when a parent comes in 

and checks in: “What went on today?” That to me goes, ahh that kid is okay, because 

that parent is really interested, but it`s not that parents, who are not doing it, are not 

interested, life is busy, ehm, but just take that two minutes, to go and ask the staff 

member, how is she, how were they?... that`ll be my experience, more parental 

involvement. Ehm, because the parents, … if young people are still lucky enough to have 

parents around them or carers, like apart from education like they are their main people 

and I think that social development derives a lot from the life of the parents before you. 

Em, I think we [emphasised we] are doing okay, but I think it is an area [teaching social 

development] we could do better in as a country to be honest in terms of that whole 

family piece.” (P1) 

 

The positive feedback from parental involvement in schools from themed evenings for parents to 

raise awareness is voiced by this respondent:  

 

“The school is linked in with a number of different services. So, and we would, we have 

had parents` evenings in where we would have some bodies / organisations in to speak to 

the parents and then we would find these organisations in to speak to students as well. 

Yeah, and we've run a number of different programmes then through SPHE and things 
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like that as well. So that's, that's helped hugely with awareness. And in particular, I think 

the parents` evenings have really worked well because we've they've been made aware of 

some of these things.” (P4) 

 

In the case of youth work where the support of parents due to i.e. parental addiction issues could 

be lacking or not being sufficient the wish for installing a family approach with the help of a 

family therapist is postulated. 

 

“I suppose, just to clarify I work with people aged 12 -25 in relation to substance 

misuse… youth service staff would work with kids until 18 and drug services we work 

with kids 12-25...Like we would work with a lot of kids from …poorer social 

background…they don’t have that maybe their homelife is a bit troubled…. Ehm, so they 

may come into our services here for that social development as such. …We can do so 

much, but time is limited. I think a lot more work needs to be done with the likes of our 

services, but like as a family approach. Like for example we don’t have a family 

therapist, but I think that would be huge.” (P1) 

 

An example for negative parental involvement and the education of parents through practitioners 

is depicted in the next quote. 

 

“And all she [a mother, no name mentioned] kept saying the whole weekend was, oh, it`s 

so bad, it`s so bad. And I took her aside and said, listen, listen, you have a choice here, if 

you can not see something good to comment on, then you say nothing. Nothing at all is 

better, than negative.” (P2) 
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3.3.4.  Role of society 

The pleas of practitioners to have a whole society approach to support their work with teenagers 

was eminent.  

 

“…the example would be, people, talk about say young people that are maybe addicted to 

drugs at 13 and their parents have been addicted to drugs their whole lives. Why would a 

13-year old, when that’s all they have experienced turn around to the world at 13 and say 

you know what, I do something completely different. Ehm, but I think that`s a societal 

approach, so yes, lots of work to be done on that…. Ehm so, you know, prison is factually 

known to increase addiction to hard drugs… And I would really advocate…, let`s start 

looking at this as a health and wellbeing issue and stop filling up prisons with tax payers 

money, for somebody that can be helped.” (P1) 

 

The dilemma of the unclear perception of their work purpose by different groups was voiced by 

this respondent: 

 

.”… some young people query about our work, whether it`s guards or teachers or 

whatever. Why are we doing this? Because they don't understand what youth work is, 

where and what its place is in society …”(P3) 

 

Another respondent`s plea for a whole society approach, in particular for the topic of drugs being 

easily available in communities, is subsequently cited. 

  

“And I just feel that that's [Garda stations not operating at full capacity anymore] another 

big issue in terms of the community, because schools are only open for, you know, from 

nine to four. But you know, …and the holidays. … So, I mean, it's, it's going back to the 

whole thing of being a community issue, a whole community issue.” (P4) 
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3.4.Summary 

It is evident from the two main themes, that the world of male teenagers is complex and 

challenging and that there are many ways and opportunities to support them to achieve good 

health and wellbeing. As illustrated, time, consistency, empathy and the skill to spot windows of 

opportunities are essential for working with teenage boys.  
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Chapter 4: Discussion of Findings  

 

Part A: 

 

4.1. Introduction  

In this chapter findings are discussed in relation to relevant literature. The aim of this study was 

to get an insight into male teenagers aged 13 to 19 and their health and wellbeing needs from 

perspectives such as school counselling, youth work and sports coaching. Findings from the 

thematic analysis presented in this section will resume the two underlying strands of the previous 

chapter: the world of teenagers and opportunities for support (see section 3.2. and 3.3.). The 

focus of the represented findings is on Bravado, impatience, low impulse control – behaviour and 

biology (4.2.), digital natives and digital lives (4.3) and engagement with male adolescents about 

their health and wellbeing. 

 

4.2. Bravado, impatience, low impulse control – behaviour and biology 

Bravado was mentioned a few times by practitioners and its definition for British English is 

“…an appearance of courage or confidence that someone shows in order to impress other 

people.” The American English definition adds the aspect of fear: “pretended courage or defiant 

confidence when one is really afraid” (Collins dictionary, 2020a, online).  

 

Understanding “the boy behind the bravado” as research is called by Ong et. al illustrates the 

need to understand why male teenagers display bravado behaviours, (Ong et al., 2018, p. 18). 

This research was undertaken in the context of academy football in the UK. Bravado behaviour 

seems to appear mainly within group settings. When boys are acting this way in front of several 

people, the same person could disclose how insecure or even petrified they really are in a safe 

and confidential one-to-one context (see findings chapter, p. 52). The suggested approaches seem 

to be transferable as they restate practitioners` experiences of fear and lack of self-confidence, 

hidden behind pretended courage and defiant confidence: 

 

https://www.collinsdictionary.com/dictionary/english/appearance
https://www.collinsdictionary.com/dictionary/english/confidence
https://www.collinsdictionary.com/dictionary/english/impress
https://www.collinsdictionary.com/dictionary/english/pretend
https://www.collinsdictionary.com/dictionary/english/defiant
https://www.collinsdictionary.com/dictionary/english/really
https://www.collinsdictionary.com/dictionary/english/afraid


67 
 

“Thus, having an awareness of players’ complex histories and high performance 

demands in modern football to broaden staff perspective-taking can facilitate better staff 

understanding of the respective predisposing and perpetuating factors that explain 

concerns about players and challenging player behaviour.”  

(Ong et al., 2018, p. 18)  

 

The researchers emphasise that “…addressing concerns about players or challenging player 

behaviours requires a concerted effort from the wider academy, and not the responsibility of 

individual staff.“ (ibid, p. 19). This is in line with practitioners` pleas for a whole-of-society 

approach for working with adolescents. Ong et al. teach coaching staff perspective taking and 

reflexivity to enable them to see challenging behaviour in context. As exemplified, they ask staff: 

“What advice would you give your adolescent self now.” (ibid, p. 23). Another recommendation 

from this study, which is congruent with practitioners` experience, is “engaging in positive 

behaviours to create an empathic and supportive culture … where concerns about players and 

challenging behaviour are viewed with curiosity, rather than judgment. “(ibid, p. 23). Similarly, 

for the Irish context Grace et al. report from their training experiences from the “Engaging 

Young Men Project”, that working with young males should integrate “…ongoing reflective 

practice, the opportunities for peer networking and support, and the creation of a positive group 

dynamic” as most important among other components. (Grace et al., 2016, p. 83). 

 

Laube et al. concluded that the unequal maturing of brain regions is the major influence on 

behaviours in puberty “…as the endpoint of multiple interacting processes.” The researchers 

meant a result of 20- to 30-fold increases in pubertal testosterone levels and unequal maturing of 

brain regions (see section 1.2. gender and adolescence). Van den Bos and colleagues examined 

for example adolescent impatience and its relation to the development of frontostriatal 

connectivity. (Van den Bos et al., 2015, p. 1). Their study aimed “to elucidate the role of specific 

processes related to developmental decreases in impatience.” (ibid, p. 6). Their findings suggest 

“a fundamental role for goal-oriented cognitive control processes in the developmental reduction 

in impatience, at least as assessed with intertemporal decision making. This interpretation is 

jointly supported by structural and functional imaging data”. (ibid, p. 6). The researchers also 

describe early adolescence as the time where due to nonlinear development of the brain, 
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impatience peeks as a behaviour, namely the age from 14-16 years (ibid, p. 6, Ong et al., 2018, p. 

19). This is in line with practitioners` experience, who describe the age of 13 to 15  and 14- 16 as 

the most challenging years” (see p. 52). 

According to Siegel the “normal remodelling of the brain is intensified by stress, and it can 

unmask or create problems during this vulnerable period. As elaborated in the literature review 

the maturing of the nine middle prefrontal functions, i.e. fear modulation, empathy, moral 

awareness, can challenge a teenagers emotional self-regulation, with negative consequences of 

suicidal thoughts, risk-taking, etc. Contemporaneously the “genetically programmed “neural 

pruning sprees” – the removal of neural connections to hone down the various circuits, 

preserving those that are used and discarding the unused….” takes place (Siegel, 2011, p. 87).  

 

 

4.3. Digital natives and digital lives 

 

 In today`s teenagers` lives phones, social media and the access to the internet plays an important 

role. The term “digital natives” describes, that this generation is born into a life surrounded by 

access to the internet. According to findings of the GUI study 98 percent of 13-year old 

teenagers reported to have access to the Internet (DCYA, 2018, p. 85), which can offer lots of 

benefits, but also poses dangers. A recent British study published by the Royal Society for Public 

Health (RSPH) examined the influence of social media on young people`s mental health and 

wellbeing and concludes that “Its [social media] rise to popularity during the mid-2000s has 

revolutionised the way in which we communicate and share information, both as individuals and 

as a society.” (RSPH, 2018, p. 5). At the same time teenagers feel under pressure to develop a 

cyber-self on social media (Gabriel, 2014). As one study participant formulated the enormous 

pressure on teenagers today by using the comparison of a mirror, being up there all the time. 

 

Bonner elaborates about a person`s two selves, the real self and the cyber-self (Bonner 2018, p. 

8). This is an important aspect in teenagers` lives, as they are in the process of developing their 

own identity according to Erikson (1963, 1980; McLeod, 2018).  
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Practitioners also reported the amplifying function of social media in teenagers` lives, which is 

relevant for successes but also failures. “The highest incidence of social media use is seen 

amongst those aged 16 – 24. That these years are a crucial period for emotional and psychosocial 

development only enforces the need for greater understanding of social media’s impact.” (RSPH, 

2018, p. 5). Bonner states possible effects on mental health referring to Fox (2006) “that it is 

easy to keep your guard up when sending on-line text messages as it protects the user from the 

effects it has on someone else …” and reports according to Aiken (2016) “that the cyber-self gets 

better each year , more filtered, photo-shopped and ' liked' while the real persona can be locked 

away in a room struggling to cope and this seems to be symbolic of teenagers who portray on-

line to their friends a perfect idealistic view of themselves.” (Bonner 2018, p. 8).  

 

 

4.4. Engagement with male adolescents about their health and wellbeing 

4.4.1. Biology and behaviour 

The biological facts of adolescence urge for protective actions to allow healthy brain 

development and skill training to promote health and wellness. Siegel exemplifies how regular 

exercise, A good diet and good sleep resulting in i.e. releasing of endorphins, which can combat 

low moods and also promote neuroplasticity and the maturing of the brain. He adds the 

importance of skill-training, to develop enduring traits. (ibid, pp. 87 -88). The importance of 

these methods (sleep hygiene, resilience training, etc.) were equally emphasized and reported by 

practitioners. 

 

4.4.2. School curriculum 

Practitioners unanimously voiced the importance of RSE and SPHE in schools including a social 

media component. Practitioners voiced their concern, which they based on talking to teaching 

staff and feedback from teenage voices, that teachers are often not sufficiently trained and don`t 

feel confident enough to deliver these programmes.  

 

 In the UK the Royal Society for Public Health has equally plead for 

 

“ … the introduction of comprehensive, statutory Personal, Social and Health Education 
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(PSHE) in schools. A component of this education should feature the safe use of social 

media including: cyber bullying and where to seek help; social media addiction; body 

image and social media, and other potential effects of social media on mental health.” 

(RSPH 2018, p. 25).  

 

Since 2007 there have been attempts in the UK to introduce resilience teaching into the 

curriculum of states schools aiming to prevent mental ill health issues. In 2012 for example there 

were 46 states schools in Herfordshire, UK, with resilience teaching on the curriculum, evaluated 

by the London School of Economics (Naish, 2012). The health and well-being programme in 

Irish schools is for example a mechanism to support teenagers to learn important life skills and 

healthy habits. The junior cycle reform from 2017 onwards will contain an area called 

“Wellbeing”. “It [the wellbeing area] will include learning opportunities to enhance the physical, 

mental, emotional and social wellbeing of students.” (Department of Education and Skills, 2015, 

p. 64; see also NCCA, 2017).   

 

4.4.3. Digital lives, phone services and their positive effects 

Positive effects of digital lives for male teenagers are online and phone services such as child- 

and teenline. Information on health and wellbeing issues provided by these services are available 

24/7. This fulfils the need of male teenagers to have a safe space and one-to-one confidential 

contacts. These services exclude the pressures that can occur from peers, which are so relevant to 

teenagers (see pp. 32-33). Peers are important in this age group though, in digital and in real life. 

Siegel formulates “We are built to be a “we”, …he also stresses “that well-being and true 

happiness come from defining our “selves” as part of an interconnected whole – connecting with 

others and with ourselves in authentic ways...” (Siegel 2011, p. 259). According to Meredith`s 

findings from a qualitative study for the age group of 15 to17 year old males “ … strong peer 

connections in adolescence predict long term success in friendships and relationships in 

adulthood…” (Meredith, 2019, pp. 80-81).  
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4.4.4. Effects of participation 

Apart from international studies several national policies state the importance of participation, 

which is defined by the DCYA as follows: 

 

“Children and young people’s participation in decision-making is defined as ‘the process 

by which children and young people have active involvement and real influence in 

decision-making on matters affecting their lives, both directly and indirectly’.” (DCYA 

2014 b, p. 20) 

The transformational six goals of the “Better outcomes, brighter future…” study formulates in 

goal 3: “Listen to and involve children and young people”. Among the five outcomes is the first 

“active and healthy, physical and mental wellbeing” named explicitly (ibid., p. 3). 

Practitioners reported the positive effects that participation within i.e. student councils, youth 

organisations and sports clubs has on teenagers. Practical examples, where youth workers 

facilitate young people to set up their own group contracts were narrated. The “catching each 

other out” on broken rules, was consequently far more successful than practitioners` interference. 

4.4.5. Mentoring 

The concept of mentoring was mentioned several times by practitioners during the interviews. 

Brady and Dolan (2007) define it as follows:  

 

“Mentoring relationships can be categorised as either ‘natural’ or ‘formal’. Natural 

mentoring is a relationship between a young person and a non-parental adult (such as 

teacher, neighbour or sports coach) that develops spontaneously and fulfils functions 

such as guidance, encouragement and emotional support (Baker & Maguire, 2005) Cited 

in…: Brady, B., Dolan P. (2007, p. 3). 

 

Programmes such as peer mentoring, tutor systems and peer-to-peer education projects initiated 

by youth work for schools are current examples. Practitioners also stated, that they act as 
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mentors without it being called exactly this. They gave examples of one-to-one approaches for 

identified vulnerable adolescents, which would meet Brady and Dolan`s key mentoring elements 

as defined below:   

 

“ …Whether natural or formal, Freedman (1992) suggests that definitions of mentoring 

have a consensus in relation to three core elements; the mentor is someone with greater 

experience or wisdom than the mentee, the mentor offers guidance or instruction that is 

intended to facilitate the growth and development of the mentee and there is an emotional 

bond between mentor and mentee, a hallmark of which is a sense of real friendship and 

trust (DuBois & Karcher, 2005).” Cited in…: Brady, B., Dolan P. (2007, p. 3). 

 

The importance of trust and the ability to spot the right moment and then use appropriate 

“windows of opportunities” to deliver messages in a one-to-one format was emphasised by 

practitioners. These usually short interventions of maybe half an hour were described as most 

effective. 

 

Trust building happened through activities such as communal activities, reflecting clients` 

interests, such as hillwalking, table-top soccer, eating and cooking together, car maintenance or 

building a bike from scratch. Time was invested in activities, where relationship building 

happened casually. A “hands-on approach” with a “clear focus to the work” is recommended as a 

best practice guideline in the first Irish National Men`s Health Policy (DoHC, 2009, p. 60). 

  

In the context of mentoring giving feedback to enable personal growth can be an important 

feature. As practitioners reported similarly to scientific literature, that “… we need a 3:1 …ratio 

of positive to negative for well-being…in offering feedback.” (Seligmann cited in Fitzgerald, 

2016, p. 141). Dorr adds, that the amount of feedback, selection of key bits and feedback on 

success and errors are also aspects to be considered (Dorr, 2011, p. 278). 
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Part B  

4.2.1 Introduction 

This section discusses key learnings from the MA programme which were important for the 

completion of the dissertation module. Modules that influenced my approach to this 

dissertation most were (1.) Advanced Personal Development (APD) and (2.) Advanced 

Facilitation Skills (AFS. These two modules influenced my approach to the research project in 

general and APD in particular to trust myself and opt for purpose – sampling as the method to 

recruit participants and AFS to gain the skills for rich data collection. 

 

4.2.2. Key learnings 

The learnings I gained across the MA programme have informed how I approached the 

research question. The focus for the dissertation was on male adolescents` health and 

wellbeing from the start of the qualitative research module. With the progression of the course 

it has changed from the initial idea of interviewing teenage males directly to collecting data 

from practitioners working with the target group. This initial idea was dropped for pragmatic 

reasons of mainly getting consent from guardians and potentially school management or other 

boards of youth organisation and sports clubs, since the researcher does not work in one of 

these environments. I was open to feedback and guidance, but also trusted my gut feeling 

stemming from personal and professional experiences, that the topic of the health and 

wellbeing of male adolescents would create possibilities for rich data collection from study 

participants and in literature.  

 

4.2.3. Researcher`s mindset and adopted approach for data collection 

I was supported through my learnings from the AFS Module. The main tenor of a facilitator 

experienced and practised during the AFS Module was the following mindset: to be open 

minded, especially with regards to any possible bias, curious and eager to learn, non-

judgemental, excited about the supervision and trusting the whole process of this research 

project. (Corey, 2012; see also Rogers, 1986). The chosen phenomenological approach and 

thematic analysis as a tool to analyse the data were new areas for the researcher (Astalin, 2013; 

Braun and Clarke, 2006). The process of the ethical application studied within the module of 
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qualitative data analysis, enabled me to prepare in depth for my research project and to grow into 

being well prepared on a personal and factual level, before data collection began. The same can 

be stated for the preparation for the consent process prior to conducting the interviews. 

I chose to conduct semi-structured interviews as I felt this is where my competence is strongest 

and the logistics to prepare and realise focus groups did not seem realistic for me due to 

constraints regarding time and skills. 

 

4.2.4. “Facilis – making it easier” 

One of the main experiences throughout the course was that I was facilitated to facilitate. 

Facilitate coming from the Latin for easy equalling “facilis”, consequently facilitating`s meaning 

is making it easier. (HSE South 2016, pp. 6-7). “Facilitation enables and empowers people to 

carry out a task or perform an action.” (Prendiville, 1995, p. V) and is about setting the scene and 

being client- orientated. This approach can empower people, leading to an expansion of learning 

and personal growth. The role of a facilitator is to be “…a partner in your process of 

integration.” (Hall, 2016, p. 215).  

AFS enabled me to create a safe, confident space, starting with the consent process, which was 

communicated with each participant prior to each interview. The preparation and communication 

that went into the ethical approval process paid off when recruiting participants and conducting 

interviews. Lengthy consideration was given to aspects such as clear formulation of the aim of 

the study, duration, criteria for potential participants, anonymity and legal considerations such as 

data protection regulations and limitations to confidentiality. As a result of the interviews I 

collected 219 minutes of rich data. None of the participants availed of the possibility to withdraw 

from the study. This and the fact that some disclosures happened through the interviews might be 

interpretable as reflecting the safe atmosphere during the interview process. Supervision, starting 

prior to interviews, was helpful for finetuning the topic guides. Furthermore, I was reminded of 

resisting in filling in possible silences and this helped raising my “continuum of awareness – that 

is, by staying with the moment-to-moment flow of experiencing” (Corey, 2012, p. 293). In 

addition to the thorough teaching of data analysis, the extensive personal development element 

of the course, lasting over two semesters, in combination with the AFS module resulted in 

personal and professional confidence prior data collection. The researcher refrained from sending 
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or handing out topic guides before the interviews took place as she felt confident enough to 

answer possible questions during the interview process. 

 

4.2.5. Role of supervision 

The guidance of an experienced supervisor was extremely supportive in the whole process, 

which was well structured. Ten hours of total supervision for the period of four months 

supported the learning process immensely. Communication between supervisor and researcher 

was supported by means of a Gantt chart and a regular protocol for transparency about the time 

spent on various supervision activities, i.e. discussion, reading drafts, next dates, and duties and 

responsibilities for the next session. This guided approach helped me focussing on the 

submission of regular content and meeting deadlines aiding the finalisation of the dissertation. I 

considered it to be a supportive form of quality control.  

 

4.2.6 Learn effects through the design of the Master course 

The layout of this Master course meant learning from before day one until the last day and 

prospectively lasting into the future. Learning material was send to students on an optional base 

to prepare for our first face-to-face meeting as a new student group. Supervisory support was 

offered beyond the basics. 

As a novice researcher for health promotion topics I had the opportunity to immerse myself into 

two additional topics within the modules of social determinants for health (SDH) and individual 

and social determinants for health (ISDH). These topics were “childhood obesity” and “coronary 

heart disease, cancer and the possible influence of personality characteristics”. As a medical and 

child protection social worker, I could relate my prior professional experiences to the latest 

evidence-based knowledge.  
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Chapter 5. Conclusion 

 

5.1. Introduction 

The aim of the study was to get an insight into male teenagers, aged 13to 19 and their health and 

wellbeing needs from perspectives such as school counselling, youth work and sports coaching.  

In Section 5.2. limitations of the study are discussed, section 5.3 provides conclusions and 

implications and section 5.4. gives recommendations for practice and future research. 

 

5.2. Limitations of the study 

  

1. The scope of the study was limited due to it being a small 20 credit dissertation within 

the Master course. 

2. The researcher is a novice to the area of health promotion and its research. Therefore 

extensive time was dedicated by her to familiarise herself with concepts, national and 

Irish health strategies during the process. This time could have otherwise been dedicated 

to a deeper analysis of the dataset. 

3. For pragmatic reasons the research took place in an urban area. Results could be 

different, when the research is conducted in a rural area or a mix of urban and rural 

areas. 

4. Even though participants were purposeful recruited with the aim to portray some variety 

of different perspectives, it may differ when practitioners from only one area would have 

been recruited. This could have highlighted topics within one professional area, i.e. from 

the area of sport only.  

5. The researcher reflected on potential different outcomes of the study, if practitioners 

would have been recruited, coming from pure boys schools or other environments in 

sport and youthwork with only male clientele.  

6. The experience of teenager`s health and wellbeing needs was researched through a 

practitioner`s lens. Reasons for this pragmatic decision were time constraints and 

anticipated potential difficulties of gaining consent for the study from parents or school 

boards. The researcher wrote explicitly about participation and the benefits of 

participatory work on health and wellbeing in her study. The researcher regards the fact 
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that teenagers` were not asked to voice their opinions in this study and it seems to be a 

big contradiction, especially as the aim was to make this age group more visible.  
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5.3. Conclusions and Implications   

 

Through the application of an inductive approach to the dataset and the thorough analysis with 

Braun and Clarke`s (2006) concept of TA six main themes emerged from the coding process: 

teenagers, health and wellbeing, practitioner, parents, environment/ society and education, with 

the subtheme of peers. After recursively reviewing codes, themes and subthemes and with 

support from her supervisor, the researcher saw two main themes emerging from the data set: 

 The world of male teenagers (see section 3.2., page 30, figure 3, repeated below) and

 

 

 Opportunities for support (see section 3.3., page 49, figure 4, repeated below). 
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insight that: “…people in groups seek verification of both their personal and their social 

identities.” (Bodenhausen, 2009: 11).  

“Children and young people are Ireland’s future” (DCYA, 2014, p. VIII) 

 

 

5.4. Recommendations for practice and further research 

 

The key findings (section 5.3.1.)  and recommendations for practice and further research 

(section 5.3.2.) are listed in the sections below 

 

5.4.1. Key findings of the study 

 

1. Adolescence is a crucial phase in a male teenagers` life, with lots of windows of 

opportunities to promote health and wellbeing for future phases into young 

adulthood and beyond.  

2. Health and Wellbeing are terms that male teenagers can`t yet fill with meaning in 

such a holistic way as proposed by definitions from international and national 

policies, i.e. the World Health Organisation. For male teenagers health is often 

seen as black and white, either somebody is sick or not sick. Male teenagers tend 

to define the term health with being strong and fit. Wellbeing is not yet filled with 

meaning. Often both terms are associated with Mental Health. 

3. Participation. The concept of participation is one that male teenagers are 

becoming more familiar with in schools, youth work and sports. The practitioners 

were all familiar with it, but the study does not provide any data how much the 

teenagers know about this or are involved in participatory approaches and / or 

structures. 

4. Mentoring is a concept, that is well known and experienced by male teenagers and 

practitioners.  

5. Healthy Ireland (HI) (DoH 2013) as the Irish framework for various health 

policies encourages cross sectoral and interagency work with its goals, i.e.:  to “ 
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create an environment where every individual and sector of society can play their 

part in achieving a healthy Ireland” (Government of Ireland, 2019, p. 1.) 

6. Ireland has been the first country with a National Men`s Health Policy since 2008 

and the current WHO European Men`s Health strategy was advised by Irish 

researchers (see DoHC, 2009, WHO, 2018, p. 6). The needs of adolescents are 

specifically made visible in this current WHO strategy, i.e. “new challenges for 

adolescents`health like social media, gaming, screen time and online pornography 

are recognised as well as a change in notions of masculinity.” (WHO, 2018, p. 

40). 

 

5.4.2. Recommendations for practice and further research 

 

1. to spread the knowledge about male adolescence, from biological factors and how 

they potentially influence their behaviour, over to knowledge to look behind 

bravado behaviour and the potentially disguised fear and / or lack of self-

confidence.  

2. to further develop and spread information about Health and Wellbeing and its 

broad concept among male teenagers and all relevant stakeholders in society. 

3.  to maintain and extend participation structures as a whole-of-society approach.  

4. to maintain and extend the scale of mentoring programmes.   

5. to establish, promote and continue cross-sectoral and interagency work 

6. to further implement and evaluate current national policies in the area of 

adolescent health. 

7. to look at national and international good practices in the context of adolescents` 

health and wellbeing, for example in the context of a whole-of-society approach, 

the Icelandic curfew model (BBC News, 2017; Young 2017). 

 

There have been several positive developments since UNICEF voiced in 2016 the need for 

making the age group of adolescents more visible in their strategies and approaches. (UNICEF, 

2016). The current National Men`s Health Policy for the European region has made the age 

group of male adolescents more visible and in congruence with their life cycle approach starts 

with looking at boys from the first day of their lives (WHO, 2018). In Ireland there are lots of 
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national strategies, starting from Healthy Ireland over to the Department of Children and Youth 

Affairs “Better outcomes, brighter futures….” Current policy for children and younger people 

(DCYA, 2014).  

The formal and non-formal education sector has adapted some of the strategic goals, visible in 

i.e. the reforms in the schools` junior cycle curriculum for the topic of health and wellbeing and 

programme development for resilience, relationship and sexuality education, CPD courses about 

mental health topics, thematic talks and the provision of online information. Nevertheless, 

challenges for male teenagers still exist and statistics point out gender inequalities to date.  

Cross-government and interagency cooperation, congruent with goal six in the “Better outcomes, 

brighter futures…” strategy has started to take place. (DCYA, 2014, p. V) The evolution of 

teaching resources and continuous professional development (CPD) on wellbeing topics is an 

example, where the DES, DCYA, DOH and HSE have partly collaborated. Similar to this the 

guidelines for mental health promotion and suicide prevention were established in cooperation 

from the DES, HSE, DOH in 2013. (DES, 2015, p. 64). 

However, despite all these positive developments, no unanimous definition of the age span for 

adolescence has been developed nationally and internationally (Sawyer et al. 2018). This would 

be a useful aspect to make data more easily comparable. Statistics have also been often not 

separated between gender. By doing so more differentiated analysis could take place. Data for 

male adolescents in Ireland had to be gathered from different sources, like the GUI study, the 

HBSC study and could not be found as originally assumed, in the CSO statistics.  

Finally, the voices of male teenagers themselves have not been made widely visible in Ireland in 

the wider context of health and wellbeing. This would be an area for future qualitative research, 

to follow the example of the evidence-based development of national men`s health research, 

where Ireland gained a reputable status internationally. 

 

 

5.5. Learnings from the process of the Master programme 

 

Looking back at my learning experience from this Master programme, while writing the 

dissertation I could see clearly how the various strands of the modules come together. The PD 

and FS elements of the course interlinked with Qualitative Data Analysis and ISDH. All modules 
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have a holistic approach. I see a lot clearer now how the method of qualitative data analysis 

instead of quantitative methods fits into the ethos of the course. A strong element of recursive 

learning is woven into the whole course structure. As a student I experienced switching between 

the emic and the etic perspective, with the former being involved in the group experience and the 

latter reflecting about this experience and connecting it to theory and writing about it. 

When embarking on a project like this again, I would try out the method of a focus group instead 

of interviews. In the case of proceeding with interviews again, I would pay strict attention to 

recorded time, as the follow up work of transcribing and using the time intense method of TA 

can take away from time remaining for discussion, interpretation and drawing conclusions. I 

would also take into consideration to delegate the transcribing process. 

Reading up about Tuckman’s coevals with lots of German sounding names, i.e.  Saul Bernstein 

and Louis Lowy, I was reminded, that the theory and method of group work was almost on hold 

in Germany because of the Nazi-time. A lot of researchers emigrated, for example to the United 

States of America. After the Nazi regime and the end of the Second World War in 1945 group 

theory and group work had a negative connotation and was re-imported by German emigrants 

such as Louis Lowy (Greenhouse Gardella, L., 2011). I discovered that Lowy was involved in 

work at the University of Applied Sciences in Muenster, Germany during their foundation years 

(1970-1973), the University where I studied for my first degree in social work (Gerards et al., 

2018, p. 10). In relation to this Gardner (2011) talks about individualistic societies (i.e. US, 

Germany), with an emphasis on the individual and collective societies (i.e. Japan, Italy, Ireland) 

where the group is more important than the individual. 

Further exemplified learnings throughout the whole Master course are presented below. I learned 

about: 

 The effective use of technology, Moodle, cloud platforms, Adobe Connect, Zoom, Skype 

for business and Padlet. 

 Myself, especially through the modules personal development and advanced personal 

development. The researcher was given the opportunity to reflect about her own values 

and how she connects with the world, what type of learner she is and about eight different 

types of intelligences. (Honey, P. and Mumford, A. 1986; Gardner, 2011). 
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● Perspective taking: as a participant, a feedback giver and a facilitator. 

● Making connections,   

a) to others, by methods such as role plays, reflecting, journaling, scientific reading and 

writing.  

 b) integration of old and new learning, theory and practise,  

c) intercultural links, different cultures that I have lived in for several years, Germany, 

Italy and Ireland, and their varying communication styles as described in concepts of 

intercultural communication (ICC, Hall cited in Frew, 2016). 

 The importance of choice and the present moment: “The only place where we can 

exercise our freedom of choice is in the present.” (Eger, 2017, p. 228). 

● Finding my “…own effective way of doing things.” (Dorr, 2011, p. 275)  
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Appendix A:  Informed Consent Form  

 

Research Subject: “An exploration of the health and wellbeing of male teenagers in Ireland – a 

practitioners` perspective.” 

 

My name is Andrea Buckley and I am a postgraduate student carrying out research for my dissertation for 

the Master of Arts in Advanced Facilitation Skills for Promoting Health and Well-Being at Waterford 

Institute of Technology (WIT). 

 

Informed Consent 

You have been asked to participate in an interview as part of a research project. This interview aims to 

gain better insight into your experience of the Health and Wellbeing of Male Teenagers, aged 13 to 19, in 

Ireland. 

You are under no obligation to participate in the research and choosing not to participate will in no way 

reflect negatively on you. To help you to decide whether or not to participate, you need to fully 

understand what is required of you and what the research entails. This is called informed consent. 

 

What is this research about? 

This research aims to get an insight into your experience of working with male teenagers aged 13-19 and 

their health and wellbeing needs. 

The findings from this interview will inform best practices related to the process of improving, 

developing and delivering programmes and services for male teenagers in the future. 

Specific attention will be paid to your reflections of the factors related to the work with this target group. 

Your answers will be analysed and synthesised with additional data collected in this study and presented 

in a publishable academic manuscript. 
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What does participation involve? 

Participation involves a 45 to 60-minute interview where you will be asked to contribute your views and 

opinions on certain questions. You can skip any questions that you do not wish to answer, or ask to 

remove any of your responses from the resulting transcript. Only MA student Andrea Buckley and her 

project supervisor Dr Paula Carroll will have access to this audio recording, which will be password 

protected and deleted immediately after responses have been transcribed. If you are not comfortable 

having your interview recorded, you can indicate your preferences to MA student Andrea Buckley, who 

will take notes during your interview instead. Participation in the study is voluntary and you can 

withdraw at any time before the 29.02.2020, 9 a.m. 

 

Information used will not be identifiable 

We guarantee anonymity by giving you a unique code/ pseudonym. The data from this interview will be 

linked to this code/pseudonym instead of any personal details. This will be done immediately following 

your interview so that any information added to a computer database or used for analysis cannot be 

connected to your personal information. The list of participants and pseudonyms will be password 

protected, and kept distinct from any other data (i.e. transcripts, consent forms). Only MA student Andrea 

Buckley and her project supervisor Dr Paula Carroll will have access to this list of participant names and 

pseudonyms. Audio recordings from this interview will be transcribed verbatim with any identifying 

information removed (i.e. names, personal details, organisational affiliation etc.). All hard copies of data 

will be kept in a locked file cabinet, and soft copies will be password protected. No identifiable 

information (i.e. quotes that may disclose your identity) will be used in any final publication or resources 

developed from this study. 

 

Who will have access to the data from the interview? 

MA student Andrea Buckley and her supervisor Dr Paula Carroll from Waterford Institute of Technology 

will have access to all of your information (i.e. consent forms, contact information, interview responses). 

All records will be kept secured in a locked filing cabinet until the Dissertation grade has been ratified. 

After this time, all data will be permanently and securely destroyed: hard copies will be shredded, and 

soft files will be deleted. 

Confidentiality  

It is the duty of the researcher to protect the level of confidentiality, agreed in the informed consent 

process, as far as is legally possible. Any information used in the preparation of the study report, research 

publication, or any other resource will be anonymous and not linked to any personal or organisational 

information you provide. All data, including any personal information, will be kept strictly confidential 

and secured: computer files will be password protected, and hard copies will be kept in a locked cabinet. 

Only MA student Andrea Buckley and her project supervisor Dr Paula Carroll will have access to keys 

and passwords. No information will be available to third parties at any point.  
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All information will be treated as strictly confidential and no information will be provided to any other 

party without your written permission. All information held by Waterford IT is subject to the terms of the 

2014 Freedom of Information Act, the 1993 and 2003 Data Protection Act as well as the EU General Data 

Protection Regulation (GDPR) which came into effect on May 25th 2018. You can find information about 

this on the college website: 

http://www.wit.ie/about_wit/for_staff/foi_useful_resources and 

http://www.wit.ie/about_wit/for_staff/data_protection.  

Can I withdraw from the study? 

Participation in the study is voluntary and you can withdraw at any time before the 29.02.2020, 9 a.m. 

You can stop the interview at any time, or withdraw your participation prior to the completion of the data 

analysis phase, which is usually a few weeks after the interview, for organisational reasons before the 

29.02.2020, 9 a.m. 

 

Contact details 

If you have any questions about the research you can contact MA student Andrea Buckley, 

Email: 20086722@mail.wit.ie 

Phone: 0 85 2 63 74 20 (number for MA study only, number will be used for the four-month duration of 

the research project and eliminated afterwards) 

 

For any questions or concerns you do not wish to discuss with MA student Andrea Buckley, you can 

contact Dr Paula Carroll by:  

Email: PCarroll@wit.ie 

Phone: 0 51 - 83 41 41 

          

I………………………………………………………………………………………… 

(Name of participant)  

 

understand the purpose of this study and why I am being asked to participate. I consent to take part in the 

study. 

I confirm all aspects of my participation have been fully explained to my satisfaction. I understand that 

there are no direct benefits to me for my participation, and I realise that this may contribute to a better 

understanding of the needs around the health and wellbeing of male teenagers in Ireland. 

mailto:20086722@mail.wit.ie
mailto:PCarroll@wit.ie
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I have read and understood the above and give consent as an individual over 18 with a minimum of one-

year experience of working with male teenagers aged 13 to 19 to participate in this study. 

Name…………………………………………………………………………………………………….. 

Address Line 1 ………………………………………………………………………………………….. 

Address Line 2 ………………………………………………………………………………………….. 

Town…………………………………………………………………………………………………….. 

County………………………………………………Eircode…………………………………………… 

Phone Number…………………………………………………………………………………………… 

E-Mail ………………………………………………………………………………………….. 

 

Signature of participant………………………………………………………………………………….. 

Signature of researcher…………………………………………………………………………………… 

Date, place…………………………………………………………………………………
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Appendix B: Email for participant recruitment 

My name is Andrea Buckley and I am a postgraduate student carrying out research for my dissertation 

for the Master of Arts in Advanced Facilitation Skills for Promoting Health and Well Being at 

Waterford Institute of Technology (WIT). 

I am looking for participants for up to one-hour long interviews for my final dissertation for my 

research project with the title:   

“An exploration of the health and wellbeing of male teenagers in Ireland – a practitioners` 

perspective” under supervision of Dr Paula Carroll. 

What is this research about? 

This research is a qualitative study, aiming to get an insight into your experience of working with 

male teenagers aged 13-19 in Ireland and their health and wellbeing needs. I am looking for 

practitioners, who are over 18 and have a minimum of one-year experience of working with the target 

group. Specific attention will be paid to your reflections of the factors related to the work with this 

target group. 

The findings from the interviews will inform best practices related to the process of improving, 

developing and delivering programmes and services for male teenagers in the future. 

Your answers will be analysed and synthesised with additional data collected in this study and 

presented in a publishable academic manuscript. 

It is guaranteed that the information from the interviews will not be identifiable and treated with 

confidentiality. Further information about consent, possibilities of withdrawing from the study after 

the interview, will be explained at interview stage, should you agree to meet the MA student for an 

interview. 

Contact details 

If you have any questions about the research you can contact MA student Andrea Buckley, 

Email: 20086722@mail.wit.ie 

Phone: 0 85 2 63 74 20 (number for MA study only, number will be used for the four-month duration 

of the research project and eliminated afterwards) 

For any questions or concerns you do not wish to discuss with MA student Andrea Buckley, you can 

contact Dr Paula Carroll by:  

Email: PCarroll@wit.ie 

Phone: 0 51 - 83 41 41 

Further information about the Master course can be found under the following link: 

https://www.wit.ie/courses/ma-in-advanced-facilitation-skills-for-promoting-health-and-well-being 

Yours sincerely, 

Andrea Buckley 

mailto:20086722@mail.wit.ie
mailto:PCarroll@wit.ie


90 
 

Appendix B: Topic Guide 

Topic: “An exploration of the health and wellbeing of male teenagers in 

Ireland – a practitioners` perspective.” 

Questions to Professionals / Volunteers with a minimum of one-year experience 

of working with male teenagers aged 13 to 19 

Introduction Question 

From your experience what comes to your mind when thinking of boys at  

the age of 13 to 19? 

 

Adolescence  

1) What do you think “Health and Wellbeing” means to male teenagers? 

2) What is your experience of their health and social development needs in this 

transition phase? 

Health and Well-being 

3) What is your perception of learning opportunities regarding health and well-

being? 

4) What is your experience about typical health-related problems in this age 

group? 

Masculinity / Gender 

[Note: Gender, most people are born either male or female and others don’t fit 

into these binary m/f categories. What is meant here is not the biological sex 

rather what is expected in terms of norms and behaviours.]  

 

5) From your experience are there gender differences in the way teenagers 

approach topics relating to health and wellbeing? If so, please explain. 
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6) a) What supports male teenagers to make healthy choices and talk about health  

related topics? 

b) What hinders boys to make healthy choices and talk about health-related 

topics? 

Mentoring / Prefects 

[Note: Maybe you have heard about programmes like prefects in schools or 

existing mentoring programmes? (i.e. Foróige`s “Big Brother, Big Sister 

Programme”; Jigsaw`s “One good adult” programme)?   

 

7) What do you think about the ideas of a mentor for boys? Explain. 

   

Participation 

[Note: context of participation: user-involvement, contribution of opinions, 

power of co-decision.]  

8) From your experience are there ways how male teenagers can voice their 

opinions in your organisation (school, youth work, sports club)?  

 

9)  Could user involvement in your organisation effect teenager`s health and well-

being? Please, explain. 

 

One final question: 

10) In an ideal world - What would you like to see inside and outside of your 

organisation (school, youth work, sports club) for the promotion of health and 

well-being for males aged 13-19?  
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Appendix D: Qualifications of the researcher 

Explain how the qualifications and experience of the researchers on this project qualifies them to deal 

with the ethical issues.  Specifically name your skills and qualifications that you will bring to the research 

process to support your capacity to manage ethical boundaries and issues  

The researcher is a native German with both fluent German and English language skills. She 

has professional experience working within confidentiality boundaries, crisis intervention and 

generally with a broad range of clientele, right from the start of her first professional training. 

She is currently working as a volunteer for Aspire Ireland within their Community 

Engagement Programme. The clientele here are vulnerable adults with high functioning 

autism. The researcher is Garda vetted and has received training in safeguarding vulnerable 

adults as well as specific training for the target group. Additionally, in cases of emergencies, 

she holds a certificate in Occupational First Aid from August 2019, which is valid for the 

next two years. Recently, in November 2019, she completed two continuous professional 

development courses on mental health issues (Understanding Self-Harm, ASIST Applied 

Suicide Intervention Skills Training). The researcher compiled a list of further helpline 

numbers for her interview partners (see Appendix List of support services, left out, see 

comment above) and familiarised herself with local amenities in which the interviews took 

place. Her main qualifications are: 

● Cambridge Certificate of Proficiency in English, Number 93CDE0778007, 1993, 

● Bachelor Honours in Social Work, Catholic University of Applied Sciences in 

Muenster, Germany, 13.12.1994, 

● State registered Social Worker in Germany since 01.04.1996, Bezirksregierung 

[government of the regional district] Muenster, North Rhine-Westphalia, Germany, 

● National Validation Body on Social Work Qualifications and Training, NQSW, 1996 

No. ND/6/111196, Ireland, CORU Returner to Practice in process, No. RTP 8605, 

● Master of Arts in European Social Policy Analysis, National University of Ireland, 

Maynooth, 1998, 

● Certificate in Crisis Pregnancy Counselling, National University of Ireland, 

Maynooth, 2014 

 


